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The definition of “Credentialing” is the formal process used to verify the qualifications, experience, and professional standing of Practitioners for the purpose of forming a view about their competence, performance and professional suitability to provide safe, high quality health care services within specific organisational environments.
The definition of “Scope of Clinical Practice” is the extent of an individual Practitioner’s Clinical Practice within a particular organisation based on the individual’s credentials, competence; performance and professional ability; and the needs and capability of the organisation to support the Practitioner’s scope of clinical practice.
Personal Information
Title
 FORMCHECKBOX 
 Professor     FORMCHECKBOX 
 Associate Professor    FORMCHECKBOX 
 Dr    FORMCHECKBOX 
Mr    FORMCHECKBOX 
 Mrs    FORMCHECKBOX 
 Ms    FORMCHECKBOX 
 Miss

Full Name




   (Surname)                                             (Given Name)

Date of Birth
 _______/________/________   Place of Birth


Residential Address





Postcode


Postal Address





Postcode


Email Address



Telephone

Mobile

Title of DHW Role
 ______________________________________________________________________________


Division

Department

Credentials Requested

This application is for (please tick)
 FORMCHECKBOX 
 New Application for DHW
 FORMCHECKBOX 
 Review of existing credentials (required every 3 years)
 FORMCHECKBOX 
 Alteration to existing credentials
*(Please note that each LHN entity requires a separate application process)
Do you hold clinical credentials from any of the following?
 FORMCHECKBOX 
 Northern Adelaide Local Health Network
 FORMCHECKBOX 
 Central Adelaide Local Health Network
 FORMCHECKBOX 
 Southern Adelaide Local Health Network
 FORMCHECKBOX 
 Women’s and Children’s Health Network
 FORMCHECKBOX 
 Country Health SA Local Health Network
 FORMCHECKBOX 
 South Australian Ambulance Service

Medical Qualification (Primary and Post-Graduate)

Please provide certified copies of all Diplomas, Certificates, Degrees, Memberships, Fellowships
Please provide a copy of your CV and attach further information if required
Primary Medical Qualification

Name of Degree
Post-Nominals


University/Medical School/College


Country
Year

Post-Graduate Qualification/s

1.
Qualification


Specialty


University/Medical School/College


Country
Year

2.
Qualification


Specialty


University/Medical School/College


Country
Year

3.
Qualification


Specialty


University/Medical School/College


Country
Year

Other Relevant Skills

Professional Registration

Are you registered with the Medical/Dental Board of South Australia?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Standard Registration Number
Specialist Registration Number


Registration Expiry Date
 _______/________/________   

Indemnity Insurance

Do you have Professional indemnity Insurance for applied Credentials?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Service Category

 FORMCHECKBOX 
 Private

 FORMCHECKBOX 
 Public

State of Practice
__________________________________

Practice Category

 FORMCHECKBOX 
 General Practice
 FORMCHECKBOX 
 Procedural





 FORMCHECKBOX 
 Non-Procedural
 FORMCHECKBOX 
 Other: __________________​_
Scope of Clinical Practice in DHW (Please tick areas you may be involved in)
	
	DHW Role/Proposed Role
	Proficiency (i.e. Able to practice in)


	
	
	Under supervision
	Independent practice

	Public Health Physician Services
	
	
	

	Environmental health
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Communicable disease control
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Chronic disease prevention
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Injury surveillance and prevention
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Public health epidemiology
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Health promotion
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Public health policy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Health legislation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Health services/sector planning
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	

	Public Health and Health/Medical Research
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	

	Teaching, training and supervision
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	

	Provision of clinical/health advice to:
	
	
	

	Individual members of the public
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Public community groups
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Health sector representatives
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Representatives from other sectors
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	

	Other forms of clinical practice

(please describe below*)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 




 Have undertaken or are undertaking formal training/qualifications (or experience) in this area and potential to work in this area if required in the future

*Description of other forms of clinical practice:



Continuing Professional Development (CPD)

Do you participate in Continuing Medical Education/Professional Development?

    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
If Yes, Do you participate through a professional college?
    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
(Evidence from the college of satisfactory participation in the program is required)
If you are not participating through a professional college please provide a list of professional development activities undertaken in the last 12 months (eg clinical audits, teaching, peer review activities) and evidence of your participation. Please provide an additional page if necessary.
Are you participating in a recognised medical specialist training program?     Yes/No   If yes, please state the program.
Alteration to Existing Credentials (ie you have received new qualifications)
Only complete if you are seeking an alteration to existing credentials.
Please provide details of your desired alteration/s to existing credentials with supporting documentation
Criminal History Check 

(Please refer to the SA Health website: Careers Information. Criminal History screening requirements should also be stated on the Role Description)
DHW Medical Officers require a National Police Certificate (NPC) for Vulnerable Screening. The NPC for vulnerable is only required once. Should you be successful and win a new role, you will require a current NPC.
If the requirement for a NPC for Aged Care is due to a person involved in aged care – then a NPC will need to be renewed every three years as per Aged Care Legislation.

If you are working in a prescribed position – working with children, from 1 July 2019, the state's current system for child-related employment screening will be replaced with a working with children check (WWCC). Everyone working or volunteering with children must have a child-related clearance. The WWCC must be renewed every five (5) years.

* A current child-related employment screening by DHS / DCSI will be recognised until the expiry date. 

If you are from overseas and have not resided in Australia or have resided in an overseas country for more than one year you will be required to provide a satisfactory criminal history record from each country you have resided in prior to employment in SA Health.
 FORMCHECKBOX 
  National Police Check (NPC) Vulnerable Screening
Expiry Date _______/________/________
 FORMCHECKBOX 
  National Police Check (NPC) Aged Care Screening
Expiry Date _______/________/________
 FORMCHECKBOX 
  DHS Working with Children Check (WWCC) 
Expiry Date _______/________/________
 FORMCHECKBOX 
  * DCSI Child-Related Employment Screening
Expiry Date _______/________/________
 FORMCHECKBOX 
  International Police Clearance:  Country _________________________
Expiry Date _______/________/________
Professional Referees

Please provide details of three referees, at least two of whom shall be in the same specialty and be familiar with your professional practice within the past 3 years.
Name



Address

Postcode


Telephone

Mobile


Email Address



Name



Address

Postcode


Telephone

Mobile


Email Address



Name



Address

Postcode


Telephone

Mobile


Email Address


Standard Questions
Have you ever been denied clinical credentials for which you have applied?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Have you ever had your scope of clinical practice reduced, suspended or revoked for any reason?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Have any claims, investigations or lawsuits for malpractice been made against you during the

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

past five years?
Has a criminal claim of any nature ever been made against you?

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

Have you ever been investigated or are currently under investigation by any Medical Board in

 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

any State/Territory of Australia or overseas that you have not previously reported to the Medical Board.
If yes to any of the above, please provide details

Declaration

I declare that I am the person named in this application and that, to the best of my knowledge; the statements herein contained are true in substance and in fact.

I understand that any incorrect statement in my application including (but not restricted to) my qualifications, experience, ability, physical or mental health or personal integrity, may result in refusal in the granting of credentials or immediate withdrawal of existing credentials.

I hereby authorise the Clinical Credentialing Committee to seek information relating to my credentials and past experience as relevant to my application.

Applicant

Signed


Print Name


Date
 _______/________/________

Line Manager
Name

Position Title 

Signed


Date
_______/________/________

Checklist
Supplied:

 FORMCHECKBOX 
 Certified copy of Primary Medical Qualification (first time applicants only) *
 FORMCHECKBOX 
 Certified copy of all Post-Graduate Medical Qualification/s (first time applicants only) *
 FORMCHECKBOX 
 Copy of Medical Board of Australia Registration Certificate

 FORMCHECKBOX 
 Evidence of Continuing Professional Development

 FORMCHECKBOX 
 Up to date curriculum vitae
 FORMCHECKBOX 
 Evidence of current professional indemnity insurance cover (where relevant)

 FORMCHECKBOX 
 Relevant Criminal History Check – DCSI clearance or NPC

 FORMCHECKBOX 
 letter from the relevant college confirming commencement in specialist training (only required for trainees). 
* Please note that only certified documents by a Justice of the Peace will be accepted.

Please send your complete application form and supporting documents to: 

Medical Credentialing Committee, SA Met Unit HealthSAMet@sa.gov.au, Public Health and Clinical Systems,

Level 5, Citi Centre Building – 11 Hindmarsh Square/PO Box 287 Rundle Mall, ADELAIDE SA 5000



Application Form





Credentialing and Scope of Clinical Practice


for Department for Health and Wellbeing (DHW)





SA Health requires all Medical Practitioners within the department to have valid medical credentials.
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