EMERGENCY/DISASTER PRIVILEGES Emergency Management Activation Plan
APPLICATION FORM

Activated: Date: Time:

REFERENCE: TJC MS.01.01.01 EP 14; EM.02.02.13; CA Business & Professions Code Section 900; MSP 004

SOCIAL SECURITY NUMBER*

IDENTIFYING INFORMATION

LAST NAME FIRST NAME Mi MAIDEN NAME OTHER NAME SEX

PLACE OF BIRTH DATE OF BIRTH *Pursuant to the Federal Privacy Act of 1974, you are hereby notified that disclosure of your
social security number is voluntary. This record keeping system was established pursuant to

the authority of the Regents of the University of California, under Article IX, Section 9, of the

CITIZENSHIP IN NOT USA, GIVE STATUS OF VISA/WORK PERMIT California Constitution. The social security number is used to verify your identity, and shall not
be disclosed except as permitted by law.

OFFICE ADDRESS CITY STATE ZIP CODE AREA CODE/TELEPHONE #
HOME ADDRESS CITY STATE ZIP CODE AREA CODE/TELEPHONE #
TYPE OF PHOTO 1.D. REQUIRED — NUMBER

State or Federal government-issued (e.g. driver’s license or passport) ATTACH COPY

PHOTO L.D. (DMAT, or MRC, ESAR-VHP, or other —list) ATTACH COPY NUMBER

PHOTO L.D. (Other) ATTACH COPY NUMBER

SPECIALTY IN WHICH VOLUNTEER DISASTER PRIVILEGES ARE DESIRED

1 Anesthesiology 1 Neurosurgery L1 Psychiatry/Psychology
| Dermatology 1 Ophthalmology [ | Radiology

1 Emergency Medicine (] Orthopedic Surgery [] Radiation Oncology

1 Family Medicine/Preventive Med. | ] Pathology [1 Reproductive Medicine
1 Medicine — Subspecialty? [| Pediatrics ] Surgery — Subspecialty?
1 Neurology 1 Podiatry 1 Urology

CURRENT HOSPITAL AFFILIATION

FACILITY NAME STAFF STATUS

ADDRESS CITY STATE | ZIP BADGE PROVIDED

UCSDH REFERENCE: Name of current hospital or medical staff member(s) who possesses personal knowledge regarding
volunteer’s ability to act as a licensed independent practitioner during a disaster

NAME TELEPHONE # RELATIONSHIP

STATE LICENSURE DATA
A California  Number Date of Expiration

B. State Number Date of Expiration

DRUGS AND NARCOTICS REGISTRATION
DEA registration number Date issued Expiration Date

] Check here if you do not prescribe controlled substances and do not possess registration with the DEA.



PROFESSIONAL LIABILITY INSURANCE CARRIER(S) IF OTHER THAN UC REGENTS:
NAME OF CARRIER POLICY NUMBER DATES OF COVERAGE

RELEASE OF INFORMATION/CONSENT/ATTESTATION

By my signature below, | hereby volunteer my clinical services to UC San Diego Health during this
emergency/disaster situation and agree to practice as directed by UC San Diego Health. | also agree to wear
an ID Badge issued by UC San Diego Health at all times while providing services pursuant to the Disaster
privileges granted to me.

| attest that all information provided in this Application is true and accurate. | certify that | have not had a
professional license that has been revoked or suspended in any State or possession of the United States. |
further certify that my privileges, membership, employment, and/or ability to practice at another healthcare
institution have never been suspended, terminated, revoked, or denied.

| agree to be bound by all UC San Diego Health policies and procedures, rules and regulations and the
Medical Staff Bylaws, Rules and Regulations, and policies. | also agree to follow any directives from the Chief
Medical Officer, Chief of Staff, Department Chair, Division Chief, Medical Director, supervising physician, or
any other UC San Diego Health or Medical Staff leader.

| agree to defend, indemnify, and hold harmless The Regents of the University of California for all acts and
omissions.

| acknowledge and agree that my temporary disaster privileges at UC San Diego Health shall
immediately terminate once the emergency has ended, as notified by UC San Diego Health, and that
these privileges may be terminated at any time without cause or reason, and without right to a hearing
or review.

DATE:

Signature

|| THIS SECTION TO BE COMPLETED BY MEDICAL STAFF ADMINISTRATION

PRACTITIONER TO BE SUPERVISED BY:
(MUST be a member of UCSDH Medical Staff)

DATE UCSDH BADGE PROCESSED: / /

PHYSICIAN IDENTIFICATION NUMBER:

—=c=c=====z=====z===========\VVERIFICATION=====================-=

1. HOSPITAL AFFILIATION VERIFICATION DATE: GOOD STANDING:

2. UCSDH REFERENCE VERIFICATION DATE:

3. STATE LICENSE VERIFICATION DATE: STATUS:

4. OTHER STATE LICENSE: DATE VERIFIED: STATUS:
Verified By: Date:

Date Privileges Terminated:
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