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PROFESSIONAL REFERENCES 

Please list five professional peers with the same type of license or a higher level of licensure who are familiar 
with your professional performance in the past three (3) years. 

Name and Title:   Specialty:    

Street Address:   

City, State, Country and Zip Code:   

Telephone Number:   Facsimile:   

Name and Title:   Specialty:    

Street Address:   

City, State, Country and Zip Code:   

Telephone Number:   Facsimile:     

Name and Title:   Specialty:    

Street Address:   

City, State, Country and Zip Code:   

Telephone Number:   Facsimile:   

Name and Title:   
Street Address:   

City, State, Country and Zip Code:   

Telephone Number:   Facsimile:   

Name and Title:   
Street Address:   

City, State, Country and Zip Code:   

Telephone Number:   Facsimile:   
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APPLICANT’S ATTESTATION 
 
I,         , certify that the information I have provided and the statements I have 
made on this application are correct, true, and complete to the best of my knowledge.  I will abide by the 
applicable bylaws, rules and regulations, and policies and procedures of the designated health care entity.  I 
acknowledge that I have received and reviewed a copy of the bylaws, if applicable, of the designated health 
care entity.  I further agree that, in the event there should arise an adverse ruling with respect to my status 
and/or clinical privileges, I will exhaust the administrative remedies afforded by the entity’s bylaws before 
resorting to litigation. 
 

Signature stamps and date stamps are not acceptable. 

 
 
  Signature       Date  (do not type) 
 
All applicants have the right to be informed of their application status.  Application status inquiries 
should be directed to the appropriate health care organization.  Practitioners may utilize any or all of the 
following to ensure accurate file information. 
 

• The right of practitioners to review information submitted to support their credentialing 
application. 

• The right of practitioners to correct erroneous information. 
• The right of practitioners to be informed of the status of their credentialing or recredentialing 

application upon request. 
• The right of practitioners to be notified of these rights. 

 
This application has been designed to streamline the credentials verification process for providers, and 
meets the standards of many accrediting organizations.  The application will be processed in 
accordance with the customer’s required standards. 
 
Hospital Services Corporation, a subsidiary of the New Mexico Hospital Association, maintains this 
form.  If you have any questions about this form, please contact one of our credentials analysts at (505) 
343-0070 or toll-free (866) 908-0070, or by e-mail at cvs@nmhsc.com.  This application has been 
copyrighted and is intended for the sole use of our customers and approved users. 
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HOSPITAL SERVICES CORPORATION 
CREDENTIALS VERIFICATION SERVICE 

DESIGNATION AND AUTHORIZATION FOR RELEASE AND REDISCLOSURE OF INFORMATION 
(“Release”) 

 
Authority to Release:  I have applied to participate as a provider for   

 

Print the names of all organizations to which you are applying. 

and its authorized representatives (hereafter “Health Care Entity”) which has designated Hospital Services 
Corporation’s Credentials Verification Service (“HSC”) as their agent.  I consent to complete disclosure by the 
recipient of this release to HSC of all relevant information pertaining to my professional qualifications, moral 
character, physical and mental health (hereinafter “qualifications”).  I authorize the recipient to make available 
and/or disclose to HSC all such information in its files from any university, professional school, licensing 
authority, accreditation board, hospital, physician, dentist, professional society, insurance carrier, law 
enforcement agency, military service, or any other person or entity deemed necessary or appropriate in the 
investigation and processing of my application. 

I request and authorize the recipient to release the requested information and I expressly waive any claim of 
privilege or privacy with respect to the released information bearing on my admission to, retention or termination 
of medical staff appointment or clinical privileges.  I release and discharge HSC, the Health Care Entity and the 
medical, dental, podiatry and ancillary staffs or panels, credentials committees, administrators, review and 
approval boards or committees, governing boards, whether or not designated by these titles, and their agents, 
servants or employees authorized by representatives and all other persons or entities supplying information to 
them from liability or claims of any kind or character in any way arising out of inquiries concerning me or 
disclosures made in good faith in connection with my application for appointment to the Health Care Entity’s 
Medical Staff or Provider Panel. 

Authority to Redisclose:  Unless I have denied authority by initialing here  , I authorize the Health 
Care Entity, the Health Care Entity’s Authorized Representatives, and HSC to redisclose information concerning 
my qualifications, or credentials and privileges to third parties who have a need to know the information (1) 
based upon state or federal laws or regulations, or (2) pursuant to any health care provider agreement to which 
I am or will be a party and in which I have an interest as an individual health care provider, or (3) to participate in 
the common recredentials program, if applicable. 

This Release does not authorize HSC to disclose information about my qualifications to any claimant.  If a 
claimant requests information from HSC about me or if a subpoena duces tecum is served upon HSC seeking 
information about me, which is in HSC’s possession, I understand I will be notified immediately.  If I direct HSC 
to resist the subpoena, I hereby agree to indemnify and hold harmless HSC, its officers, directors, employees 
and agents for all attorney fees, costs, fines, and expenses incurred in resisting the subpoena at my request. 

This authorization is limited to the acquisition and disclosure of information required by state or federal law, and 
information which is acquired or disclosed pursuant to activities protected by the state’s Review Organizational 
Immunity Act and the Health Care Quality Improvement Act of 1986.  A photocopy of this Designation and 
Authorization for release and redisclosure of information shall be considered by the recipient to be a signed 
original, as long as it is transmitted to the recipient by HSC and is received within five years of its date. 

The certain definitions used in this Release and set forth on the following page of this application are 
incorporated by reference.  I understand that I may withdraw or modify this authorization at any time in 
writing by submitting a written request to HSC.  PHOTOCOPY BOTH PAGES OF THIS FORM. 

Signature stamps and date stamps are not acceptable. 

 

 
  Applicant Signature 
  Printed Name       Date    (do not type) 
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