
 

 

Credentials Verification & Quality Assurance Packet 

Interim Physicians is a leading provider of physician staffing services.  Since our beginning 
in 1979 we have specialized in short and long-term physician locum tenens with unmatched 
benefits for you.  The Interim Physicians team of professionals is trained to provide you with 
interesting assignments, competitive compensation, a quick registration process and a 
smooth transition to your new location. We also provide you with the most up-to-date 
information on industry trends, practice management, and clinical data to enhance your 
career. 

Our enclosed credentials packet is a vital link to our A+ rated malpractice insurance carrier.  
These simple forms provide the information we need to speed the internal and hospital 
background process and enables us to pursue licensure in other states on your behalf, should 
you desire to do so. 

Here is a short list of what we will need from you: 

 A current CV (including the months for the last 5 years and explain any gaps in work 
history) 

 A minimum of 3 reference names (telephone numbers and fax numbers or email addresses,
        if possible) 
 Completed Interim Physicians, LLC registration form  
 W-9 form (completely filled out and signed) 
 NPDB Self-Query (Only if “Yes” answers to Questions 2 and/or 4 of the Presentation 

Questions) 
 Specialty board certificate(s) 
 Residency certificate 
 Internship certificate 
 Medical school diploma 
 ECFMG certificate (If applicable) 
 DEA certificate 
 State licensure certificates and wallet cards certifying current registration 
 State controlled substance registration (if applicable) 
 BLS/ACLS/ATLS/PALS certification cards 

 

Return: 

Please fax a copy of the completed packet and supporting documentation to  
(800) 505-4794, or email to qa@interimphysicians.com. 

For additional questions or comments, please call (800) 226-6347 



 

Physician Registration Form Specialty 

 

 

Last Name First Name Initial                        Cell Phone

Home Address Social Security Number Home Phone

City State Zip

Birthplace Citizenship Visa Status Date of Birth

Weeks per year you would like to work? Federal DEA # Expiration Date ECFMG

Geographic Preferences:

Email Address: NPI Number:

Pl ease l ist al l  I n stitution s atten ded.   ( Use a separate sheet if  n ecessary.)

Dates Attended Degree

(from) (to)

Street City State Zip

Dates Attended Degree

(from) (to)

Street City State Zip

Dates Attended Degree

(from) (to)

Street City State Zip

Dates Attended Specialty

(from) (to)

Street City State Zip

Dates Attended Specialty

(from) (to)

Street City State Zip

Dates Attended Specialty

(from) (to)

Street City State Zip

Board Certified? Date Certified Date Re-Certified Expiration Date

     yes      no

Board Eligible? BCLS/Exp Date ATLS/Exp. Date ACLS/Exp. Date APLS/Exp. Date

     yes      no

Subspecialty Certified:

Other Certifications:

American Board of:

Additional 
Board 
Certification:

American Board of:

Identifying 
Information

School

School

School

School

School

Other 
Graduate 
Education

Internship

Residency

Fellowship

Certification

Premedical 
Education

Medical 
Education

School

Cory.Kleinschmidt
Typewritten Text

Cory.Kleinschmidt
Typewritten Text

Cory.Kleinschmidt
Typewritten Text

Cory.Kleinschmidt
Typewritten Text



 

Physician Registration Form  2 
 

 

 

References

Name Relationship

Specialty Phone Fax or Email

Name Relationship

Specialty Phone Fax or Email

Name Relationship

Specialty Phone Fax or Email

Name Relationship

Specialty Phone Fax or Email

Name Relationship

Specialty Phone Fax or Email

State Number Issue Date Exp. Date

State Number Issue Date Exp. Date

State Number Issue Date Exp. Date

State Number Issue Date Exp. Date

State Number Issue Date Exp. Date

In which state did you obtain your original license?

Please list all state controlled substance licenses:

Please list all inactive licenses:

List prof ession al  memberships in  Local ,  State an d Nation al  Societies

Licenses

Memberships

   Signature:__________________________________________________ Date:_______________________________

Pl ease en sure that your CV work history l ists mon th an d  year f or each activity an d in cl udes an  
expl an ation  f or an y g ap in  empl oymen t or school in g  g reater than  on e mon th.

I certify that the information on this registration is true and complete to the best of my knowledge.  I authorize Interim Physicians, 
LLC to release information contained in this registration, or obtained by Interim Physicians, LLC  pursuant to its credentials 

verification processes also authorized by this paragraph, to its Clients, and to query the  DEA, AMA, FACIS, FSMB, insurance 
companies, and medical facility clients.  I waive any claims I might otherwise have against Interim Physicians, LLC for releasing 

information as authorized by this paragraph.

Pl ease l ist a  min imum of  f our prof ession al  ref eren ces.   They must be abl e to attest to your 
specif ic medical  abil ities an d have worked with you in  the past  2 years .

Pl ease l ist al l  active state medical  l icen ses,  usin g  a separate sheet if  n ecessary.



 

 

Physician Work History
Please list in chronological order all institutions (including hospitals, corporations, military assignments or 
government agencies) with which you have been affiliated since completion of post-graduate training. 
 
 

Name, Complete Address, Phone Affiliated Hospitals Dates Worked 
   

 
Status: ___________________ 

   
 
Status: ___________________ 

   
 
Status: ___________________ 

   
 
Status: ___________________ 

   
 
Status: ___________________ 

   
 
Status: ___________________ 

   
 
Status: ___________________ 

   
 
Status: ___________________ 

   
 
Status: ___________________ 

   
 
Status: ___________________ 

   
 
Status: ___________________ 

   
 
Status: ___________________ 

 



 

 

Release Authorization Form 

I hereby authorize the following individuals and entities to release all information 
(documented, oral or other) about me in their possession to Interim Physicians, LLC or its 
agents:  

1. All hospitals at which I have ever held privileges, whether full or limited, temporary or 
permanent; and all hospitals at which I have ever received training.  

2. All medical/osteopathic societies, education institutions, specialty boards, and other 
medical/osteopathic organizations with which I have been associated.  

3. All other State or Canadian licensure boards, including the Federation of State Medical 
Boards, federal health agencies, and federal and state drug control agencies.  

4. All licensed physicians, nurses or other health care professionals of any state or 
Canadian province.  

5. All attorneys who have participated in civil or criminal actions in which I was named 
party.  

I hereby release the above named individuals and entities from all liability for the release of 
information to Interim Physicians, LLC and its agents.  I further release from liability any 
group or individual that provides information relating to my ability as a healthcare 
professional.  I authorize Interim Physicians, LLC to release information as needed to 
facilities, entities and medical organizations in the process of pursuing work in my 
profession and/or obtain hospital privileges, licensure or other medical professional 
qualifications on my behalf.   

I further authorize Interim Physicians, LLC or any of its duly authorized agents to make any 
investigations that they deem necessary to secure information concerning me which is 
relevant to the requirements for credentialing, and I further authorize them to release such 
information they now or in the future have concerning me to (i) any federal, state, county, or 
local governmental entity, (ii) any hospital or other health care facility, or (iii) any other 
person upon a showing that the release of this information is vital to the health, safety and 
welfare of the general public. 

 
________________________________  _____________________________ 
Print Name (Provider)    Signature (Provider) 
 
 
________________________________ 
Date 
 



 
 

Interim Physicians, LLC. (the "Company") will procure a consumer report and/or investigative consumer report on 
you in connection with your application for contract position purposes (including employment, volunteer, or 

independent contractor assignments, as applicable) as defined under the Fair Credit Reporting Act. These 

background reports may be obtained at any time after receipt of your authorization and, if you are hired or 
engaged by  Interim Physicians, LLC., throughout your contract period. 

TalentWise Solutions LLC, a consumer reporting agency, will obtain the report for  Interim Physicians, LLC. 

TalentWise Solutions is located at 19800 North Creek Parkway, Suite 200, Bothell, WA 98011, and can be reached 

at (866) 338-6739. 

The report may contain information bearing on your character, general reputation, personal characteristics, mode 

of living. The information that may be included in your report include:  social security number trace, criminal 
records checks, public court records checks, driving records checks, educational records checks, verification of 
employment positions held, personal and professional references checks, and licensing and certification 
checks. The information contained in the report will be obtained from private and/or public record sources. You 

have the right, upon written request made within a reasonable time after receipt of this notice, to request 
disclosure of the nature and scope of any investigative consumer report. Please be advised that the nature and 

scope of the most common form of investigative consumer report obtained with regard to applicants for contract 

position is an investigation into your education and/or employment history. 

Provided to you with this authorization is a Summary of Your Rights Under the Fair Credit Reporting Act in a form 

prescribed by the Federal Trade Commission. Please do not sign this authorization until you have received this 

summary. 
 

AUTHORIZATION 

I have carefully read and understand this disclosure and authorization form and I have received a copy of 

the Summary of Your Rights Under the Fair Credit Reporting Act provided with this form. I have had the 
opportunity to review my rights. By my signature below, I consent to the preparation of background reports by 

TalentWise Solutions LLC, and to the release of such reports to Interim Physicians, LLC and its designated 

representatives for the purpose of assisting Interim Physicians, LLC in making a determination as to my eligibility 
for contract employment, contract assignment or for other lawful purposes. 

 

I understand that I may be the subject of an investigative consumer report which may include information 
regarding my background.  By my signature below, I consent to the preparation of background reports by 

TalentWise, and to the release of such reports to Interim Physicians, LLC and its designated representatives for the 

purpose of assisting Interim Physicians, LLC in making a determination as to my eligibility for contract 
assignments. 

 

I understand that, to the extent allowed by law, information contained in my job application or otherwise disclosed 
to Interim Physicians, LLC by me before or during my contract assignment, if any, may be utilized for the purpose 

of obtaining such consumer reports and/or investigative consumer reports about me.  I understand that nothing 

herein shall be construed as an offer of a contract for services. I hereby authorize law enforcement agencies, 

learning institutions(including public and private schools and universities), information service bureaus, 
record/data repositories, courts(federal/state/local), motor vehicle record agencies, my past or present employers, 

the military and other individuals or sources to furnish any and all information on me that is requested by the 

consumer reporting agency. By my signature (including electronic) below, I certify the information provided on 
and in connection with this form is true, accurate, and complete. I agree that this form in original, faxed, 

photocopied or electronic form will be valid for any background reports that may be requested by or on behalf of 

Interim Physicians, LLC. 
 

This information is being collected to conduct the background screen on you. It will not be used for any other 

purpose. 

 

Signature: __________________________________    Date:______________________________ 
 

Printed Name: ___________________________________ 



 
   

A SUMMARY OF YOUR RIGHTS UNDER THE FAIR CREDIT REPORTING ACT 
Para informacion en espanol, visite www.ftc.gov/credit o escribe a la FTC Consumer Response Center, Room 130-A 
600 Pennsylvania Ave. N.W., Washington, D.C. 20580. 
The federal Fair Credit Reporting Act (FCRA) promotes the accuracy, fairness, and privacy of information in the 
files of consumer reporting agencies. There are many types of consumer reporting agencies, including credit 

bureaus and specialty agencies (such as agencies that sell information about check writing histories, medical 

records, and rental history records). Here is a summary of your major rights under the FCRA. For more 

information, including information about additional rights, go towww.ftc.gov/credit or write to: Consumer 
Response Center, Room 130-A, Federal Trade Commission, 600 Pennsylvania Ave. N.W., Washington, D.C. 20580. 

 You must be told if information in your file has been used against you. Anyone who uses a credit report or 

another type of consumer report to deny your application for credit, insurance, or employment – or to take 
another adverse action against you – must tell you, and must give you the name, address, and phone number of 

the agency that provided the information. 

 You have the right to know what is in your file. You may request and obtain all the information about you in the 
files of a consumer reporting agency (your "file disclosure"). You will be required to provide proper 

identification, which may include your Social Security number. In many cases, the disclosure will be free. You 

are entitled to a free file disclosure if: 
 a person has taken adverse action against you because of information in your credit report; 

 you are the victim of identity theft and place a fraud alert in your file; 

 your file contains inaccurate information as a result of fraud; 
 you are on public assistance; 

 you are unemployed but expect to apply for employment within 60 days. 

In addition, by September 2005 all consumers will be entitled to one free disclosure every 12 months upon request 

from each nationwide credit bureau and from nationwide specialty consumer reporting agencies. 
See www.ftc.gov/credit for additional information. 

 You have the right to ask for a credit score. Credit scores are numerical summaries of your credit-worthiness 

based on information from credit bureaus. You may request a credit score from consumer reporting agencies 
that create scores or distribute scores used in residential real property loans, but you will have to pay for it. In 

some mortgage transactions, you will receive credit score information for free from the mortgage lender. 

 You have the right to dispute incomplete or inaccurate information. If you identify information in your file 
that is incomplete or inaccurate, and report it to the consumer reporting agency, the agency must investigate 

unless your dispute is frivolous. See www.ftc.gov/credit for an explanation of dispute procedures. 

 Consumer reporting agencies must correct or delete inaccurate, incomplete, or unverifiable information. 
Inaccurate, incomplete or unverifiable information must be removed or corrected, usually within 30 days. 

However, a consumer reporting agency may continue to report information it has verified as accurate. 

 Consumer reporting agencies may not report outdated negative information. In most cases, a consumer 
reporting agency may not report negative information that is more than seven years old, or bankruptcies that 

are more than 10 years old. 

 Access to your file is limited. A consumer reporting agency may provide information about you only to people 

with a valid need -- usually to consider an application with a creditor, insurer, employer, landlord, or other 
business. The FCRA specifies those with a valid need for access. 

 You must give your consent for reports to be provided to employers. A consumer reporting agency may not 

give out information about you to your employer, or a potential employer, without your written consent given 
to the employer. Written consent generally is not required in the trucking industry. For more information, go 

to www.ftc.gov/credit. 

 You may limit "prescreened" offers of credit and insurance you get based on information in your credit report. 
Unsolicited "prescreened" offers for credit and insurance must include a tollfree phone number you can call if 

you choose to remove your name and address from the lists these offers are based on. You may opt-out with the 

nationwide credit bureaus at 1-888-5- OPTOUT (1-888-567-8688). 
 You may seek damages from violators. If a consumer reporting agency, or, in some cases, a user of consumer 

reports or a furnisher of information to a consumer reporting agency violates the FCRA, you may be able to sue 

in state or federal court. 
 Identity theft victims and active duty military personnel have additional rights. For more information, 

visit www.ftc.gov/credit. 

States may enforce the FCRA, and many states have their own consumer reporting laws. In some cases, you may 

have more rights under state law. For more information, contact your state or local consumer protection agency or 
your state Attorney General. Federal enforcers are: 

 

http://www.ftc.gov/credit
http://www.ftc.gov/credit
http://www.ftc.gov/credit
http://www.ftc.gov/credit


 
 

TYPE OF BUSINESS: CONTACT: 

Consumer reporting agencies, creditors and others not listed below 

Federal Trade Commission: Consumer 

Response Center – FCRA 
Washington, DC 20580 
1-877-382-4357 

National banks, federal branches/agencies of foreign banks (word "National" or 
initials "N.A." appear in or after bank's name) 

Federal Trade Commission: Consumer 

Response Center - FCRA 
Washington, DC 20580 

1-877-382-4357 

Federal Reserve System member banks (except national banks, and federal 
branches/agencies of foreign banks) 

Federal Trade Commission: Consumer 

Response Center - FCRA 
Washington, DC 20580 

1-877-382-4357 

Savings associations and federally chartered savings banks (word "Federal" or 
initials "F.S.B." appear in federal institution's name) 

Office of Thrift Supervision 

Consumer Complaints 
Washington, DC 20552 

800-842-6929 

Federal credit unions (words "Federal Credit Union" appear in institution's name) 

National Credit Union Administration 
1775 Duke Street 
Alexandria, VA 22314 

703-519-4600 

State-chartered banks that are not members of the Federal Reserve System 

Federal Deposit Insurance Corporation 
Consumer Response Center, 
2345 Grand Avenue, Suite 100 

Kansas City, Missouri 64108-2638 
1-877-275-3342 

Air, surface, or rail common carriers regulated by former Civil Aeronautics Board 

or Interstate Commerce Commission 

Department of Transportation , Office of 
Financial Management 

Washington, DC 20590 
202-366-1306 

Activities subject to the Packers and Stockyards Act, 1921 

Department of Agriculture 

Office of Deputy Administrator - GIPSA 
Washington, DC 20250 
202-720-7051 

 

NEW YORK CORRECTION LAW 
ARTICLE 23-A 

New York Bus Code §380-c(b)(2) and 380-g(d) 

 
§750. Definitions. For the purposes of this article, the following terms shall have the following meanings: 

1. "Public agency" means the state or any local subdivision thereof, or any state or local department, agency, 

board or commission. 
2. "Private employer" means any person, company, corporation, labor organization or association which employs 

ten or more persons. 

3. "Direct relationship" means that the nature of criminal conduct for which the person was convicted has a 
direct bearing on his fitness or ability to perform one or more of the duties or responsibilities necessarily 

related to the license, opportunity, or job in question. 

4. "License" means any certificate, license, permit or grant of permission required by the laws of this state, its 

political subdivisions or instrumentalities as a condition for the lawful practice of any occupation, 
employment, trade, vocation, business, or profession. Provided, however, that "license" shall not, for the 

purposes of this article, include any license or permit to own, possess, carry, or fire any explosive, pistol, 

handgun, rifle, shotgun, or other firearm. 
5. "Employment" means any occupation, vocation or employment, or any form of vocational or educational 

training. Provided, however, that "employment" shall not, for the purposes of this article, include membership 

in any law enforcement agency. 
 

  

 



 
 

§751. Applicability. The provisions of this article shall apply to any application by any person for a license or 
employment at any public or private employer, who has previously been convicted of one or more criminal 

offenses in this state or in any other jurisdiction, and to any license or employment held by any person whose  

conviction of one or more criminal offenses in this state or in any other jurisdiction preceded such employment or 
granting of a license, except where a mandatory forfeiture, disability or bar to employment is imposed by law, and 

has not been removed by an executive pardon, certificate of relief from disabilities or certificate of good conduct. 

Nothing in this article shall be construed to affect any right an employer may have with respect to an intentional 

misrepresentation in connection with an application for employment made by a prospective employee or 
previously made by a current employee. 

 

§752. Unfair discrimination against persons previously convicted of one or more criminal offenses prohibited. No 
application for any license or employment, and no employment or license held by an individual, to which the 

provisions of this article are applicable, shall be denied or acted upon adversely by reason of the individuals having 

been previously convicted of one or more criminal offenses, or by reason of a finding of lack of ―good moral 
character‖ when such finding is based upon the fact that the individual has previously been convicted of one or 

more criminal offenses, unless: 

1. There is a direct relationship between one or more of the previous criminal offenses and the specific license or 
employment sought or held by the individual; or 

2. the issuance or continuation of the license or the granting or continuation of the employment would involve 

an unreasonable risk to property or to the safety or welfare of specific individuals or the general public. 
 

§753. Factors to be considered concerning a previous criminal conviction; presumption. 

1. In making a determination pursuant to section seven hundred fifty—two of this chapter, the public agency or 

private employer shall consider the following factors: 
a. The public policy of this state, as expressed in this act, to encourage the licensure and employment of persons 

previously convicted of one or more criminal offenses. 

b. The specific duties and responsibilities necessarily related to the license or employment sought or held by the 
person. 

c. The bearing, if any, the criminal offense or offenses for which the person was previously convicted will have 

on his fitness or ability to perform one or more such duties or responsibilities. 
d. The time which has elapsed since the occurrence of the criminal offense or offenses. 

e. The age of the person at the time of occurrence of the criminal offense or offenses. 

f. The seriousness of the offense or offenses. 
g. Any information produced by the person, or produced on his behalf, in regard to his rehabilitation and good 

conduct. 

h. The legitimate interest of the public agency or private employer in protecting property, and the safety and 
welfare of specific individuals or the general public. 

2. In making a determination pursuant to section seven hundred fifty—two of this chapter, the public agency or 

private employer shall also give consideration to a certificate of relief from disabilities or a certificate of good 

conduct issued to the applicant, which certificate shall create a presumption of rehabilitation in regard to the 
offense or offenses specified therein. 

 

§754. Written statement upon denial of license or employment. At the request of any person previously convicted 
of one or more criminal offenses who has been denied a license or employment, a public agency or private 

employer shall provide, within thirty days of a request, a written statement setting forth the reasons for such 

denial. 
 

§755.Enforcement. 

1. In relation to actions by public agencies, the provisions of this article shall be enforceable by a proceeding 
brought pursuant to article seventy—eight of the civil practice law and rules. 

2. In relation to actions by private employers, the provisions of this article shall be enforceable by the division of 

human rights pursuant to the powers and procedures set forth in article fifteen of the executive law, and, 
concurrently, by the New York city commission on human rights. 



 

 

Physician Qualification Form 
Write Yes or No next to each question. Provide explanations for Yes answers in a separate document. 

 Has your medical license in any state ever been limited, denied, suspended, revoked or 
voluntarily surrendered? 

  
 Have your privileges at any hospital ever been suspended, limited or revoked (even if 

they were subsequently reinstated)? 
  
 Have you ever been denied membership or renewal thereof or been subject to 

disciplinary action by any medical organization? 
  
 Have you ever been involved, directly or indirectly, in a claim, potential claim or suit 

arising out of the rendering or failing to render professional services (even if the suit 
was subsequently dropped or dismissed)?   

  
 Do you currently have any potential claims or suits, or are you aware of any claims or 

suits pending, rising from the rendering or failing to render of professional services? 
  
 Has your professional liability insurance ever been denied, canceled or renewal 

refused? 
  
 Has your DEA certificate ever been denied, canceled, or renewal refused? 
  
 Have you ever been charged with or convicted of a felony or a misdemeanor, pleaded 

“nolo contendre” or have you ever been placed on probation for any offense other than 
a traffic violation (including any charges that were dropped or reduced)? 

  
 Have you ever been the subject of an investigation by any private, federal, or state 

agency concerning your participation in any private, federal or state health insurance 
program? 

  
 Have you ever been suspended, sanctioned, or otherwise restricted from participating 

in any private, federal, or state health insurance program? 
  
 Have you ever been addicted to a controlled substance that has affected your ability to 

perform the duties of a physician?       
 
I certify that this information is true and complete to the best of my knowledge. 

 
_____________________________  ______________________________ 
Print Name (Provider)    Signature (Provider)  
 
_____________________________ 
Date 



INSTRUCTIONS TO PRINTERS
FORM W-9, PAGE 1 of 4
MARGINS: TOP 13mm (1⁄ 2 "), CENTER SIDES. PRINTS: HEAD to HEAD
PAPER: WHITE WRITING, SUB. 20. INK: BLACK
FLAT SIZE: 216mm (81⁄ 2 ") 3 279mm (11")
PERFORATE: (NONE)
 

Give form to the
requester. Do not
send to the IRS.
 

Form W-9 Request for Taxpayer
Identification Number and Certification
 

(Rev. October 2007) 
Department of the Treasury
Internal Revenue Service
 Name (as shown on your income tax return)

 

List account number(s) here (optional) 

Address (number, street, and apt. or suite no.) 

City, state, and ZIP code 

P
ri

nt
 o

r 
ty

p
e

S
ee

 S
p

ec
ifi

c 
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st
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ns
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n 
p
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2.
 

Taxpayer Identification Number (TIN) 

Enter your TIN in the appropriate box. The TIN provided must match the name given on Line 1 to avoid
backup withholding. For individuals, this is your social security number (SSN). However, for a resident
alien, sole proprietor, or disregarded entity, see the Part I instructions on page 3. For other entities, it is
your employer identification number (EIN). If you do not have a number, see How to get a TIN on page 3.

 

Social security number 

or 

Requester’s name and address (optional) 

Employer identification number Note. If the account is in more than one name, see the chart on page 4 for guidelines on whose
number to enter.
 Certification 

1. The number shown on this form is my correct taxpayer identification number (or I am waiting for a number to be issued to me), and
 I am not subject to backup withholding because: (a) I am exempt from backup withholding, or (b) I have not been notified by the Internal
Revenue Service (IRS) that I am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has
notified me that I am no longer subject to backup withholding, and
 

2. 

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply.
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must
provide your correct TIN. See the instructions on page 4.
 
Sign
Here
 

Signature of
U.S. person ©

 
Date © 

General Instructions
 

Form W-9 (Rev. 10-2007) 

Part I
 

Part II
 

Business name, if different from above
 

Cat. No. 10231X

 

Check appropriate box:
 

Under penalties of perjury, I certify that:
 

13 
I.R.S. SPECIFICATIONS TO BE REMOVED BEFORE PRINTING 

DO NOT PRINT — DO NOT PRINT — DO NOT PRINT — DO NOT PRINT 

TLS, have you
transmitted all R 
text files for this 
cycle update?
 

Date
 

Action
 

Revised proofs
requested
 

Date
 

Signature
 

O.K. to print
 

Use Form W-9 only if you are a U.S. person (including a
resident alien), to provide your correct TIN to the person
requesting it (the requester) and, when applicable, to:
 1. Certify that the TIN you are giving is correct (or you are
waiting for a number to be issued),
 2. Certify that you are not subject to backup withholding, or

 3. Claim exemption from backup withholding if you are a U.S.
exempt payee. If applicable, you are also certifying that as a
U.S. person, your allocable share of any partnership income from
a U.S. trade or business is not subject to the withholding tax on
foreign partners’ share of effectively connected income.
 

3. I am a U.S. citizen or other U.S. person (defined below).
 

A person who is required to file an information return with the
IRS must obtain your correct taxpayer identification number (TIN)
to report, for example, income paid to you, real estate
transactions, mortgage interest you paid, acquisition or
abandonment of secured property, cancellation of debt, or
contributions you made to an IRA.
 

Individual/Sole proprietor
 

Corporation
 

Partnership
 

Other (see instructions) ©  

 

Note. If a requester gives you a form other than Form W-9 to
request your TIN, you must use the requester’s form if it is
substantially similar to this Form W-9.
 

 

● An individual who is a U.S. citizen or U.S. resident alien,
 ● A partnership, corporation, company, or association created or

organized in the United States or under the laws of the United
States,
 ● An estate (other than a foreign estate), or

 

Definition of a U.S. person. For federal tax purposes, you are
considered a U.S. person if you are:
 

Special rules for partnerships. Partnerships that conduct a
trade or business in the United States are generally required to
pay a withholding tax on any foreign partners’ share of income
from such business. Further, in certain cases where a Form W-9
has not been received, a partnership is required to presume that
a partner is a foreign person, and pay the withholding tax.
Therefore, if you are a U.S. person that is a partner in a
partnership conducting a trade or business in the United States,
provide Form W-9 to the partnership to establish your U.S.
status and avoid withholding on your share of partnership
income.
 The person who gives Form W-9 to the partnership for
purposes of establishing its U.S. status and avoiding withholding
on its allocable share of net income from the partnership
conducting a trade or business in the United States is in the
following cases:
 
● The U.S. owner of a disregarded entity and not the entity,

 

Section references are to the Internal Revenue Code unless
otherwise noted.
 

● A domestic trust (as defined in Regulations section
301.7701-7).
 

Limited liability company. Enter the tax classification (D=disregarded entity, C=corporation, P=partnership) © 

 

Exempt 
payee
 

Purpose of Form
 



INSTRUCTIONS TO PRINTERS
FORM W-9, PAGE 2 of 4
MARGINS: TOP 13 mm (1⁄ 2"), CENTER SIDES. PRINTS: HEAD to HEAD
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Sole proprietor. Enter your individual name as shown on your
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“Business name” line.
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Other entities. Enter your business name as shown on required
federal tax documents on the “Name” line. This name should
match the name shown on the charter or other legal document
creating the entity. You may enter any business, trade, or DBA
name on the “Business name” line.
 

If the account is in joint names, list first, and then circle, the
name of the person or entity whose number you entered in Part I
of the form.
 

Specific Instructions
 Name
 

Exempt Payee 
 

5. You do not certify to the requester that you are not subject
to backup withholding under 4 above (for reportable interest and
dividend accounts opened after 1983 only).
 Certain payees and payments are exempt from backup
withholding. See the instructions below and the separate
Instructions for the Requester of Form W-9.
 

Civil penalty for false information with respect to
withholding. If you make a false statement with no reasonable
basis that results in no backup withholding, you are subject to a
$500 penalty.
 Criminal penalty for falsifying information. Willfully falsifying
certifications or affirmations may subject you to criminal
penalties including fines and/or imprisonment.
 

Penalties
 Failure to furnish TIN. If you fail to furnish your correct TIN to a
requester, you are subject to a penalty of $50 for each such
failure unless your failure is due to reasonable cause and not to
willful neglect.
 

Misuse of TINs. If the requester discloses or uses TINs in
violation of federal law, the requester may be subject to civil and
criminal penalties.
 

If you are an individual, you must generally enter the name
shown on your income tax return. However, if you have changed
your last name, for instance, due to marriage without informing
the Social Security Administration of the name change, enter
your first name, the last name shown on your social security
card, and your new last name.
 

If you are exempt from backup withholding, enter your name as
described above and check the appropriate box for your status,
then check the “Exempt payee” box in the line following the
business name, sign and date the form.
 

4. The IRS tells you that you are subject to backup
withholding because you did not report all your interest and
dividends on your tax return (for reportable interest and
dividends only), or
 

3. The IRS tells the requester that you furnished an incorrect
TIN,
 

2. You do not certify your TIN when required (see the Part II
instructions on page 3 for details),
 

You will not be subject to backup withholding on payments
you receive if you give the requester your correct TIN, make the
proper certifications, and report all your taxable interest and
dividends on your tax return.
 

1. You do not furnish your TIN to the requester,
 

What is backup withholding? Persons making certain payments
to you must under certain conditions withhold and pay to the
IRS 28% of such payments. This is called “backup withholding.” 
Payments that may be subject to backup withholding include
interest, tax-exempt interest, dividends, broker and barter
exchange transactions, rents, royalties, nonemployee pay, and
certain payments from fishing boat operators. Real estate
transactions are not subject to backup withholding.
 

Payments you receive will be subject to backup
withholding if:
 

If you are a nonresident alien or a foreign entity not subject to
backup withholding, give the requester the appropriate
completed Form W-8.
 

Example. Article 20 of the U.S.-China income tax treaty allows
an exemption from tax for scholarship income received by a
Chinese student temporarily present in the United States. Under
U.S. law, this student will become a resident alien for tax
purposes if his or her stay in the United States exceeds 5
calendar years. However, paragraph 2 of the first Protocol to the
U.S.-China treaty (dated April 30, 1984) allows the provisions of
Article 20 to continue to apply even after the Chinese student
becomes a resident alien of the United States. A Chinese
student who qualifies for this exception (under paragraph 2 of
the first protocol) and is relying on this exception to claim an
exemption from tax on his or her scholarship or fellowship
income would attach to Form W-9 a statement that includes the
information described above to support that exemption.
 

Note. You are requested to check the appropriate box for your
status (individual/sole proprietor, corporation, etc.).
 

4. The type and amount of income that qualifies for the
exemption from tax.
 5. Sufficient facts to justify the exemption from tax under the
terms of the treaty article.
 

Nonresident alien who becomes a resident alien. Generally,
only a nonresident alien individual may use the terms of a tax
treaty to reduce or eliminate U.S. tax on certain types of income.
However, most tax treaties contain a provision known as a
“saving clause.” Exceptions specified in the saving clause may
permit an exemption from tax to continue for certain types of
income even after the payee has otherwise become a U.S.
resident alien for tax purposes.
 If you are a U.S. resident alien who is relying on an exception
contained in the saving clause of a tax treaty to claim an
exemption from U.S. tax on certain types of income, you must
attach a statement to Form W-9 that specifies the following five
items:
 1. The treaty country. Generally, this must be the same treaty
under which you claimed exemption from tax as a nonresident
alien.
 2. The treaty article addressing the income.

 3. The article number (or location) in the tax treaty that
contains the saving clause and its exceptions.
 

Also see Special rules for partnerships on page 1.
 

Foreign person. If you are a foreign person, do not use Form
W-9. Instead, use the appropriate Form W-8 (see Publication
515, Withholding of Tax on Nonresident Aliens and Foreign
Entities).
 

● The U.S. grantor or other owner of a grantor trust and not the
trust, and
 ● The U.S. trust (other than a grantor trust) and not the
beneficiaries of the trust.
 

Limited liability company (LLC). Check the “Limited liability
company” box only and enter the appropriate code for the tax
classification (“D” for disregarded entity, “C” for corporation, “P” 
for partnership) in the space provided.
 For a single-member LLC (including a foreign LLC with a
domestic owner) that is disregarded as an entity separate from
its owner under Regulations section 301.7701-3, enter the
owner’s name on the “Name” line. Enter the LLC’s name on the
“Business name” line.
 For an LLC classified as a partnership or a corporation, enter
the LLC’s name on the “Name” line and any business, trade, or
DBA name on the “Business name” line.
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Part I. Taxpayer Identification
Number (TIN)
 Enter your TIN in the appropriate box. If you are a resident
alien and you do not have and are not eligible to get an SSN,
your TIN is your IRS individual taxpayer identification number
(ITIN). Enter it in the social security number box. If you do not
have an ITIN, see How to get a TIN below.

 

How to get a TIN. If you do not have a TIN, apply for one
immediately. To apply for an SSN, get Form SS-5, Application
for a Social Security Card, from your local Social Security
Administration office or get this form online at www.ssa.gov. You
may also get this form by calling 1-800-772-1213. Use Form
W-7, Application for IRS Individual Taxpayer Identification
Number, to apply for an ITIN, or Form SS-4, Application for
Employer Identification Number, to apply for an EIN. You can
apply for an EIN online by accessing the IRS website at
www.irs.gov/businesses and clicking on Employer Identification
Number (EIN) under Starting a Business. You can get Forms W-7
and SS-4 from the IRS by visiting www.irs.gov or by calling
1-800-TAX-FORM (1-800-829-3676).
 If you are asked to complete Form W-9 but do not have a TIN,
write “Applied For” in the space for the TIN, sign and date the
form, and give it to the requester. For interest and dividend
payments, and certain payments made with respect to readily
tradable instruments, generally you will have 60 days to get a
TIN and give it to the requester before you are subject to backup
withholding on payments. The 60-day rule does not apply to
other types of payments. You will be subject to backup
withholding on all such payments until you provide your TIN to
the requester.
 

If you are a sole proprietor and you have an EIN, you may
enter either your SSN or EIN. However, the IRS prefers that you
use your SSN.
 If you are a single-member LLC that is disregarded as an
entity separate from its owner (see Limited liability company
(LLC) on page 2), enter the owner’s SSN (or EIN, if the owner
has one). Do not enter the disregarded entity’s EIN. If the LLC is
classified as a corporation or partnership, enter the entity’s EIN.
 Note. See the chart on page 4 for further clarification of name
and TIN combinations.
 

Note. Entering “Applied For” means that you have already
applied for a TIN or that you intend to apply for one soon.
 Caution: A disregarded domestic entity that has a foreign owner
must use the appropriate Form W-8.
 

9. A futures commission merchant registered with the
Commodity Futures Trading Commission,
 10. A real estate investment trust,

 11. An entity registered at all times during the tax year under
the Investment Company Act of 1940,
 12. A common trust fund operated by a bank under section
584(a),
 13. A financial institution,

 14. A middleman known in the investment community as a
nominee or custodian, or
 15. A trust exempt from tax under section 664 or described in
section 4947.
 

THEN the payment is exempt
for . . .
 

IF the payment is for . . .
 

All exempt payees except 
for 9
 

Interest and dividend payments
 

Exempt payees 1 through 13.
Also, a person registered under
the Investment Advisers Act of
1940 who regularly acts as a
broker
 

Broker transactions
 

Exempt payees 1 through 5
 

Barter exchange transactions
and patronage dividends
 

Generally, exempt payees 
1 through 7
 

Payments over $600 required
to be reported and direct
sales over $5,000
 
See Form 1099-MISC, Miscellaneous Income, and its instructions.
 However, the following payments made to a corporation (including gross
proceeds paid to an attorney under section 6045(f), even if the attorney is a
corporation) and reportable on Form 1099-MISC are not exempt from
backup withholding: medical and health care payments, attorneys’ fees, and
payments for services paid by a federal executive agency.
 

The chart below shows types of payments that may be
exempt from backup withholding. The chart applies to the
exempt payees listed above, 1 through 15.
 

1
 
2
 

7. A foreign central bank of issue,
 8. A dealer in securities or commodities required to register in

the United States, the District of Columbia, or a possession of
the United States,
 

2
 

The following payees are exempt from backup withholding:
 1. An organization exempt from tax under section 501(a), any

IRA, or a custodial account under section 403(b)(7) if the account
satisfies the requirements of section 401(f)(2),
 2. The United States or any of its agencies or
instrumentalities,
 3. A state, the District of Columbia, a possession of the United
States, or any of their political subdivisions or instrumentalities,
 4. A foreign government or any of its political subdivisions,
agencies, or instrumentalities, or
 5. An international organization or any of its agencies or
instrumentalities.
 Other payees that may be exempt from backup withholding
include:
 6. A corporation,

 

Generally, individuals (including sole proprietors) are not exempt
from backup withholding. Corporations are exempt from backup
withholding for certain payments, such as interest and dividends.
 Note. If you are exempt from backup withholding, you should
still complete this form to avoid possible erroneous backup
withholding.
 

1
 

1. Interest, dividend, and barter exchange accounts
opened before 1984 and broker accounts considered active
during 1983. You must give your correct TIN, but you do not
have to sign the certification.
 2. Interest, dividend, broker, and barter exchange
accounts opened after 1983 and broker accounts considered
inactive during 1983. You must sign the certification or backup
withholding will apply. If you are subject to backup withholding
and you are merely providing your correct TIN to the requester,
you must cross out item 2 in the certification before signing the
form.
 

Part II. Certification
 

For a joint account, only the person whose TIN is shown in
Part I should sign (when required). Exempt payees, see Exempt
Payee on page 2.

 

To establish to the withholding agent that you are a U.S. person,
or resident alien, sign Form W-9. You may be requested to sign
by the withholding agent even if items 1, 4, and 5 below indicate
otherwise.
 

Signature requirements. Complete the certification as indicated
in 1 through 5 below.
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Give name and EIN of:
 

For this type of account:
 

3. Real estate transactions. You must sign the certification.
You may cross out item 2 of the certification.
 

A valid trust, estate, or pension trust
 

6.
 

Legal entity 
4

 

4. Other payments. You must give your correct TIN, but you
do not have to sign the certification unless you have been
notified that you have previously given an incorrect TIN. “Other
payments” include payments made in the course of the
requester’s trade or business for rents, royalties, goods (other
than bills for merchandise), medical and health care services
(including payments to corporations), payments to a
nonemployee for services, payments to certain fishing boat crew
members and fishermen, and gross proceeds paid to attorneys
(including payments to corporations).
 

The corporation
 

Corporate or LLC electing
corporate status on Form 8832
 

7.
 

The organization
 

Association, club, religious,
charitable, educational, or other
tax-exempt organization
 

8.
 

5. Mortgage interest paid by you, acquisition or
abandonment of secured property, cancellation of debt,
qualified tuition program payments (under section 529), IRA,
Coverdell ESA, Archer MSA or HSA contributions or
distributions, and pension distributions. You must give your
correct TIN, but you do not have to sign the certification.
 

The partnership
 

Partnership or multi-member LLC
 

9.
 

The broker or nominee
 

A broker or registered nominee
 

10.
 

The public entity
 

Account with the Department of
Agriculture in the name of a public
entity (such as a state or local
government, school district, or
prison) that receives agricultural
program payments
 

11.
 

Privacy Act Notice
 

List first and circle the name of the person whose number you furnish. If only one person
on a joint account has an SSN, that person’s number must be furnished.
 Circle the minor’s name and furnish the minor’s SSN.
 You must show your individual name and you may also enter your business or “DBA” 
name on the second name line. You may use either your SSN or EIN (if you have one),
but the IRS encourages you to use your SSN.
 List first and circle the name of the trust, estate, or pension trust. (Do not furnish the TIN
of the personal representative or trustee unless the legal entity itself is not designated in
the account title.) Also see Special rules for partnerships on page 1.

 
Note. If no name is circled when more than one name is listed,
the number will be considered to be that of the first name listed.
 

Disregarded entity not owned by an
individual
 

The owner
 

12.
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You must provide your TIN whether or not you are required to file a tax return. Payers must generally withhold 28% of taxable interest, dividend, and certain other
payments to a payee who does not give a TIN to a payer. Certain penalties may also apply.
 

Section 6109 of the Internal Revenue Code requires you to provide your correct TIN to persons who must file information returns with the IRS to report interest,
dividends, and certain other income paid to you, mortgage interest you paid, the acquisition or abandonment of secured property, cancellation of debt, or
contributions you made to an IRA, or Archer MSA or HSA. The IRS uses the numbers for identification purposes and to help verify the accuracy of your tax return.
The IRS may also provide this information to the Department of Justice for civil and criminal litigation, and to cities, states, the District of Columbia, and U.S.
possessions to carry out their tax laws. We may also disclose this information to other countries under a tax treaty, to federal and state agencies to enforce federal
nontax criminal laws, or to federal law enforcement and intelligence agencies to combat terrorism.
 

 

1
 

 

2
 
3
 

4
 

Secure Your Tax Records from Identity Theft
 Identity theft occurs when someone uses your personal
information such as your name, social security number (SSN), or
other identifying information, without your permission, to commit
fraud or other crimes. An identity thief may use your SSN to get
a job or may file a tax return using your SSN to receive a refund.
 

What Name and Number To Give the Requester
 Give name and SSN of:

 
For this type of account:
 

The individual
 

1.
 

Individual
 The actual owner of the account or,

if combined funds, the first
individual on the account
 

2.
 

Two or more individuals (joint
account)
 

The minor 
2

 
3.
 

Custodian account of a minor
(Uniform Gift to Minors Act)
 The grantor-trustee 

1

 
4.
 

a. The usual revocable savings
trust (grantor is also trustee)
 The actual owner 

1

 
b. So-called trust account that is
not a legal or valid trust under
state law
 The owner 

3

 
5.
 

Sole proprietorship or disregarded
entity owned by an individual
 

Call the IRS at 1-800-829-1040 if you think your identity has
been used inappropriately for tax purposes.
 

1
 

To reduce your risk:
 ● Protect your SSN,
 ● Ensure your employer is protecting your SSN, and
 ● Be careful when choosing a tax preparer.
 

Victims of identity theft who are experiencing economic harm
or a system problem, or are seeking help in resolving tax
problems that have not been resolved through normal channels,
may be eligible for Taxpayer Advocate Service (TAS) assistance.
You can reach TAS by calling the TAS toll-free case intake line
at 1-877-777-4778 or TTY/TDD 1-800-829-4059.
 Protect yourself from suspicious emails or phishing
schemes. Phishing is the creation and use of email and
websites designed to mimic legitimate business emails and
websites. The most common act is sending an email to a user
falsely claiming to be an established legitimate enterprise in an
attempt to scam the user into surrendering private information
that will be used for identity theft.
 The IRS does not initiate contacts with taxpayers via emails.
Also, the IRS does not request personal detailed information
through email or ask taxpayers for the PIN numbers, passwords,
or similar secret access information for their credit card, bank, or
other financial accounts.
 If you receive an unsolicited email claiming to be from the IRS,
forward this message to phishing@irs.gov. You may also report
misuse of the IRS name, logo, or other IRS personal property to
the Treasury Inspector General for Tax Administration at
1-800-366-4484. You can forward suspicious emails to the
Federal Trade Commission at: spam@uce.gov or contact them at
www.consumer.gov/idtheft or 1-877-IDTHEFT(438-4338).

 Visit the IRS website at www.irs.gov to learn more about
identity theft and how to reduce your risk.
 



 

 

 
 

NPDB Self-Query Instructions 
 

This is required only if you answered YES to Question 2 or 4 on the Physician 

Qualification Form 

 

• Go to www.npdb-hipdb.hrsa.gov 

• Click “Perform a Self-Query” 

• Click “Individual Self Query” 

• At the bottom of the page, click the acknowledgement box, then click “Continue” 

• Complete each page, filling in all required information 

• You can choose to have your results sent to you, or sent directly to Interim Physicians.  

o If you choose to have them sent to you, please forward us a copy as soon as you 

receive them. 

o If you choose to send the results directly to us, we will send you a copy once we 

receive them. 

• Once you’ve completed the request, please print 3 copies of the confirmation.  One is 

for your records, one is to send to Interim Physicians, the third you send to the NPDB 

• Sign the third copy and have it notarized 

• Send the notarized copy to: 

o NPDB-HIPDB 
PMB 332 
4094 Majestic Lane 
Fairfax, VA  22033 

• The NPDB will send out the results two business days after receiving your notarized 

request. 

The cost for the NPDB self query is $16.00.   

http://www.npdb-hipdb.hrsa.gov/�


 

Locum Tenens Provider Agreement 
Agreement # 

This is an Agreement between Interim Physicians, LLC, a Delaware limited liability corporation, d/b/a Interim 
Physicians (“Interim” or “Broker”), with its principal place of business at 12140 Woodcrest Executive Drive, Suite 
310, St. Louis, MO 63141, and the Provider described below (“Provider”), to provide locum tenens medical services 
at the assignment address and for the rates and periods described in Addendums and Exhibits provided for herein, 
subject to the terms of this agreement. 

1. PROVIDER INFORMATION 

Contractor Name:   

Remit To Address:   

City, State, ZIP:   

Phone:           

2. RATE INFORMATION 

Broker’s payment to Provider will be shown as a separate Exhibit A for each assignment accepted and will become 
a part of this Agreement.  For each assignment agreed upon between Broker, a client of Broker (“Client”) and 
Provider, an Exhibit A will be generated by Broker and delivered to Provider. A facsimile or email transmission of a 
signed Exhibit A shall be sufficient for all purposes. The Exhibit A shall identify the Client’s location of the 
assignment that requires the services of Provider, the Provider’s corresponding payment and the corresponding 
dates of the assignment. The provisions of Exhibit A shall be binding. The provisions of this Agreement will apply 
to each Exhibit A except in case of conflict between terms, in which event the Exhibit A shall control as to the 
particular assignment involved. 

3. BROKER RESPONSIBILITIES 

Broker agrees: 

a. To use its best efforts to provide acceptable locum tenens assignment(s). 
b. To provide medical malpractice liability insurance on behalf of Provider through such carrier as is then 

providing coverage to all of the independent contractor physicians of Broker. 
c. To coordinate between Provider and Client the round-trip transportation, lodging and local transportation 

necessary for the placement of Provider hereunder.   

4. PROVIDER RESPONSIBILITIES 

Provider agrees: 

a. To provide medical services in accordance with the policies, procedures and medical staff bylaws in effect 
in the client’s facility or facilities in which Provider provides such services, including, but not limited to, 
maintaining proper and appropriate medical records and/or signing all appropriate reports in a timely 
manner. 

b. To procure, keep and maintain state statutory limits for workers compensation and unemployment 
insurance to the extent applicable for independent contractors. Provider warrants and agrees that 
Provider is not eligible for such benefits from Broker or Client. 

c. To promptly provide Broker with all information and documentation requested by Broker or Client. 
d. Except as provided in paragraph 3(c) of this Agreement, or as otherwise agreed in writing by Broker or 

Client, to pay for all of Provider’s additional expenses, including, but not limited to, upgrades on all 
airline, lodging, and ground transportation, food, and personal telephone and entertainment costs. 
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e. On Monday of each week during the term of this Agreement, to email or fax to Broker a weekly Provider 
Statement of Work Performed (“Work Log”) along with a copy of receipts in support of approved expenses 
for the week, signed by an authorized representative of Client.  Provider acknowledges and agrees that 
Broker shall not be obligated to make any payment to Provider for any period for which Broker has not 
received both an approved Work Log, signed by an authorized representative of Client, and copies of 
receipts for valid expenses.  

f. To indemnify, defend and hold harmless Broker, its respective officers, employees, agents and affiliates, 
from and against any and all liability, loss, cost and expense (including, without limitation, reasonable 
attorney’s fees) arising out of or in connection with Provider’s negligent acts or omissions that are not 
covered by Broker’s medical malpractice liability insurance. 

g. All payment for Provider’s services hereunder (except the fees payable to Provider by Broker pursuant to 
any subsequent Exhibit A) shall be the property of Client.  Should Provider receive payments as a 
consequence of Provider’s services to client hereunder, Provider hereby irrevocably authorizes Client to 
endorse and deposit checks and other instruments made payable to the Provider for such services.  
Provider further agrees to deliver written evidence of assignment of fees and the authority herein 
granted to such Medicare or Medicaid carrier, government agency or entity, bank or other party as maybe 
designated by Client or by any facility of Client at which medical services are performed by Provider 
hereunder. 

h. That the terms of this Agreement, and Provider’s engagement hereunder, are confidential, and, except as 
required by law, Provider shall not, directly or indirectly, without the prior written consent of Broker, 
disclose the terms of this Agreement or Provider’s assignment hereunder, to any third party. 

i. To notify Broker immediately of any offers of employment received from Clients introduced to Provider 
by Broker.  Provider acknowledges that Broker is entitled to a placement fee should Client recruit 
Provider for employment. 

j. To provide Client, via Broker’s representative,  with no less than 30 days’ notice before canceling any 
arranged, scheduled or ongoing locum tenens assignment, whether verbal or written.  In the event such 
notice is not forthcoming, Provider agrees to pay any cost incurred by Broker or its Client pertaining to 
credentialing, transportation, lodging, mailing and facsimile but only those expenditures that result from 
Provider’s promise, verbal or written, to perform such scheduled shifts. 

5. NON-COMPETITION PROVISION  

During the term of this Agreement and for a period of two (2) years after the  formal termination of this 
Agreement, Provider agrees not to accept an offer of employment from either another agency or the Client 
directly to work on a contract basis or as an employee (either part time, full time or as an Independent Contractor) 
at a Client facility where the Provider performed medical services under the terms of this Agreement; or to which 
Provider’s Curriculum Vitae (CV) was presented due to the efforts of Interim, without the expressed written 
consent of Interim.   

6. TERMS OF AGREEMENT 

This Agreement shall take effect upon the execution hereof and shall continue until the earlier of: 

a. Provider’s inability to obtain practicing credentials at the facility where Provider will be providing 
services. 

b. The request by Client that Provider is removed from the assignment. 
c. The cancellation by Client of its Master Client Agreement with Broker. 
d. The refusal of Broker’s medical malpractice insurer to provide coverage to Provider or the cancellation of 

Provider’s insurance coverage by such carrier. 
e. The material misrepresentation or willful omission from any curriculum vitae or credentialing 

documents provided by Provider to Broker, or 
f. The loss by Provider of any license, certification or privilege required for the delivery by Provider of 

medical services hereunder. 
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7. GENERAL 

Provider and Broker agree: 

a. Any notice provided for in this Agreement shall be in writing and shall be sent to the President of Interim 
or to Provider at the addresses shown on the attachment to this Agreement or to such other address as 
either party may from time to time specify by notice to the other party. Provider, Client and Interim are 
independent entities.  Without limiting the generality of the foregoing, Provider acknowledges and 
agrees that Provider is not an employee of Interim.  Provider shall be responsible for the payment of all 
income, Social Security, Medicare, self-employment and other taxes, federal, state and local, due upon the 
amount paid to Provider pursuant to this Agreement, and that no such taxes shall be paid or withheld by 
Interim. Interim may request that Provider show proof that all appropriate tax forms have been filed or 
paid with the appropriate taxing authorities. Provider further acknowledges that, as a consequence of this 
Agreement, and the services provided by Provider hereunder or upon the termination of this Agreement, 
he/she is not entitled to any benefits from Interim of any kind, including, but not limited to: vacation pay, 
unemployment benefits or worker’s compensation benefits. 

b. Provider shall immediately notify Client and Interim in writing of any threatened or actual malpractice 
claims involving Provider, whether the situation giving rise to such claims took place before or during 
this Agreement or related to professional services in connection with this Agreement; Provider also 
agrees to notify Interim immediately via a written Incident Report relating to services provided under 
this Agreement that Provider has any reason to believe may lead to a malpractice claim. Provider 
understands and accepts that failure to comply with the terms of this paragraph may invalidate the 
malpractice liability insurance provided under this Agreement. 

c. Anything in the Agreement to the contrary notwithstanding, Interim shall not have or exercise any 
control of any kind or nature over the manner or means by which Provider performs medical services or 
makes medical judgments or determinations, nor shall any provision of this Agreement be deemed or 
construed to mean that Interim, or any employee of Interim, is engaged in the practice of medicine. 

d. Any dispute or disagreement arising out of or relating to this Agreement shall be resolved by binding 
arbitration conducted in accordance with the Commercial Arbitration Rules of the American Arbitration 
Association.  The award of the arbitrator(s) may be entered and enforced in any court of competent 
jurisdiction. 

e. This Agreement: (1) constitutes the entire agreement of the parties with respect to the subject matter 
hereof; (2) may not be amended, altered or revised, except by instrument in writing, signed by both 
parties; (3) shall be binding upon the parties, their heirs, personal representatives, successors and 
assigns; (4) is severable, and if any provision shall be deemed to be invalid or unenforceable, such 
determination shall not affect the validity or enforceability of any other provision of this Agreement; (5) 
shall be deemed to be a contract made and entered into under the laws of the State of Missouri and the 
laws of such State shall govern the interpretation and enforcement hereof. 

f. The provisions of Section 5 and 4 (g) and (h) shall survive the termination or expiration of this 
Agreement. 

IN WITNESS WHEREOF, the parties have executed this Agreement as of the date shown opposite their respective 
signatures. 

THIS CONTRACT CONTAINS A BINDING ARBITRATION PROVISION THAT MAY BE ENFORCED BY THE PARTIES. 

Provider:     Interim Physicians  

By:      By:       

Date:      Date:       

 

Please fax to Interim Physicians at (800) 859-3163

10-201 (122111)

INITIAL  ________



 

 

Vendor ACH Enrollment Form 
To participate in Interim Physicians, LLC’s ACH program:  

1. Fill in the requested information. 
2. Attached voided check(s) for verification of bank information 
3. Sign the form and return to Interim Physicians, LLC Accounting Department, either by: 

a. Fax: (800) 865-3564, or 
b. Email: accounting@interimphysicians.com 

Vendor Name:  

Federal Taxpayer ID #:  

Phone Number:  
 

CHECK ONE OF THE FOLLOWING: 
 New authorization 
 Changing bank(s) 
 Cancel ACH enrollment 
 Changing ACH amount 

 
Bank Information 

Bank Name  

Bank Phone:  

ABA/Routing #:  

Account #:  

Account Type  Checking    Savings 

 
PLEASE CALL YOUR BANK TO VERIFY ABA/ROUTING AND ACCOUNT NUMBERS  

I authorize Interim Physicians, LLC and the bank named above to deposit funds directly to the account(s) listed 
above. I further authorize Interim Physicians, LLC to make any adjustments for deposit errors which may occur 
(including withdrawal of funds from my bank account(s) in the case of overpayment). This authority will remain 
in effect until it is canceled in writing.  
 

Signed ___________________________________________        Date ___________________________ 

 

***ATTACH VOIDED CHECK HERE*** 
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