




PROFESSIONAL MALPRACTICE INSURANCE 

Present Carrier's Name __________________ _ 

CLAIMS INFORMATION 

1. Have you ever been denied professional liability insurance or has your coverage ever been

canceled? o Yes □ No 

If yes, please attach explanation 

2. Are there currently pending or have there been any malpractice claims, judgments or

settlements involving your professional practice in the last 10 years? □ Yes □ No

If yes, please attach explanation 

REQUIRED COPIES & REFERENCES 

Sponsoring FTCA clinics are required to have a copy of the following 

□ Identification (via government issued picture id-driver's license)

□ Malpractice insurance canier's current declaration statement

D DEA Registration, as applicable 

o North Carolina Medical License

D Basic or Advanced Life Support Healthcare Providers card, as applicable 

o Hepatitis B Immunization Record or Titer Results or as applicable, declination

statement (contact the director for this form)

Pl- retum this application and related documents to

Elaine Oakley BA, RN 
Director Mariam Clinic 
Phone: 919-824-4672 Fax: 919-439-3778 
director@mariamclinic.org

Malling Address: 4441-108 Six Forks Rd t1388 Raleigh NC 27809 
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Federal Tort Claims Act Coverage 

Dear Provider, 

I am pleased to introduce you to the Federal Tort Claims Act (FTCA) and thank you for your support of 
the Mariam Clinic. We realize that the time you afford our clinic is a precious gift and if not for 
professionals like yourself many people within our community may not receive health care assistance. 

Congress has enacted the FTCA medical malpractice protection for volunteer free clinic health care 
professionals which will offer you immunity from medical malpractice lawsuits while volunteering at the 
Mariam Clinic 

All free clinics who participate must assure the Bureau of Primary Health Care that they conduct 
complete and thorough credentialing and privileging of their health care professionals, including querying 
of the National Practitioner's Data Bank (NPDB). This process is probably not new to you, as this is the 
same process that hospitals require. In order to meet this requirement there is information and 
authorization that will need to be obtained to complete the credentialing process. 

It is our intention to make this process as simple and unobtrusive as possible. If you have a practice 
manager a corresponding letter is being sent to your practice manager explaining the specific information 
needed for the credentialing process. The credentialing process will be conducted with complete 
confidentiality. A copy of the FTCA program information notice is also being sent for your review. If 
you have any questions regarding the FTCA program please don't hesitate to contact me. A form is 
attached so that you may respond as to your interest in pursuing the FTCA medical malpractice 
protection. 

As stated we are glad to be able to offer this program and hope you will elect to take advantage of this 
opportunity. We look forward to your continued support. 

Sincerely, 

Elaine Oakley BA, RN 
Director Mariam Clinic 
Phone: 919-824-4672 
Fax: 919-439-3778 
director@mariamclinic.org













www.mariamclinic.org 

Phone: 919-824-4672 

To Mariam Clinic, 

Mariam Clinic Letter of Reference 

As a peer of ___________ __, I find him/her to be competent, ethical and to meet 

professional obligation with the practice of ________________ and endorse 

him/her as a licensed independent practitioner within this discipline of medicine. 

If you have any questions are remarks regarding this request, please don't hesitate to contact me at 

Name Date 

Signature 



REX HEALTHCARE, INC. 
ELECTRONIC SIGNATURE REQUEST 

HEALTH INFORMATION MANAGEMENT 

Fax: 919-784-3343 Attn: ________________________________ 

Required to request approval to use electronic signature for authenticating patient 
documents at Rex Healthcare. 

To facilitate the care of their patients at Rex Healthcare (Rex), physicians with practice 
privilege at Rex (“Rex Medical Staff”) may be granted approval to submit patient 
documents that have been authenticated by them via an Electronic Signature in their 
physician office system. To ensure protection of patient information as required by Rex 
and Federal, State and Regulatory requirements, the physician must agree to the following: 

I am requesting approval to submit patient documents with the following types of 
authentication (check all that apply):  

____   Electronic Signature generated from a system used in my Practice 

Electronic Signature 
Initial 

here ____ I agree to take all necessary physical and technical precautions to safeguard my 
systems that will be used to generate electronically authenticated patient documents for 
Rex Healthcare. I take full responsibility to ensure that the security measures in place for 
protection of such systems will be maintained at a level necessary to meet Federal, State 
and Regulatory requirements, including but not limited to HIPPA and JCAHO 
requirements. 

I understand that usage of my Electronic Signature for authenticating any document 
submitted to Rex is legally binding and I will be held accountable for all documents 
submitted with my Electronic Signature 

_________________________________ 
Physician Name (please print) 

_________________________________ ______________________________ 
Signature of Physician Date Signature of HIM Director      Date 

Please sign your name again in the blank area below. 



CONFIDENTIALITY AGREEMENT 

This Confidentiality Agreement ("Agreement") is made effective as of _____ _ 
between Allmed Clinic ("Practice"), and ___________________________________("Staff').

Staff acknowledges that being a member of the workforce of Practice, they 

could/will/might be processing and working with information dealing with a wide range of 

attributes. Staff hereby accepts that job roles and duties for all workforce members are 

subject to change as Practice sees fit. 

Staff will protect any and all information that they receive or may encounter whether 

health-related information or other individually identifiable information, and will also 

protect with the same vigor Practice business information. Staff will also comply with the 

HIPAA Rules related to Privacy and Security and further details set forth by Practice. Under 

these requirements, Staff is to protect against the impermissible disclosure of any patient's 

Protected Health Information to an unauthorized third party. 

Practice has requested that Staff will protect the confidential material and information 

which may be disclosed between Practice and Staff. Therefore, the parties agree as follows: 

1. CONFIDENTIAL INFORMATION. The term "Confidential Information" means any

information or material which is proprietary to Practice, whether or not owned or

developed by Practice, and which Staff may obtain through any direct or indirect

contact with Practice. Confidential Information includes without limitation:

a. Protect Health Information of patients and employees

b. Practice records and plans

c. financial statements
d. patient lists and records
e. technical information
f. computer programs and listings

g. source code and/or object code
h. copyrights and other intellectual property
i. other proprietary information

2. PROTECTION OF THE CONFIDENTIAL INFORMATION. Staff understands and

acknowledges that the Confidential Information, including but not limited to

passwords, access codes and keys, has been developed or obtained by Practice by the
investment of significant time, effort and expense, and that the Confidential

Information is a valuable, special and unique asset of Practice which will affect the
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a. All reasonable means to protect the confidentiality, integrity and availability of all

electronic PHI which is received, created, maintained or transmitted;
b. Defend against any reasonably anticipated threats or hazards to the security and

integrity of information over which there is control;

c. Defend against any reasonably anticipated uses or disclosures of information that

are not permitted or required under various regulatory or contractual obligations;
and

d. Ensure that Staff understand and follow these rules and guidelines and if they fail

to do so, then appropriate measures will be taken to correct the violation, as well
as, any disciplinary action necessary.

10. GENERAL PROVISIONS. This Agreement sets forth the entire understanding of the

parties regarding confidentiality. Any amendments must be in writing and signed by

both parties. This Agreement shall be construed under the laws of the State of North

Carolina. This Agreement shall not be assignable by either party, and neither party

may delegate its duties under this Agreement, without prior written consent of the

other party. The confidentiality provisions of this Agreement shall remain in full force
and effect after the effective date of this Agreement.

IN WITNESS WHEREOF, the parties hereto have executed this Agreement and affixed their 
respective seals as of the day and year first above written. 

Allmed Clinic ("Practice") 

By: ____________ _ 
Authorized person in Practice Printed Name/ Title 

I have read the Agreement and agree to comply with all of its terms as a condition of my 
continued business relationship with the Practice. 

STAFF MEMBER 

Signature 

Printed Name 
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