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Malpractice Carrier   Amount of Coverage  

Are there any restrictions, conditions, or deductibles on your malpractice insurance? Yes  No
If “Yes,” explain:  

Have you ever been excluded from participating in Medicare or Medicaid? Yes  No
If “Yes,” explain:  

Have you previously been a member of the Suburban Hospital Medical Staff? Yes  No 
If “Yes,” explain:  

In the past two years, have you practiced medicine in your specialty? Yes  No
If “No,” explain:  

Reason prior membership terminated  

INTENDED PRACTICE PLAN FOR HOSPITAL 

What is your reason for seeking membership? ___________________________________________________________                

How do you intend to utilize Suburban Hospital and its services? 

Regularly          Occasionally (<12 encounters/year)          Rarely (< 6 encounters/year) 

How will Suburban Hospital fit into your overall hospital practice needs?   Briefly describe_______________________ 

________________________________________________________________________________________________ 

Area of practice in which you will seek clinical privileges: 

___Medicine ___Surgery ___ Anesthesia* 
___ Allergy ___ Colorectal         ___ Pain Management 
___ Cardiology ___ General ___ Emergency Medicine* 
___ Dermatology ___ GYN ___ Family Practice 
___ Endocrinology ___ Neurosurgery ___ Pathology* 
___ Gastroenterology ___ Ophthalmology ___ Pediatrics 
___ Hematology/Oncology ___ Orthopedic ___ Psychiatry 
___ Infectious Disease ___ Oral/Dentistry ___ Psychology 
___ Internal Medicine ___ Otolaryngology ___ Radiation Oncology* 
___ Intensive Care* ___ Plastics  ___ Radiology* 
___ Nephrology ___ Podiatry 
___ Neurology ___ Thoracic/Vascular 
___ Physician Medicine* ___ Trauma* 
___ Pulmonary                                                      ___ Urology 

*Indicates services for which Suburban Hospital has contracted exclusively with a designated group. No applications will be provided for these services unless you 
are affiliated with the contract group. 

I have read and understand the information contained in the letter sent with this pre-application.         _________ 
    INITIAL 

I understand that if I am granted Medical Staff membership and clinical privileges, my appointment will be 
Provisional for one year and I will not be eligible for appointment to the Courtesy or Active Staff at the end of 
my provisional appointment if I do not meet certain activity requirements at Suburban Hospital. 

I herby certify under the penalties of perjury that the information above is complete and accurate. 

Signature Date 

Printed Name 


