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APPENDIX B


SAMPLE FORMAT FOR CREDENTIALS TRANSFER BRIEF 

NOTE:  Any item not verified at the primary source is listed with notation of information substituted.
Research Office - Name of Sending Facility:  __________________Date:___________

Research Office - Name of Gaining Facility:  __________________________________

1.  Practitioner Name, M.D.:  Type of appointment: Social Security Number: Specialty

2.  Education and Training, for example:


a.  Medical Degree (MD, MBBS):


b.  Internship


c.  Residency


d.  Fellowship


e.  Educational Commission for Foreign Medical Graduates (ECFMG) passed (certificate #)

3.  State License #

expires


Drug Enforcement Administration (DEA) License #

expires

4.  Board Certified:  include subspecialty

5.  Basic Cardiac Life Support (BCLS) and Advanced Cardiac Life Support (ACLS) certification (if required for the position or by the medical center

6.  Clinical privileges/Scope of Practice granted in ___________(copy attached).  Expiration date ___________

7.  (Provider’s Name) does not have a physical or mental health condition that would adversely affect the applicant’s ability to carry out the clinical duties requested from _______________ (annotate the name of the Department of Veterans Affairs (VA) medical center or Health Care System); is known to be clinically competent to practice the full scope of privilege granted at (home facility), to satisfactorily discharge the applicant’s professional and ethical obligations, as attested to by (name and telephone number of Service Chief).  (Service Chief) (has or does not have) additional information relating to (provider’s name) competence to perform granted privileges.

8.  (Provider’s Name) credentialing file and the documents contained therein have been reviewed and verified as indicated in thepreceding.  The information conveyed in this memorandum reflects credentials status as of ________________.  The credentialing file contains no additional information relevant to the privileging of the provider at your medical center.

9.       (Typed Name)  , ____(Position)            , telephone # ___________ fax #__________

_________    (Signature)_____________________________




(Typed name)

INSTRUCTIONS FOR USING THE 

CREDENTIALS TRANSFER BRIEF FORMAT

NOTE:  Any information that has not been verified at the primary source must be noted as such on the Transfer Brief.  The Transfer Brief must specify what effort was taken to verify the item and what information has been substituted for the verification.

Paragraph 1.  Complete name, type of appointment, social security number and clinical specialty.

Paragraph 2.  List qualifying degree(s) or education as well as, internship, residency, fellowship and the qualifying training as appropriate.  Include completion date of each and indicate presence or absence of primary source verification in the Credentialing file.  If verifying on-the job training, include a copy of the documentation supporting the training.

Paragraph 3.  List all currently held state licenses, registrations and certifications: expiration date and primary source verification status of each.

Paragraph 4.  List all applicable specialty and/or board certifications and recertifications, expiration date, and primary source verification status of each.

Paragraph 5. List all applicable life support training (BCLS, ACLS, etc.), and expiration date, if required for the position.

Paragraph 6.  State the type of privileges or scope of practice currently held by the Home facility, and the expiration date of these.  Attach copy of current privileges or scope of practice.

Paragraph 7.  Provide a brief statement describing the applicant’s health status and actual clinical performance with respect to the privileges granted at the sending facility, the discharge of applicant’s professional obligation as a medical staff member, and applicant’s ethical performance.  The paragraph must contain a statement indicating the presence or absence of other relevant information in the recommendation relating to the provider’s competence for privileges, as granted, along with a means of direct contact with the person making the recommendation.

Paragraph 8.  Provide certification that the credentialing folder was reviewed and is accurately reflected in the Brief as of (annotate that date).

Paragraph 9.  Provide the name, paper or electronic signature, title, phone number and Fax number of the designated contact (i.e., Principal Investigator, ACOS/Research, HRMS, Medical Staff Coordinator) at the sending facility.
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