














AUTHORIZATION AND RELEASE OF INFORMATION FORM 

By submitting this application, it is agreed and understood that: 

1. As a representative of the health care provider(s)/supplier(s) listed on this application, I understand that,
as a contracted facility, the burden of producing adequate information for proper evaluation of licensure,
accreditation, Medicare certification, malpractice insurance, malpractice history and sanctions indicated
in this application is upon the contracted provider or its representative.

2. I further understand and acknowledge that The Healthcare Organization(s) or designated agent will
investigate the information in this application.  By submitting this application, the provider(s)/supplier(s)
agree to such investigation and to the HIPDB reporting and information as required by law as a part of
the verification and credentialing process.

3. I authorize all individuals, institutions, entities of other hospitals or institutions with which the
provider(s)/supplier(s) have been associated and all professional liability insurers with which the
provider(s)/supplier(s) have had or currently have professional liability insurance, who may have
information bearing on the provider(s)/supplier(s) licensure, accreditation, Medicare certification,
malpractice or sanctions to consult with The Healthcare Organization(s) or designated agent.

4. I release from any liability, to the fullest extent permitted by law, all persons for their acts performed in a
reasonable manner in conjunction with investigating and evaluating the provider(s)/supplier(s)
application, and waive all legal claims against any representative of The Healthcare Organization(s) or
its respective agent(s) who acts in good faith and without malice in connection with the investigation of
this application.

5. I understand and agree that the authorizations and releases given by me herein shall be valid for three
years according to The Healthcare Organization(s) cycle of recredentialing provided the
provider(s)/supplier(s) is actively pursuing or holds an active contract with The Healthcare
Organization(s).

6. The provider(s)/supplier(s) agree to exhaust all available procedures and remedies as outlined in the
rules, regulations, and policies, and/or contractual agreements of The Healthcare Organization(s) or its
respective agent(s) before initiating judicial action.

7. I further acknowledge that I have read and understand the foregoing Authorization and Release.  A
photocopy of this Authorization and Release shall be as effective as the original and authorization
constitutes my written authorization and request to communicate any relevant information and to release
any and all supportive documentation regarding this application.

8. I further acknowledge that failure to communicate any relevant information or to release any and all
required documentation and authorizations in support of this application may be considered a request to
withdraw from the credentialing process and participation with The Healthcare Organization.

I, the undersigned authorized agent, hereby attest and certify that all statements on this application are true, 
accurate, and correct to the best of my knowledge.  I fully understand that any falsification of information or 
omissions from this application may be grounds for denial of this application as The Healthcare Organization(s) 
Participating Provider or cause for summary dismissal from The Healthcare Organization(s)  or be subject to 
applicable state or federal penalties for perjury. 

Further, I understand that acceptance of this application does not constitute approval or acceptance or 
participating status with The Healthcare Organization(s)  and grants this provider no rights or privileges of 
participation until such time as a contract is consummated and written notice of participating status is issued to 
this provider by The Healthcare Organization(s) . 

I acknowledge that action on this application will be delayed until all required information is received and/or 
verified. 
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*This provider complies with all federal, state, and local handicapped access requirements as well as the
standards required by the Federal Americans with Disabilities Act (ADA). 

Signature: _____________________________________________________  Date: ________________ 

Title:    

Printed Name  

As the authorized representative for the following provider(s)/supplier(s), I grant permission for the 
release of information related to licensure, accreditation, Medicare certification, malpractice insurance, 
malpractice history and sanctions for the following provider(s)/supplier(s): 

(Facility Name) City, State 

(Facility Name) City, State, 
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Addendum to application

For facilities that have have not supplied a copy of a restraint and seclusion 
policy or a copy/description of a credentialing and clinical staff privileging 
program for health care professionals as attachments to this application, 
please supply a descriptions of each on this addendum. If copies or 
descriptions of each of these policies are attached to this application, this
page can be left blank.

Description of Restraint and Seclusion Action
If restraint/seclusion of an individual visiting our location were to become necessary, the 
healthcare professionals working for our organization would: 

 

 

 

 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________ 

________________________________________________________________________________

.________________________________________________________________________________

Description of credentialing and clinical staff privileging program for health care
professionals
The screening process for health care professionals hired by our group is as follows:

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________.

Check here if plan is to contact local law enforcement authorities for intervention/assistance.
Check here and provide description below if there is another plan of action for restraint/ 
seclusion and no policy copy has been attached to the application:
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