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Your health. It’s our mission.




APPLICATION REQUEST FORM
SAN FRANCISCO



To apply for membership in the Hill Physicians network, please complete this Application Request and fax it along with your current Curriculum Vitae (CV) and a Letter of Intent to (925) 743-9492. 
For questions, please contact Amy Rassbach, Network Management Consultant at (925) 327-6893.

	Date
	     


	GENERAL INFORMATION

	First
	     
	Last
	     
	Title
	     

	Email
	     
	Gender
	     

	CA License No.
	     
	Expiration
	     
	NPI No.
	     


	Social Security
	     
	Tax ID
	     
	DOB
	     


	SPECIALTY INFORMATION

	Specialties applying for
	1.
	     
	2.
	     


	CERTIFICATION/EDUCATION

	
	Board Certification(s)
	
	Year Completed
	
	Year Expired

	1.
	     
	
	     
	
	     

	2.
	     
	
	     
	
	     

	3.
	     
	
	     
	
	     


	If none, do you have plans to become board certified?
	 FORMCHECKBOX 
 Yes
	When?
	Month
	     
	Year
	     

	
	 FORMCHECKBOX 
 No
	Reason?
	     


	Residency Facility
	     
	Year Completed
	     

	City, State, Country
	     


	PRACTICE GROUP INFORMATION

	Practice Group Name
	     
	Practice Type
	 FORMCHECKBOX 
 Group
	 FORMCHECKBOX 
 Solo

	

	Office Address #1
	     

	City, State Zip
	     

	Phone
	     
	Fax
	     

	

	Office Address #2
	     

	City, State Zip
	     

	Phone
	     
	Fax
	     


	PRACTICE GROUP INFORMATION (continued)

	Please complete the following about your practice.

	Practice Management System
	     
	Version
	     

	Yes
	No
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Contracted support?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Internet capability? 
	Internet Service Provider (AOL, Earthlink, AT&T)
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Currently submit commercial claims electronically?

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Would be willing to submit Hill claims electronically

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Currently have an EHR system?
	Which one?
	     

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Currently on RelayHealth?


	HOSPITAL AFFILIATION(S) BY PRIORITY

	1. 
	     
	Privilege
	     

	2. 
	     
	Privilege
	     

	3. 
	     
	Privilege
	     


	OTHER IPA AFFILIATION(S)

	1. 
	     

	2. 
	     

	3. 
	     


	LANGUAGE(S) SPOKEN BY PHYSICIAN

	1. 
	     

	2. 
	     

	3. 
	     


	CALL GROUP (Please note that on-call physicians must accept Hill rates)

	Physician Name
	Par with Hill?

	
	Yes
	No

	1. 
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2. 
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3. 
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4. 
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5. 
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 



***Application requests are subject to review and approval by Membership Committee.***
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