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TNRN Provider Relations:  800-439-1656
TNRN Contract department:  800-439-1656

PLEASE TYPE OR PRINT LEGIBLY.  This application must be complete for consideration and may be returned via email to: iborum@tnrn.net (mailing the original signed attestation sheet), fax to: 866-605-3596, or mail to our office: The National Radiology Network, P. O. Box 670645, Houston, Texas 77267.

· Please fill out one complete application for each physical location that provides imaging services.

· An officer of your organization is required to sign a statement attesting to the accuracy of the information you provide.

· Site inspections and documentation requests will be scheduled using the information you provide in this form.

	general information


	Facility

	Facility Name:
	     

	Address:
	     

	City:
	     
	State:
	     
	Zip:
	     

	Phone:
	     
	Fax:
	     

	Manager / Contact:
	     
	E-mail:
	     

	Website Address:
	     

	Accepting New Patients:
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Billing

	Remit to Address:
	     

	City:
	     
	State:
	     
	Zip:
	     

	Phone:
	     
	Fax:
	     

	Contact Name:
	     
	E-mail:
	     

	Tax ID Number (Please attach W-9 Form):
	     
	Payable Name:
	     

	Claims Report Address:
	     

	City:
	     
	State:
	     
	Zip:
	     

	Phone:
	     
	Fax:
	     

	Contact Name:
	     
	E-mail:
	     


	Corporate Office

	Address:
	     

	City:
	     
	State:
	     
	Zip:
	     

	Phone:
	     
	Fax:
	     

	Contact Name:
	     
	E-mail:
	     

	Reading Radiologist / Radiology Group (please attach list of physicians’ names and NPI numbers)

	Group Name:
	     

	Address:
	     

	City:
	     
	State:
	     
	Zip:
	     

	Phone:
	     
	Fax:
	     

	Contact Name:
	     
	E-mail:
	     

	Provider Type

	

	 FORMCHECKBOX 

	IDTF

	 FORMCHECKBOX 

	Hospital Affiliated

	 FORMCHECKBOX 

	Physician Office

	Personnel

	Name of Facility Medical Director:
	     

	Medical Director’s NPI Number:
	     

	Specialty of the Medical Director of this facility:

	 FORMCHECKBOX 

	Cardiology

	 FORMCHECKBOX 

	Family Practice

	 FORMCHECKBOX 

	Internal Medicine

	 FORMCHECKBOX 

	Neurology

	 FORMCHECKBOX 

	Orthopedics

	 FORMCHECKBOX 

	Radiology

	 FORMCHECKBOX 

	Other (specify):       

	Training of the Medical Director of this facility (select highest attained):

	 FORMCHECKBOX 

	Accredited Residency Program

	 FORMCHECKBOX 

	Board-Eligible

	 FORMCHECKBOX 

	Board-Certified

	Are all imaging studies interpreted by a currently-licensed, board-certified Radiologist(s)?

	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you require your imaging device operators to be trained and currently registered in each of the modalities they perform?

	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


	If you have modalities that use ionizing radiation, PET, or Nuclear Medicine, do you have a Radiation Safety Officer (RSO)?  If yes, please list their name.

	 FORMCHECKBOX 

	Yes – Name:
	     
	 FORMCHECKBOX 

	No (We do not use ionizing radiation, PET, or Nuclear Medicine)

	Does your facility employ any physicians?  If yes, attach NPI, copy of medical license, and any additional malpractice insurance certificates.

	 FORMCHECKBOX 

	Yes:
	 FORMCHECKBOX 

	No

	Does your facility perform primary source verification on all licensed practitioners working at this service location?  (Primary source verification of licenses, certifications, registrations and sanctions are conducted through the state’s licensing boards.  Additional verifications of other credentials are made through queries of the NPDB, HIPDB, OIG/GSA databases, as applicable.)



	 FORMCHECKBOX 

	Yes:
	 FORMCHECKBOX 

	No


	LICENSURE CERTIFICATION


	Please list your National Provider Identification Number:       

	Is your facility a Medicare Provider?  If yes, please provide Medicare ID Number and attach copy of certificate.

	 FORMCHECKBOX 

	Yes - Medicare ID #:  
	     
	 FORMCHECKBOX 

	No

	Is your facility a Medicaid Provider?  If yes, please provide Medicaid ID Number and attach copy of certificate.

	 FORMCHECKBOX 

	Yes - Medicaid ID #:
	     
	 FORMCHECKBOX 

	No

	Is your facility required to be licensed in your state?  If yes, please provide certification number and attach copy of license.

	 FORMCHECKBOX 

	Yes – Certification #:  
	     
	 FORMCHECKBOX 

	No

	
	Expiration Date:
	     
	
	

	Is your facility required to have a business license?  If yes, please attach copy of license.

	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Do you maintain required certification for all professional personnel as required by your state?

	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	If you use PET or Nuclear Medicine, when does your R.A.M. license expire?  Please attach copy of current license.

	     

	Do you agree to a site inspection?

	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


	List the expiration dates of the state registration for radiation producing machines for each piece of equipment in your facility (please attach copies of current radiation-producing device registrations for each machine):

	Modality:
	     
	State Registration Expiration Date:
	     

	Modality:
	     
	State Registration Expiration Date:
	     

	Modality:
	     
	State Registration Expiration Date:
	     

	Modality:
	     
	State Registration Expiration Date:
	     

	Modality:
	     
	State Registration Expiration Date:
	     

	Modality:
	     
	State Registration Expiration Date:
	     

	Modality:
	     
	State Registration Expiration Date:
	     

	Modality:
	     
	State Registration Expiration Date:
	     

	Modality:
	     
	State Registration Expiration Date:
	     


	ACCREDITATIONS


	ACR Accreditations (please attach copies of certificates)

	MRI:
	 FORMCHECKBOX 

	Accredited
	MRAP Number:  
	     

	
	 FORMCHECKBOX 

	In Process
	Expiration Date:  
	     

	CT:
	 FORMCHECKBOX 

	Accredited
	CTAP Number:  
	     

	
	 FORMCHECKBOX 

	In Process
	Expiration Date:  
	     

	Nuclear Medicine:
	 FORMCHECKBOX 

	Accredited
	NMAP Number:  
	     

	
	 FORMCHECKBOX 

	In Process
	Expiration Date:  
	     

	PET:
	 FORMCHECKBOX 

	Accredited
	PET Number:  
	     

	
	 FORMCHECKBOX 

	In Process
	Expiration Date:  
	     

	Mammography:
	 FORMCHECKBOX 

	Accredited
	MAP Number:  
	     

	
	 FORMCHECKBOX 

	In Process
	Expiration Date:  
	     

	Ultrasound:
	 FORMCHECKBOX 

	Accredited
	UAP Number:  
	     

	
	 FORMCHECKBOX 

	In Process
	Expiration Date:  
	     

	Other Accreditations

	Is your facility JCAHO Accredited?  If yes, please provide certification number and attach copy of certificate.

	 FORMCHECKBOX 

	Yes – Certification #:
	     
	 FORMCHECKBOX 

	No

	
	Expiration Date:
	     
	
	

	Is your facility MQSA Accredited for Mammography?  If yes, please provide facility identification number and attach copy of certificate.

	 FORMCHECKBOX 

	Yes – ID #:  
	     
	 FORMCHECKBOX 

	No

	
	Expiration Date:
	     
	
	


	hours of operation & reports


	Please provide us with your hours of operation:

	MONDAY:
	     
	to
	     
	FRIDAY:
	     
	to
	     

	TUESDAY:
	     
	to
	     
	SATURDAY:
	     
	to
	     

	WEDNESDAY:
	     
	to
	     
	SUNDAY:
	     
	to
	     

	THURSDAY:
	     
	to
	     
	

	Please describe your after-hours image/report delivery and service policy:  

	     

	What is your standard for radiology report turnaround time?

	 FORMCHECKBOX 

	24-Hour

	 FORMCHECKBOX 

	48-Hour

	 FORMCHECKBOX 

	Other:       


	services / equipment


	Please check all that apply (and list frequency of Preventative Maintenance):

	 FORMCHECKBOX 

	MRI
	 FORMCHECKBOX 

	ULTRASOUND

	Field Strength in Tesla:  
	     
	 FORMCHECKBOX 

	Breast

	 FORMCHECKBOX 

	Superconducting
	 FORMCHECKBOX 

	General

	 FORMCHECKBOX 

	Short Bore
	 FORMCHECKBOX 

	Obstetrical

	 FORMCHECKBOX 

	Open
	 FORMCHECKBOX 

	Gynecological

	 FORMCHECKBOX 

	Stand Up
	 FORMCHECKBOX 

	Echocardiography

	 FORMCHECKBOX 

	Dedicated Extremity
	 FORMCHECKBOX 

	Stress Echo

	 FORMCHECKBOX 

	MRI w/ Intra-Articular Contrast
	 FORMCHECKBOX 

	Vascular

	PM’s performed every:       
	 FORMCHECKBOX 

	Peripheral Doppler

	
	 FORMCHECKBOX 

	Peripheral Arterial

	
	PM’s performed every:       

	 FORMCHECKBOX 

	CT
	 FORMCHECKBOX 

	PET

	 FORMCHECKBOX 

	General
	 FORMCHECKBOX 

	Full Ring PET

	 FORMCHECKBOX 

	Spiral – No. / Detector Rows:  
	     
	 FORMCHECKBOX 

	Coincidental PET

	 FORMCHECKBOX 

	CT Myelogram
	 FORMCHECKBOX 

	PET/CT

	 FORMCHECKBOX 

	CTA
	PM’s performed every:       

	PM’s performed every:       
	


	 FORMCHECKBOX 

	NUCLEAR MEDICINE
	 FORMCHECKBOX 

	PLAIN FILMS

	 FORMCHECKBOX 

	Diagnostic
	 FORMCHECKBOX 

	Analog

	 FORMCHECKBOX 

	Nuclear Cardiology
	 FORMCHECKBOX 

	Digital

	PM’s performed every:       
	PM’s performed every:       

	 FORMCHECKBOX 

	FLUOROSCOPY
	 FORMCHECKBOX 

	MAMMOGRAPHY

	 FORMCHECKBOX 

	Arthrogram
	 FORMCHECKBOX 

	Analog

	 FORMCHECKBOX 

	Myelogram
	 FORMCHECKBOX 

	Digital

	PM’s performed every:       
	 FORMCHECKBOX 

	CAD Available

	
	PM’s performed every:       

	 FORMCHECKBOX 

	BONE DENSITOMETRY
	 FORMCHECKBOX 

	OTHER MODALITIES FACILITY OFFERS

	
	 FORMCHECKBOX 

	Intra-Articular Injection for MRI

	 FORMCHECKBOX 

	EMG – NCV TESTING
	 FORMCHECKBOX 

	Intrathecal Injection for CT

	
	 FORMCHECKBOX 

	     

	Quality Assurance (please answer all questions):

	Is a physician always present when intravenous contrast is used?

	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Is a physician always present when sedation is used?

	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Date of last Radiation Physicist Inspection:       

	Were all devices performing satisfactorily?

	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	 FORMCHECKBOX 

	N/A

	QA schedule frequency:

	 FORMCHECKBOX 

	Daily

	 FORMCHECKBOX 

	Weekly
	 FORMCHECKBOX 

	Every other week

	 FORMCHECKBOX 

	Quarterly
	 FORMCHECKBOX 

	Semi-Annually
	 FORMCHECKBOX 

	Annually

	 FORMCHECKBOX 

	None
	 FORMCHECKBOX 

	Other:       


	MEDICAL LIABILITY INSURANCE


	Does your facility carry general liability insurance?  If yes, please attach copy of certificate.

	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Name of general liability insurer:  
	     

	Amount of coverage:       
	Renewal Date:       

	Does your facility carry professional liability insurance?  If yes, please attach copy of certificate.

	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Name of professional liability insurer:  
	     

	Amount of coverage:       
	Renewal Date:       


	STATUS WITH REGULATORY AGENCIES


	On a separate page, please provide an explanation for the following questions to which you respond “Yes.”

	1.
	Has this entity or any reading radiologist within your practice ever been sanctioned, suspended or excluded from any state or regulatory agency?


	 FORMCHECKBOX 

	Yes

	
	
	 FORMCHECKBOX 

	No

	2.
	Has this entity or any reading radiologist within your practice ever had any license denied, revoked, suspended or not renewed; been placed under probation; been subjected to disciplinary action; or been otherwise limited or curtailed?
	 FORMCHECKBOX 

	Yes

	
	
	 FORMCHECKBOX 

	No

	3.
	Has this entity or any reading radiologist within your practice ever voluntarily relinquished, withdrawn or failed to proceed with an application in order to avoid an adverse action or to preclude an investigation?
	 FORMCHECKBOX 

	Yes

	
	
	 FORMCHECKBOX 

	No

	4.
	Has this entity or any reading radiologist within your practice ever had professional liability insurance denied, suspended, cancelled or not renewed?
	 FORMCHECKBOX 

	Yes

	
	
	 FORMCHECKBOX 

	No

	5.
	Is this entity or any reading radiologist within your practice currently under indictment for an alleged crime or been convicted of a felony?
	 FORMCHECKBOX 

	Yes

	
	
	 FORMCHECKBOX 

	No

	6.
	Has this entity or reading radiologist within your practice ever had any malpractice claims closed, pending, or not yet presented but of which you are aware?
	 FORMCHECKBOX 

	Yes

	
	
	 FORMCHECKBOX 

	No


	DOCUMENT SUBMISSION CHECKLIST


	Your network application cannot be processed without your supporting documentation.  Please submit copies of the following:

	 FORMCHECKBOX 

	W-9 Form, completed

	 FORMCHECKBOX 

	List of Physicians’ Names and NPI Numbers in Reading Radiology Group

	 FORMCHECKBOX 

	Employed Physician(s) Medical License(s) and additional liability insurance certificate(s)

	 FORMCHECKBOX 

	Medicare and/or Medicaid Certificate, if applicable

	 FORMCHECKBOX 

	State License, if applicable

	 FORMCHECKBOX 

	Business License, if applicable

	 FORMCHECKBOX 

	R.A.M. License

	 FORMCHECKBOX 

	Certificate(s) of Registration for Radiation-producing Device(s) or most recent physicist inspection report

	 FORMCHECKBOX 

	ACR, if applicable

	 FORMCHECKBOX 

	JCAHO, if applicable

	 FORMCHECKBOX 

	MQSA, if applicable

	 FORMCHECKBOX 

	General Liability Insurance Certificate

	 FORMCHECKBOX 

	Professional Liability Insurance Certificate

	 FORMCHECKBOX 

	CON Certificates, if applicable


	ATTESTATION


	Please sign on the line below as an acknowledgement of your agreement with the following statements:

	I hereby authorize The National Radiology Network, Inc. (TNRN), or its successors and assigns to gather, verify, and provide to any organization with which TNRN has contracted any information pertinent to this facility application.

I hereby affirm and attest under penalty of fraud that the information provided on this form is complete, accurate, and true to the best of my knowledge. I also affirm and attest that each reading radiologist is a board-certified radiologist who is licensed to practice within the state and has never been sanctioned, suspended, or excluded from any state or regulatory agency.

I understand that misrepresentations may result in my non-selection or, if discovered after selection, in my termination as a provider from the TNRN network. Further, I agree that I am responsible for ensuring that any clinical practitioners under my employment or working in association with my clinical practice are fully qualified and have all necessary licenses required by all relevant laws to legally perform the assigned functions of my practice.

I understand that if requested or required by TNRN, copies of any or all licensing, certification, accreditation, or other document must be provided upon demand.



	     

	Facility Name

	

	Signature of Owner or Authorized Representative

	     

	Printed Name

	     

	Printed Title

	     

	Date
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