Appendix Q                                   Cadet Command Cir 601-05-1

Registered Nurse Professional Background Check                            


U.S. Army Cadet Command

Registered Nurse Professional Background Check

Cadet Command Circular 601-05-1

Name:______________________________________________ SSN:______________________________


1.  Have you ever been licensed as a professional registered nurse (RN) or licensed practical nurse (LPN)? __________________ 

a.  If NO  -  Sign, date and return form  ______________________________________

(signature, date)


b.  If YES -  Complete the rest of this questionnaire and return.  Attach extra pages if necessary.  

2.  Statements of Professional Status:  (A “yes” answer to a. through f. requires a full explanation below or attached on plain bond paper.) 

a.  Have you ever had a license to practice nursing denied in any state?  _______

b.  Have you ever had a license to prescribe narcotics voluntarily or involuntarily refused, revoked, suspended, or denied or have you ever voluntarily surrendered a license to prescribe narcotics?  __________


c.  Have you ever had your professional privileges or your practice of nursing denied, withdrawn, or restricted by any health care facility?  (If yes, give the name of the facility or organization, address, telephone number, and dates.) 

_______________________________________________________________________________________

d.  Have you ever been asked to resign from a facility or organization staff or professional society? __________

   
e.  Have you ever been denied membership or renewal or been subject to disciplinary procedures in any health care organization? _________

    
f.  List your current and previously held state licenses and certifications to practice nursing.  (All licenses and certifications must be listed.  Status other than current and unrestricted such as resigned, suspended, revoked, voluntarily or involuntarily limited, or surrendered, or normal expiration of previously health license requires a detailed explanation attached on plain bond paper.)

	STATE
	TYPE


	LICENSE NUMBER
	DATE OF

INITIAL ISSUE
	*STATUS


	EXPIRATION

DATE

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Name:______________________________________________ SSN:_______________________________


3. Statement of malpractice:

a.  Have you ever been identified as significantly involved in a malpractice claim or suit? _________

If yes, complete the following for each claim or instance of malpractice.  A copy of the court action or detailed statement from the court, attorney, or insurance company as to disposition must be attached.

(1)  Nature of allegation: _______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________

(2)  Was suit filed?  _________ If yes, give court date:  _____________________

(3)  Current status (i.e., pending, closed, claim denied):  _______________________________________________________________________________________

(4) Disposition (in favor of you or the other party):

_______________________________________________________________________________________

(5) If payment was made or directed to be made, indicate amount

_______________________________________________________________________________________


(6)  Was payment a settlement or an award?  

_______________________________________________________________________________________


(7)  Was your name entered into the National Practitioner's Data Bank related to this malpractice claim?  _______________


 (8)  Malpractice insurer involved:

Carrier:  

Telephone Number:  ____________________________________________________________________

Address:_______________________________________________________________________________

Policy/Certificate  Number: ___________________________________________________________

(8)  Detailed narrative description of medical facts (include type of treatment or surgery, your involvement in the case, and allegations):

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________

Name:______________________________________________ SSN:_______________________________


4.  Current malpractice insurance carriers:

	NAME AND

INCLUSIVE DATES
	POLICY NUMBER
	TELEPHONE NUMBER
	STREET ADDRESS

CITY AND STATE

	
	
	
	

	
	
	
	

	
	
	
	


5.  Malpractice insurance carriers over last 7 years:

	POLICY NUMBER
	NAME AND

INCLUSIVE DATES
	TELEPHONE NUMBER
	STREET ADDRESS

CITY AND STATE

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


6.  List all work positions held since completing nursing school:

	NAME AND

INCLUSIVE DATES
	STREET ADDRESS, CITY,

STATE, AND ZIP CODE
	TELEPHONE

NUMBER

	
	
	

	
	
	

	
	
	

	
	
	


Name:______________________________________________ SSN:_______________________________


7.  STATEMENT OF UNDERSTANDING AND RELEASE OF INFORMATION
a.  All information submitted by me in this application is true to the best of my knowledge and belief.  I understand that any false or incomplete information provided knowingly on or with this application may be grounds for elimination from the ROTC Nurse Program, including loss of scholarship benefits and may be punishable by fine or imprisonment under Title 18, United States Code, Section 1001.

   
b.  I hereby authorize the Department of the Army and its authorized representatives to consult with individuals who may have information bearing upon my professional competence, character, and ethical qualifications (i.e., administrators and professional staffs of hospitals or institutions with which I have been associated and with others, including past and present professional liability carriers).

   
c.  I hereby consent to the inspection by authorized Department of the Army representatives of all documents, including medical records at hospitals or institutions, that may be material to an evaluation of my professional competence, and my moral and ethical qualifications to carry out the duties of military service.

  
d.  I hereby release from any liability any and all individuals and organizations who provide information to the Department of the Army in good faith and without malice concerning my professional competence, ethics, character, and other qualifications for appointment, credentialing, and/or clinical privileging and hereby consent to the release of such information.

  
e.  I hereby authorize the Department of the Army or its authorized representative to communicate to other hospitals and to persons or organizations with legitimate interest therein any information concerning my professional competence, character, and ethics which the U.S. Army may acquire or have.





DATA REQUIRED BY THE PRIVACY ACT OF 1974
a.  Authority:  Title 10, United States Code, Section 3013.

b.  Principal Purpose:  To obtain an appointment as a commissioned officer in the Regular Army, Army Reserve, or Army National Guard.

c.  Routine Uses:  Basis for determination of qualifications and background information for appointment eligibility as a Regular Army or Army Reserve commissioned officer.  Basis for credentialing health care providers.

d.  Disclosure:  Disclosure of information requested is voluntary.  Failure to provide the required information will result in nonacceptability of cadet status.

Signature_________________________________________________Date_________________________

Typed or printed name_____________________________________ SSN_________________________
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