DUPLICATE this form as necessary to complete separate sheet for EACH occurrence that
applies. Use reverse side of this form if additional space is needed.

Applicant Name:
Last First MI

Indicate the number of ONE of the questions in Section J to which you answered “yes™: Question Number:

A. Describe the circumstances surrounding this occurrence. Please include the date of the occurrence.

B. Provide an explanation of any actions taken. Please include the date the action was taken.

C. Provide the current status of the issue.

D. If known: Contact:

Department/Committee:

Address:

Street City State  Zip
Telephone: ()

Signature: Date:

Health Care Professionals Credentialing & Business Data Gathering Form FORM A
Applicant Name: .



