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K. Applicant’s privileges at another hospital or health care entity are not, at the time of application, under suspension 
other than an administrative suspension for grounds unrelated to the practitioner's competence or professional 
conduct.* 

L. Applicant has not been excluded, suspended, debarred or deemed ineligible to participate in any Federal health care 
program, nor been convicted of a criminal offense related to the provision of health care. * 

 

Upon receipt of the application packet, the Medical Staff Department will review the application and will determine if 
each of the above criteria for membership and privileges are met. In the event any of the criteria for membership and 
privileges are not met, the potential applicant will be notified. The determination that an applicant is not eligible for 
membership or privileges is an administrative determination and shall not entitle the applicant to any of the 
procedures under the Fair Hearing Plan. 
 
 
 
*A practitioner whose privileges or license has been revoked may be eligible for membership and/or privileges if the practitioner demonstrates 
that his privileges or license was subsequently reinstated by the same entity that revoked the license or privilege.  Paragraphs I, J, K, and L shall not 
apply to a revocation or suspension of a practitioner's license or privileges which occurred prior to November 26, 1996, provided that as of that 
date, the practitioner is an AHP or member in good standing, as that term is defined in paragraph H, above.   
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 Colorado Health Care Professional Credentials Application (linked to from www.bch.org/medstaff or re‐sign saved 

app):  

 Complete the application form with your name as listed on your Colorado license to practice. 

 All blanks must be legibly completed. Full addresses, phone and fax numbers are required.  Email addresses 
are helpful. A Curriculum Vitae is not a substitute for completing the application. 

 List both month and year when completing “to/from” date blanks. 

 Only one peer reference can be a current office associate. Peer references should be providers who have 
current knowledge of you skills, abilities, judgment, professional performance and clinical competence 
(within the last 12 months.)  Peers should be the same discipline as you (MD/ DO, DDS/DDS, etc.). For 
Advanced Practice Practitioners, one peer needs to be a physician. No residents, fellows or family members. 

 On the insurance information page, include complete names and addresses, retro dates and phone numbers 
of all insurance companies that have provided malpractice coverage for you over the past five years. 

 Explanations are required for any “yes” answers to (a) disclosure questions and (b) time gaps greater than 6 
months. 

 Sign and date signature pages (4 total). 

 Save the application to your computer or copy and save the original before you sign the 4 signature pages, so 
that you can re‐use the completed application for future reappointments. 

 Privilege Form (linked to from www.bch.org/medstaff):  

 Check boxes to request only the privileges you wish to perform in a BCH facility (hospital or clinic). 

 Include Procedure/activity log 

 Include any other documentation required to meet competency measures as listed on the privilege form.  

 If requesting any of the following, see additional Privilege Criteria (linked to from 
www.bch.org/medstaff): Bronchial Thermoplasty,  Laparascopic & Hysteroscopic Morcellation, Port Access 
Catheter Placement , Robotic Surgery, Transoral Incisionless Fundoplication, Uterine Prolapse Procedures or 
Xtreme Lateral Interbody Fusion (XLIF)  

 Proctoring  

 Failure to submit required documentation will result in request for related privileges being deemed voluntarily 
withdrawn. 

 Sign and date 

 AHP’s – include signed Sponsoring Medical Staff Member Agreement form 

Review, complete, sign and date all Addenda (included herein):  

 Authorization for Release of Information 

 Acknowledgement Statement 

 Blood Borne Pathogens 

 System Access User Agreement 

 Signature Page 

 W9 

   

Provider Documentation Checklist 
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Copies of:  

 Recent passport size photograph  

 Legible copy of a government‐issued photo ID (visa if not a U.S. citizen) 

 A current Curriculum Vitae ‐ please make sure all the information on the CV is also on the state application (such as 
affiliations for the last 10 years) and that the information is the same (such as dates of affiliation). 

 Complete information concerning any professional liability claims, complaints, or causes of action that have been 
lodged against you which are pending or if any judgments or settlements have been made against you.  Please 
provide a complete explanation in your own words as well as all court documentation. This shall include but may not 
be limited to: the court in which the suit was filed, the caption and docket number of the case, the complete name 
and address of your attorney, the status or outcome of such matters and all other relevant details. 

 BLS/ACLS certificates for all AHP’s, BLS/ACLS/ATLS/PALS/NRP certificates for physicians requesting privileges for 
which certifications is a criterion (see privilege form) 

 Current insurance certificate  

 DEA, if applicable 

 CME‐Copies of certificates from continuing education courses (or specialty board summary) completed in the past 
24 months. Refer to your privilege forms if additional CME’s are required relevant to specific procedures requested. 

 For BCH employed providers only: copy of diplomas and your wallet sized medical license. For physicians to be 
employed, complete Copic documents, located on the physician application webpage under #3. 

 Any additional certification(s) you hold 

 Application Fee ‐ Include a check for $500.00, made payable to Boulder Community Health or BCH.  Note: Once you 
are credentialed you will be charged prorated annual dues. The invoice will be included with your approval letter. 

 

   
 

 

 

 

 

 
Additional Action Items: 

 Once you have turned in your application to our department email employeehealth@bch.org to make an 
appointment for your health assessment.  If you have documentation of your immunizations, bring to your 
appointment. If not, they provide testing/immunizations free of charge. They will communicate with the Medical 
Staff Department directly as to your fulfillment of this requirement.  Your application will be deemed incomplete if 
this is not complete. 

 Contact your credentialing coordinator (above) to schedule your new practitioner orientation. 

 
Mail documents to: 
 

BCH Medical Staff Department 
PO Box 9019 
Boulder, CO 80301‐9019 
 

 
Credentialing Coordinators for last names starting with: 
 

A‐L  Janet Magee    303.415.7492 
  jmagee@bch.org 
M‐Z   Sarah Summers   303.415.7494
  ssummers@bch.org 
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 Charge patients or their insurers only for clinical services provided or supervised.*  
 Not document items in the medical record that were not performed. 
 Not abuse alcohol or other drugs.  

 
5. Awareness of Limitations, Professional Growth  
Lifelong learning is critical to the competent practice of our profession.  To achieve this end, we resolve to: 

 Be aware of our personal limitations and deficiencies in knowledge and abilities and know when and whom to ask 
for supervision, assistance, or consultation.  

 Know when and for whom to provide appropriate supervision.  
 Countersign all patient workups and orders as appropriate when in a supervisory role.  
 Avoid patient involvement when ill, distraught, or overcome with personal problems.  

 
6. Deportment as a Professional  
Patients and their families expect appropriate dress and identification.  To fulfill this, we resolve to: 

 Clearly identify ourselves, our roles and our professional levels to patients and staff and wear a name tag.  
 Dress in a neat, clean, professionally appropriate manner. 
 Maintain professional composure despite the stresses of fatigue, professional pressures, or personal problems.  
 Not write offensive or judgmental comments in patients' charts.  
 Avoid disparaging and critical comments about colleagues and their medical decisions in the presence of 

patients.   
 
7. Avoiding Conflicts of Interest  
Conflicts of interest are common and inevitable.  To avoid conflicts of interest undermining our science, practice and 
teaching, we resolve to:  

 Declare all conflicts when lecturing, writing or serving on professional bodies. 
 Resolve all clinical conflicts of interest in favor of the patient.  
 Not accept non-educational gifts of value from for-profit companies such as drug companies or medical 

equipment vendors or suppliers. 
 
8. Responsibility for Peer Behavior  
Peer review, reporting and monitoring is part and parcel of our role as professionals who are allowed the privilege of self-
regulation.  Toward this end, we resolve to: 

 Take the initiative to identify and help rehabilitate impaired physicians with the assistance of the Medical Staff’s 
Practitioner Health and Well Being Committee.  

 Report serious breaches of the Code of Professional Conduct to the appropriate person.   
 Report illegal* acts to the appropriate internal authorities. 
 Indicate disapproval or seek appropriate intervention observing less serious breaches.  

 
9. Respect for Personal Ethics 
Each individual’s beliefs and ethical principles will be respected.  Toward this end, we resolve to: 

 Inform patients and their families of available treatment options that are consistent with acceptable standards of 
medical and nursing care. 

 Respect patient wishes, including advanced directive, living wills, etc., consistent with acceptable standards of 
care. 

 
10. Respect for Property and Laws  
Adherence to the law is integral to professional behavior.  To fulfill our commitment, we resolve to: 

 Adhere to the regulations and policies of Boulder Community Health as they apply to us, e.g., policies governing 
fire safety, hazardous waste disposal, and universal precautions.  

 Adhere to local, state, and federal laws and regulations.*  
 Not misappropriate, destroy, damage, or misuse property of any of BCH’s components.* 

 
 
 
 
 

 
 

Supporting Documents: 
 Code of Ethics, policy #019 
 Code of Conduct, policy #900 
 Disruptive Behavior, and Harassment & Sexual Harassment, policy #441 
 Medical Staff Bylaws & Associated Manuals 
 Medical Management protocol, policy #503 
 MS Professional Review Process 
 Duality of Interest/Disclosure of Interest Statement 
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BOULDER COMMUNITY HEALTH SYSTEM ACCESS USER AGREEMENT 
 
 As an employee, volunteer, contractor, or medical staff member of Boulder Community Health (BCH) or any 
subsidiary or affiliate thereof, I understand that access to certain information is required for me to perform my duties. 
Some of this information may concern patients being treated at BCH or it may concern the operations of BCH.  

I understand that any patient medical information belongs to the patient. I am only permitted to access patient 
medical information (whether maintained electronically, on paper, or otherwise), to the extent that it is necessary to 
provide patient care and perform my duties and in accordance with applicable laws. I also understand that all medical 
and personal information regarding patients is confidential by law and may not be revealed or discussed with other 
patients, friends or relatives, or anyone else within or outside of BCH except as authorized by BCH or required by law.  

I also understand that other information regarding the operations of BCH, whether maintained electronically, 
on paper, or otherwise is confidential. This information may concern, for example, employees, financial operations, 
strategic or business plans, quality assurance, utilization review, risk management, research, contracting, 
procurement, and credentialing of staff. I understand that I am only authorized to access this information if it is 
required for me to perform my duties. This information should not be discussed with others within or outside BCH 
except to the extent that this discussion is necessary to perform my duties.  

I understand that I am required to protect BCH patient or operations information from loss, misuse, unauthorized 
access, or unauthorized modification. I also understand that my use of the system may be monitored.  

I understand that I may be given a USERID/Password to the BCH network and/or computer system(s). I will 
safeguard the USERID/Password given to me. I acknowledge that I am strictly prohibited from disclosing my 
USERID/Password to anyone, including my family, friends, fellow workers, supervisors, and subordinates, for any 
reason. I agree to contact the Information Technology Help Desk immediately if I suspect that my password is known 
and/or being used by another person and that I may be required to reveal and/or relinquish my USERID/Password to 
the Chief Information Officer, or his/her designee. This is the only exception to the use/sharing of passwords.  

I understand that I may only use my USERID/Password to perform my duties. I agree that I will not use 
anyone else’s USERID/Password to obtain access to any BCH computer system(s). I understand that I will be held 
accountable for all work performed, changes made to the system or databases, or information accessed under my 
USERID/Password and that I am not to allow anyone else to access the BCH network/computer system using my 
USERID/Password.  

I understand that failure to follow this policy regarding the confidentiality of information is cause for: 
termination of employment; termination of an independent contractor relationship; revocation of medical staff 
membership and privileges; revocation of access to all BCH network/computer systems; and possible legal action by 
any patient or other person injured by my breach of this policy.  

My signature below indicates my understanding of the aforementioned mandates regarding the use of any 
USERID/Password I am assigned pursuant to my responsibilities with BCH, and that I have read and understand the 
BCH Access to Information Systems Policy (#305). In addition, users with access to the BCH electronic systems must 
comply with the BCH Confidentiality Policy (#401)  

 

Printed name:           

 

Signature:       

 

Last 4 of SS#:              Date:             
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Department of the Treasury  
Internal Revenue Service 
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2.

1  Name (as shown on your income tax return). Name is required on this line; do not leave this line blank.

2  Business name/disregarded entity name, if different from above

3  Check appropriate box for federal tax classification; check only one of the following seven boxes: 

Individual/sole proprietor or   
single-member LLC

 C Corporation S Corporation Partnership Trust/estate

Limited liability company. Enter the tax classification (C=C corporation, S=S corporation, P=partnership)   

Note. For a single-member LLC that is disregarded, do not check LLC; check the appropriate box in the line above for 
the tax classification of the single-member owner. 

Other (see instructions)  

4  Exemptions (codes apply only to 
certain entities, not individuals; see 
instructions on page 3):
Exempt payee code (if any)

Exemption from FATCA reporting

 code (if any)
(Applies to accounts maintained outside the U.S.)

5  Address (number, street, and apt. or suite no.)

6  City, state, and ZIP code

Requester’s name and address (optional)

7  List account number(s) here (optional)

Part I Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on line 1 to avoid 
backup withholding. For individuals, this is generally your social security number (SSN). However, for a 
resident alien, sole proprietor, or disregarded entity, see the Part I instructions on page 3. For other 
entities, it is your employer identification number (EIN). If you do not have a number, see How to get a 
TIN on page 3.

Note. If the account is in more than one name, see the instructions for line 1 and the chart on page 4 for 
guidelines on whose number to enter.

Social security number

– –

or
Employer identification number 

–

Part II Certification

Under penalties of perjury, I certify that:

1.  The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me); and

2.  I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal Revenue 
Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that I am 
no longer subject to backup withholding; and

3.  I am a U.S. citizen or other U.S. person (defined below); and

4. The FATCA code(s) entered on this form (if any) indicating that I am exempt from FATCA reporting is correct.

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup withholding 
because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply. For mortgage 
interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement arrangement (IRA), and 
generally, payments other than interest and dividends, you are not required to sign the certification, but you must provide your correct TIN. See the 
instructions on page 3.

Sign 
Here

Signature of 

U.S. person Date 

General Instructions
Section references are to the Internal Revenue Code unless otherwise noted.

Future developments. Information about developments affecting Form W-9 (such 
as legislation enacted after we release it) is at www.irs.gov/fw9.

Purpose of Form

An individual or entity (Form W-9 requester) who is required to file an information 
return with the IRS must obtain your correct taxpayer identification number (TIN) 
which may be your social security number (SSN), individual taxpayer identification 
number (ITIN), adoption taxpayer identification number (ATIN), or employer 
identification number (EIN), to report on an information return the amount paid to 
you, or other amount reportable on an information return. Examples of information 
returns include, but are not limited to, the following:

• Form 1099-INT (interest earned or paid)

• Form 1099-DIV (dividends, including those from stocks or mutual funds)

• Form 1099-MISC (various types of income, prizes, awards, or gross proceeds)

• Form 1099-B (stock or mutual fund sales and certain other transactions by 
brokers)

• Form 1099-S (proceeds from real estate transactions)

• Form 1099-K (merchant card and third party network transactions)

• Form 1098 (home mortgage interest), 1098-E (student loan interest), 1098-T 
(tuition)

• Form 1099-C (canceled debt)

• Form 1099-A (acquisition or abandonment of secured property)

Use Form W-9 only if you are a U.S. person (including a resident alien), to 
provide your correct TIN. 

If you do not return Form W-9 to the requester with a TIN, you might be subject 
to backup withholding. See What is backup withholding? on page 2.

By signing the filled-out form, you: 

1. Certify that the TIN you are giving is correct (or you are waiting for a number 
to be issued),

2. Certify that you are not subject to backup withholding, or

3. Claim exemption from backup withholding if you are a U.S. exempt payee. If 
applicable, you are also certifying that as a U.S. person, your allocable share of 
any partnership income from a U.S. trade or business is not subject to the 
withholding tax on foreign partners' share of effectively connected income, and 

4. Certify that FATCA code(s) entered on this form (if any) indicating that you are 
exempt from the FATCA reporting, is correct. See What is FATCA reporting? on 
page 2 for further information.

Cat. No. 10231X Form W-9 (Rev. 12-2014)
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