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Application for appointment and scope of practice as an 

accredited Practitioner 

NEW APPLICANT 

             

1. Ap p licat ion  f o r  scop e o f  clin ical p ract ice 

I w ish  t o  app ly t o  under t ake a scope o f  p ract ice f o r   

 

(For example, surgeon, anaesthetist, dentist, assistant). 

Sir  John  Monash  Pr ivat e Hosp it al w ill  ver if y m ed ical regist rat ion  via t he w ebsit e. 

2. Ap p lican t  cont act  d et ails 

Surnam e_________________________________________________________________________________ 

Given  nam e(s) ____________________________________________________________________________ 

Previous nam e (s) if  ap p licab le _______________________________________________________________ 

Dat e o f  b ir t h  Place o f  b ir t h   

 

Professional address  

   Post code  

Postal address (if different to professional address above)  

__________________________________________________________________Post code_______________ 

Phone (BH)____________________________ Phone (AH)_________________________________________  

Fax__________________________________ Mob ile/pager________________________________________  

Em ail ad d ress  

 

Do  you have a Med icare p rovider  num ber                      Yes                      No  

f o r  t h is locat ion? 

If  YES, is it  sub ject  t o  any rest r ict ions?                         Yes                       No   

If restrictions apply, please provide full details. 

 

Do  you have a p rescr iber  num ber?  

Yes                        No                                    Prescr iber  

Num ber :______________________________________ 
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3. All q ualif icat ions includ ing your  p r im ary m ed ical d egree 

 

Please list  all your  q ualif icat ions.  

Please p rovide certified copies o f  new  ob t ained . 

Qualif icat ions Un iversit y/o rgan isat ion  Year  ob t ained  

Pr im ary 

m ed ical 

degree 

  

Ot hers   

   

   

 

4. Sp ecialit y In f orm at ion  

 

Pr im ary Specialit y  

 

Sub -specialit y  o r  area o f  special in t erest  (if 

applicable) 

Please out line scope o f  clin ical p ract ice 

sough t  includ ing w here relevan t , t he t ype o f  

p rocedures you w ish  t o  under t ake: (p lease use 

ad d it ional p ages if  req uired  

 

 

       

 

 

Please det ail relevan t  clin ical exper ience & 

post  q ualif icat ion  t rain ing if  no t  already list ed  

in  Sect ion  3. 
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5. Clin ical app o in t m en t s 

Please p rovide det ails on  all cur ren t  and  p revious clin ical appo in t m en t s held  w it h in  t he p ast  

f ive years (includ ing nam es o f  o rgan isat ions and  d at es o f  appo in t m en t ) o r  o t her  p laces o f  

p ract ice  

(f o r  exam p le, general p ract ice, o t her  hosp it als o r  non -p ub lic-hosp it al-b ased  specialt y p ract ice). 

Organ isat ion  Nam e and  t ype o f  ap po in t m en t  Dat es 

  t o  

  t o  

  t o  

 

6. Med ical regist rat ion  and  o t her  m at t ers  

Please ref er  t o  < w w w .m ed icalboard .gov.au>  f o r  def in it ions. 

What  is your  Med ical Board  o f  Aust ralia regist rat ion  num ber?  

Is t h is general regist rat ion? Yes        No    

Is t h is specialist regist rat ion? Yes        No    

If  yes, p lease specif y  

 

Is t h is limited reg ist rat ion? Yes        No    

If  yes, p lease specif y: 

 

Area o f  need    

Pub lic in t erest    

Teach ing o r  research    

If  you have limited regist rat ion, and/or you are t o be supervised or under a 

college peer-review  process, p lease provide details of  t his process. 

 



 SIR JOHN MONASH PRIVATE HOSPITAL                                                                                                                                                            
Credentialing & Scope of Practice Application Form 

 

S:\VMO REGISTERS\APPLICATION FOR ACCREDITATION FOR NEW APPLICANT APPROVED BY MAC 2017 10 18.DOC Page 4 of 12   

Have you ever  been  f o rm ally d iscip lined  (by an  em p loyer  o r  o t her  

o rgan isat ion ) in  t he course o f  your  w o rk as a m ed ical p ract it ioner? 

Yes        No    

Have you ever been t he subject  of  prior d iscip linary decision(s) or ruling(s) 

im posed by any regist rat ion board eit her in Aust ralia or elsewhere?  

Yes        No    

Do  you cur ren t ly have any cond it ions, rest r ict ions, under t akings, 

rep r im and s o r  no t at ions p laced  on  your  reg ist rat ion  o r  your  clin ical 

p ract ice eit her  in  Aust ralia o r  any o t her  coun t ry?  

Yes        No    

Have you ever  had  any cond it ions, rest r ict ions, under t akings, 

rep r im and s o r  no t at ions p laced  on  your  reg ist rat ion  eit her  in  

Aust ralia o r  elsew here? 

Yes        No    

Have you ever  been  den ied  a scope o f  clin ical p ract ice t hat  you 

request ed? 

Yes        No    

Have you ever  chosen  t o  red uce your  scope o f  p ract ice? Yes        No    

Has your  r igh t  t o  p ract ise ever  been  w it hd raw n, suspended , 

t erm inat ed  o r  reduced  by an  o rgan isat ion , em p loyer  o r  

p ro f essional body? 

Yes        No    

Have you ever  been  con vict ed  o r  f ound  gu ilt y o f  any cr im inal 

o f f ence, includ ing a d rug - o r  alcoho l-relat ed  o f f ence? 

Yes        No    

Are you t he sub ject  o f  cur ren t  o r  pend ing cr im inal charges? Yes        No    

If  you answ ered  yes t o  any o f  t he above, p lease p rovide f u ll det ails. Or , if  you p ref er , p rov ide 

t he in f o rm at ion  in  a sealed  envelope m arked  ‘Con f iden t ial f o r  Chair  o f  t he MAC on ly’ ap pended  

t o  t h is ap p licat ion , and  ind icat e here t hat  add it ional in f o rm at ion  is p rovided  separat ely in  t h is 

m anner . 

 

 

  



 SIR JOHN MONASH PRIVATE HOSPITAL                                                                                                                                                            
Credentialing & Scope of Practice Application Form 

 

S:\VMO REGISTERS\APPLICATION FOR ACCREDITATION FOR NEW APPLICANT APPROVED BY MAC 2017 10 18.DOC Page 5 of 12   

 

7. Med ical ind em n it y insurance in f o rm at ion  

Cur ren t  p r ivat e m ed ical indem n it y in surance cover   

(if  app licab le). 

Please at t ach  a copy o f  your  cur ren t  po licy  

renew al cer t if icat e. New  ap po in t m en t s need   

t o  at t ach  a cer t if ied  cop y. 

Nam e o f  in surer : 

Po licy num ber : 

Exp iry d at e: 

Is your  p roposed  scope o f  p r ivat e clin ical p ract ice ref lect ed  in  o r  

covered  by your  cur ren t  m ed ical indem n it y in surance? 

Yes        No         N/A   

Have t here ever  been , o r  are t here cur ren t ly pend ing, m ed ical 

indem n it y claim s, set t lem ent s o r  jud gem ent s against  you? 

Yes        No    

Has your  cur ren t  o r  any p revious m ed ical def ence 

o rgan isat ion /insurer  ever  excluded  o r  red uced  any specif ic area o f  

p ract ice, o r  t erm inat ed  o r  den ied  coverage? 

Yes        No    

If  t he answ er  t o  eit her  o f  t he above t w o  q uest ion s is YES, p lease p rovide a det ailed  

exp lanat ion  and  specif y t he nam e o f  t he relevan t  m ed ical def ence o rgan isat ion /insurer .  

 

 

 

 

 

 

 

 

 

 

If you require further space to answer any questions, please attach separate pages, identified with the relevant 

section number. 
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8. Con t inuing p ro f essional d evelop m ent  

Provide a copy of your current college certificate, annual statement of participation or evidence  

of relevant continuing professional development (such as a CPD logbook). 

 

 

 

9. Healt h  st at us 

Do you have a d isab ilit y o r  healt h  issue t hat : 

•  m ay im pact  on  your  ab ili t y t o  per f o rm  any o f  t he cogn it ive and  

physical f unct ions t hat  w ould  f all w it h in  t he scope o f  p ract ice t hat  you 

are seeking in  t h is ap p licat ion?  

•  m ay requ ire special equ ipm ent , f acilit ies o r  w o rk p ract ices t o  enab le 

you t o  per f o rm  any aspect  o f  t he scope o f  p ract ice you are seeking in  

t h is ap p licat ion?  

•  m ay be relevan t  t o  det erm in ing your  scope o f  p ract ice?  

If  you answ ered  YES, p lease p rovide det ails o f  t he d isab ilit y o r  healt h  

issue and  it s likely, o r  possib le, im pact  o n  your  ab ili t y t o  car ry out  t he 

sough t  scope o f  p ract ice. Det ails o f  any special equipm ent  f acilit ies o r  

w ork p ract ices req uired  should  be included . Th is in f o rm at ion  can  be 

p rovided  on  t h is f o rm  o r , alt ernat ely, you can  p rovide t he in f o rm at ion  in  

a sealed  envelope m arked  ‘Con f iden t ial f o r  Chair  o f  MAC on ly’ appended  

t o  t h is ap p licat ion . Ind icat e here if  ad d it ional in f o rm at ion  is being 

appended .  

Th is in f o rm at ion  is sough t  t o  enab le an  assessm ent  t o  be m ade as t o  

w het her  you can  saf ely per f o rm  t he inheren t  and  reasonab le 

requ irem ent s o f  t he w ork t hat  you seek t o  per f o rm  at  t he healt h  

service o r  w het her  any reasonab le ad just m en t s m igh t  be requ ired  t o  

ensure you can  w ork at  t he healt h  service in  a w ay t hat  ensures pat ien t  

saf et y. 

 

Yes        No    

 

 

Have you m et  t he con t inuing p ro f essional developm ent  req uirem ent s  

o f  t he Med ical Board  o f  Aust ralia? 

Ref er  t o  AHPRA’s reg ist rat ion  st andard  f o r  det ails at   

< w w w .m ed icalboard .gov.au/Regist rat ion -St andards.aspx> . 

Yes        No    
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10. Ref erees  

Please p rovide det ails o f  t w o  ref erees w ho  p ref erab ly w ork largely w it h in  t he specialt y  

being ap p lied  f o r , w ho  have been  in  a posit ion  t o  judge your  exper ience and  per f o rm ance 

dur ing  

t he p revious t h ree years and  w ho  have no  con f lict  o f  in t erest  in  p ro vid ing a ref erence. 

 

Ref eree 1 

Nam e  

Cur ren t  posit ion    

Pro f essional ad d ress  

Phone (BH) Phone (m ob ile) 

Em ail ad d ress  

 

Ref eree 2 

Nam e  

Cur ren t  posit ion    

Pro f essional ad d ress  

Phone (BH) Phone (m ob ile) 

Em ail ad d ress  

 

11. Agreem ent /und er t akings 

I underst and  t hat  in  assessing m y app licat ion  f o r  appo in t m en t  as a m ed ical p ract it ioner  t he 

healt h  service w ill m ake add it ional enq uir ies as t o  m y su it ab ili t y f o r  t he p osit ion . 

I aut ho r ise t he healt h  service t o  seek in f o rm at ion  f rom  m y ref erees as t o  

m y past  exper ience, per f o rm ance and  cur ren t  f it ness t o  p ract ise. 

Yes        No    

I agree t o  f am iliar ise m yself  w it h  relevan t  hosp it al by -law s, po licies and  Yes        No    
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p rocedures and  t o  ab ide by t hem . 

I accep t  t hat  t he healt h  service w ill ob t ain  in f o rm at ion  relevan t  t o  m y 

app licat ion  f rom  t he Med ical Board  o f  Aust ralia and  any o t her  aut hor it y 

t hat  regulat es healt h  p ract it ioners. 

Yes        No    

I aut ho r ise t he healt h  service t o  ob t ain  in f o rm at ion  relevan t  t o  m y 

app licat ion  f rom  m y cur ren t  and  any p revious m ed ical indem n it y 

o rgan isat ion /insurer . 

Yes        No    

I aut ho r ise t he healt h  service t o  ob t ain  in f o rm at ion  relevan t  t o  m y 

supervision  requ irem ent s (w here app licab le). 

Yes        No    

I aut ho r ise t he healt h  service t o  seek in f o rm at ion  f rom  o t her  person s as 

t he healt h  service considers ap p rop r iat e, includ ing any relevan t  healt h  

service, co llege o r  o t her  p ro f essional o rgan isat ion . 

Yes        No    

I agree t o  ab ide by t he o rgan isat ions and  st at e and  nat ional 

con f iden t ialit y and  p r ivacy law s and  po licies an d  underst and  t hat  

b reaches m ay result  in  t he cessat ion  o f  m y appo in t m en t . 

Yes        No    

I agree t o  no t if y t he CEO o f  any even t /sit uat ion  t hat  m ay im pact  on  m y 

ab ili t y t o  exercise m y scope o f  clin ical p ract ice, w het her  it  be d ue t o  

m ed ical reg ist rat ion  m at t ers, o r  o t herw ise. Th is includes m at t ers about  

w h ich  I consider  t hat  t he Chair  o f  MAC w ould  w ish  t o  be in f o rm ed  and , as 

a m in im um , includes t he kind s o f  in f o rm at ion  covered  in  t h is app licat ion  

(such  as any cr im inal charges o r  convict ions, o r  r educt ions in  regist rat ion  

o r  in surance). 

Yes        No    

I agree t o  par t icipat e in  t h is healt h  service’s per f o rm ance developm ent  

and  suppo r t  p rocess (ISO 9001 and  NSQHSS requirem ent s). 

Yes        No    

I agree t o  p rom p t ly no t if y CEO o f  any adverse clin ical inciden t  I am  

invo lved  in , o r  becom e aw are o f . 

Yes        No    

I agree t o  w ork w it h in  m y def ined  scope o f  clin ical p ract ice and  t o  m ake 

a f ur t her  ap p licat ion  should  I seek t o  ext end  t he scope o f  clin ical p ract ice 

gran t ed  t o  m e. 

Yes        No    

Should  any q uest io n  as t o  m y scope o f  clin ical p ract ice ar ise, I agree t hat  

t he healt h  service m ay m ake such  enquir ies as it  considers necessary t o  

assess w het her  t hat  scope o f  clin ical p ract ice is app rop r iat e. 

Yes        No    
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12. Declarat ion  

I hereby declare t hat  t he in f o rm at ion  con t ained  in  t h is app licat ion  is t r ue and  co r rect . 

Signat ure o f  ap p lican t   Dat e  

 

If , f o r  any reason , you are unab le t o  sign  t he declarat ion  above, p lease exp lain  t he 

circum st ances. 

 

 

Please no t e: t he in f o rm at ion  co llect ed  on t h is f orm  w ill b e used  by t he Sir  John  Monash  Pr ivat e Hosp it al MAC t o  

assist  in  t he det erm inat ion  o f  your  ap p licat ion . In f o rm at ion  p rovid ed  on  t h is f o rm  w ill no t  b e used , o r  d isclosed , 

f o r  any o t her  p urp ose.  

Sir  John  Monash Pr ivat e Hosp it al op erat es in  accord ance w it h  f ederal and  st at e p r ivacy legislat ion , includ ing 

ad herence t o  t he nat ional p r ivacy p r incip les. Cop ies o f  Sir  John  Monash  Pr ivat e Hosp it als’ p r ivacy and  

conf iden t ialit y po licies are availab le up on  req uest  t o  t he CEO. 

 

Please attach the following to this form 

 

 

•   Certified copy o f  t he cur ren t  m ed ical indem n it y insurance cer t if icat e; 

•   Cur ren t  cur r iculum  vit ae 

•   Certified copies o f  all specialist  o r  o t her  q ualif icat ions, o t her  t han  a p r im ary m ed ical de gree. 

•    Certified Proo f  o f  iden t if icat ion : 100-po in t  t est  

•    Copy o f  Working w it h  Ch ild ren  Check  

•    Ev idence o f  Con t inued  Pro f essional Developm ent  

 

100 po in t s – ver if icat ion  d et ails 

Type o f  check 

Availab l

e 

po in t s No t es 

Passpo r t  (cur ren t  o r  exp ired  by 

less t han  t w o  years, no t  cancelled ) 

Cit izensh ip  cer t if icat e (Aust ralian  

on ly) 

Bir t h  cer t if icat e (o r ig inal o r  

ext ract ) 

Bir t h  card  issued  by t he Vict o r ian  

70 Must  con t ain  nam e and  a pho t o .  

Select  one on ly. 
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Regist ry o f  Bir t hs, Deat hs and  

Mar r iages 

Wr it t en  ref erence 

Wr it t en  ref erence f rom  an  

accep t ab le ref eree f rom  a 

f inancial inst it u t ion  

40 Select  one on ly. 

Ref eree t o  have know n t he signat o ry  

f o r  at  least  12 m ont hs.  

Bo t h  signat o ry and  ref eree m ust   

sign  t he ref erence. 

Dr iver ’s licence. Renew ed , in t er im , 

p rovisional, t ruck o r  learner ’s 

Ot her  accep t ab le governm ent -

issued  licences include b oat , gun  

o r  p ilo t  

Pub lic Service Em p loyee 

Ident if icat ion  Card  

Pension  o r  governm ent  Healt h  

Care Card  (ref erence num ber  

requ ired ) 

Id en t if icat ion  card  issued  by a 

t er t iary ed ucat ion  inst it ut e  

40 

40 

40 

40 

40 

Must  con t ain  nam e, exp iry dat e,  

a pho t o  o r  signat ure. 

Let t er  f rom  a cur ren t  em p loyer  

(cur ren t  o r  m ust  have b een  

em p loyed  by t he em p loyer  w it h in  

t he past  t w o  years) 

35 Must  be on  let t erhead  o r  com pany seal.  

Bo t h  em p loyer  and  em p loyee’s signat ure m ust  

be on  t he let t er ,  

along w it h  t h e nam e and  add ress  

o f  t he em p loyee. 

Med icare card  

Overseas o r  in t ernat ional d r iver ’s 

licence o r  Proo f  o f  Age card  

25 

25 

 

Financial inst it u t ion ’s cred it  card , 

cash  card  o r  passbook 

25 On ly one cur ren t  card /passbook can   

be accep t ed  f rom  each  f inancial in st it u t ion . 

You m ay sup p ly det ails f rom  several d if f eren t  

inst it ut ions b ut  canno t  so lely rely on  t h is f o rm  

o f  iden t if icat ion .  

Type o f  check 

Availab l

e 

po in t s No t es 
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Rat ing aut ho r it ies 

Rat e no t ice (cur ren t ). Provide t he 

deposit ed  p lan  (DP) num ber  

35   

Pub lic ut ilit y (w at er  rat e no t ice, 

elect r icit y, gas o r  t elephone 

accoun t  – no  m ob ile accoun t s). 

Take a current no t ice w it h  you. 

25   

St at em ent  f rom  land lo rd , 

m anaging agen t  o r  ow ner  o f  

cust om er  p rem ises 

25 Take let t er , ren t al con t ract  o r  ren t  receip t  w it h  

you. 
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Of f ice use on ly  

It em  Checked /com m ent s 

1. Proo f  o f  iden t if icat ion   

2. Con t act  det ails p rovided   

3. Provider  num ber   

4. Prescr iber  num ber   

5. Qualif icat ions  

6. Train ing and  exper ience (if  requ ired )* *   

7. Clin ical appo in t m en t s (if  requ ired )* *   

8. Med ical regist rat ion   

9. Med ical indem n it y cover  cur rency   

10. Con t inuing p ro f essional developm ent   

11. Healt h  st at us  

12. Ref erees   

13. Declarat ion  signed   

App licat ion  det ails checked  by DON  

Signat ure Dat e 

Let t er  t o  app lican t  advising out com e o f  

app licat ion  

Yes        Copy at t ached    

 


