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PRE-APPLICATION FOR RECOGNITION 
CENTER OF EXCELLENCE / PARTNER IN EXCELLENCE
	DEMOGRAPHICS
	Please Attach a Current Curriculum Vitae

	Name
	

	Cell Phone
	

	E-mail Address
	

	Date of Birth
	

	Place of Birth
	

	Social Security Number
	

	Driver’s License Number/State/ Expiration Date
	

	Specialty(s) Area of Practice
	

	Year of Graduation from Medical School
	


	PRACTICE/CENTER
	

	Practice Name
	

	Practice Address
	

	Practice Telephone
	

	Practice Facsimile
	

	Website Address
	

	Primary Contact
	


	Procedures Performed in the Past 24 Months

   Volume Criteria for Center of Excellence                                                                               Volume Criteria for a Partner in Excellence

                        100 Procedures                                                                                                                                             05-99 



	
	Number of Procedures

	Saphenous Vein Ablation
	

	Perforator Vein Ablation
	

	Management of Deep Venous Disease
	

	Management of Pelvic Venous Insufficiency 
	

	Management of Vascular Malformation/AV Fistula
	

	Management of Chronic Venous Insufficiency
	

	
	

	Other (Please Specify)
	


APPLICANT’S CONSENT & RELEASE

I authorize Best Vein Care and its authorized representatives (as defined in Subsection C below) to consult with the administrators, and members of medical staffs of other hospitals or educational institutions with which I have been associated and with others, including governmental and professional organizations and past and present malpractice insurance carriers, who may have information bearing on my professional competence, character, and ethical qualifications.  I hereby further consent to their inspection of all records and documents, including medical records, that may be material to an evaluation of my professional qualifications and competence to carry out vein care services as well as my moral and ethical qualifications.

I hereby release from liability and agree to hold harmless Best Vein Care and its authorized representatives for their acts (other than willful fraudulent activity), performed in connection with evaluating my application, professional credentials and qualifications.  I hereby release from any liability, all individuals and organizations that provide information to Best Vein Care and its authorized representatives, in good faith and without intentional fraud, concerning my professional competence, ethics character and other qualifications and I hereby consent to the release of such information.

If granted recognition as a Preferred Physician Provider, I accept the following conditions:

A. I extend immunity to, and release from any and all liability, Best Vein Care and its authorized representatives and any third parties, as defined in Subsection C below, for any acts, communications, recommendations or disclosures (other than willful fraudulent activity), performed, made, requested or received by Best Vein Care and its authorized representatives, from or by any third party, including otherwise privileged or confidential information.

B. I specifically authorize Best Vein Care and its authorized representatives to consult with any third party (as defined below) who may have information, including otherwise privileged or confidential information, bearing on my professional qualifications, credentials, clinical competence, character, mental or emotional stability, physical condition, ethics, behavior or other matter bearing on my satisfaction of the criteria for continued appointment to the medical staff, as well as to inspect or obtain any and all communications, reports, records, statements, documents, recommendations and/or disclosures of said third parties relating to such questions.  I also specifically authorize said third parties to release said information to Best Vein Care and its authorized representatives upon request.

C. “Best Vein Care and its authorized representatives” means Bestveincare.com, LLC, an Alabama limited liability company, and any of the individuals who have any responsibility for obtaining or evaluating my credentials, or acting upon this application, including but not limited to its members, managers, officers, employees, Chief Executive Officer, Advisory Board members, consultants and contractors.  The term “third parties” means all individuals, including appointees to the medical staffs of other facility/networks or other physicians or health practitioners, nurses or other government agencies, organizations, associations, partnerships and corporations, whether facility/networks, health care facilities or not, from whom information has been requested by Best Vein Care or its authorized representatives or who have requested such information from the facility/network and its authorized representatives.

Please Print Name:  





  Date: 



















Signature for Consent & Release:  








  







Return Completed Pre-Application & *Attachments:

Via E-mail To:  julie@bestveincare.com
Via Facsimile To: (877) 344-8345

*Curriculum Vitae, Applicant’s Consent & Release & $400 Application Fee

Site Visit will be scheduled following pre-approval of application.
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