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ATLANTA VA MEDICAL CENTER
CLINICAL STUDIES CENTER

EDUCATION VERIFICATION FORM
As part of the credentialing process it is necessary to verify educational credentials. 

To assist us in completing this process, please provide the following information:

	Employee Name
	

	
	

	University/Program Attended
	

	
	

	City / State / Country
	

	
	

	Degree/Training
	Date Education Completed

	
	

	lICENSE/REGISTRATION STATE
	

	
	

	ISSUE DATE
	EXPIRATION DATE

	
	

	CERTIFICATION
	iSSUE/AWARD DATE – EXPIRATION dATE

	
	

	Social Security Number
	Date of Birth

	
	

	Employee Name
	Employee Signature

	
	


FOR OFFICE USE ONLY

	Date of Verification
	Degree/Certification Verified

	
	

	Source of Verification
	Verification Completed by

	
	


Revised: 2/18/03
DEPARTMENT OF VETERANS AFFAIRS 

Medical Center

1234 Veteran Drive

Washington, DC 20420

April 2, 2003

Registrar

DUKE UNIVERSITY

DURHAM NC

SUBJ:  Verification of School Graduation

JOHN RESEARCHER is employed (has applied for appointment) with the VA Medical Center and has indicated that he/she graduated from your school.  As part of the credentialing process, verification of education is required from the primary source.

Please verify the information on the attached form, indicating your name, title and school and return the form in the enclosed envelope.  The employee’s (applicant’s) signed consent for release of this information is also enclosed.  

Your cooperation in this matter is greatly appreciated.  If you have any questions, please contact ROBERT CHECKER at (555) 555-5555.

Sincerely,

ROBERT CHECKER
CREDENTIALING AND PRIVILEGING

Enclosure

1. Verification of Graduation Form

2. Release of Information Consent 

JOHN RESEARCHER  (555-55-5555)

DUKE UNIVERSITY (DURHAM NC)

If data is incorrect please supply the correct data in the space provided

Begin Date:

End Date:

Graduation Date:    

Degree:

The above information is correct (no corrections necessary)


[     ]

Above named individual attended this school but did not graduate

[     ]

The above-named individual did not attend this school at all

[     ]

Unable to verify the above data because: ______________________________________

______________________________

Date (mmddyyyy)

Signature

Printed Name

Title






Phone Number

SAMPLE FORMAT FOR CREDENTIALS TRANSFER BRIEF 

NOTE:  Any item not verified at the primary source is listed with notation of information substituted.
Research Office - Name of Sending Facility:  __________________Date:___________

Research Office - Name of Gaining Facility:  __________________________________

1.  Practitioner Name, M.D.:  Type of appointment: Social Security Number: Specialty

2.  Education and Training, for example:


a.  Medical Degree (MD, MBBS):


b.  Internship


c.  Residency


d.  Fellowship


e.  Educational Commission for Foreign Medical Graduates (ECFMG) passed (certificate #)

3.  State License #

expires


Drug Enforcement Administration (DEA) License #

expires

4.  Board Certified:  include subspecialty

5.  Basic Cardiac Life Support (BCLS) and Advanced Cardiac Life Support (ACLS) certification (if required for the position or by the medical center

6.  Clinical privileges/Scope of Practice granted in ___________(copy attached).  Expiration date ___________

7.  (Provider’s Name) does not have a physical or mental health condition that would adversely affect the applicant’s ability to carry out the clinical duties requested from _______________ (annotate the name of the Department of Veterans Affairs (VA) medical center or Health Care System); is known to be clinically competent to practice the full scope of privilege granted at (home facility), to satisfactorily discharge the applicant’s professional and ethical obligations, as attested to by (name and telephone number of Service Chief).  (Service Chief) (has or does not have) additional information relating to (provider’s name) competence to perform granted privileges.

8.  (Provider’s Name) credentialing file and the documents contained therein have been reviewed and verified as indicated in thepreceding.  The information conveyed in this memorandum reflects credentials status as of ________________.  The credentialing file contains no additional information relevant to the privileging of the provider at your medical center.

9.       (Typed Name)  , ____(Position)            , telephone # ___________ fax #__________

_________    (Signature)_____________________________




(Typed name)

INSTRUCTIONS FOR USING THE 

CREDENTIALS TRANSFER BRIEF FORMAT

NOTE:  Any information that has not been verified at the primary source must be noted as such on the Transfer Brief.  The Transfer Brief must specify what effort was taken to verify the item and what information has been substituted for the verification.

Paragraph 1.  Complete name, type of appointment, social security number and clinical specialty.

Paragraph 2.  List qualifying degree(s) or education as well as, internship, residency, fellowship and the qualifying training as appropriate.  Include completion date of each and indicate presence or absence of primary source verification in the Credentialing file.  If verifying on-the job training, include a copy of the documentation supporting the training.

Paragraph 3.  List all currently held state licenses, registrations and certifications: expiration date and primary source verification status of each.

Paragraph 4.  List all applicable specialty and/or board certifications and recertifications, expiration date, and primary source verification status of each.

Paragraph 5. List all applicable life support training (BCLS, ACLS, etc.), and expiration date, if required for the position.

Paragraph 6.  State the type of privileges or scope of practice currently held by the Home facility, and the expiration date of these.  Attach copy of current privileges or scope of practice.

Paragraph 7.  Provide a brief statement describing the applicant’s health status and actual clinical performance with respect to the privileges granted at the sending facility, the discharge of applicant’s professional obligation as a medical staff member, and applicant’s ethical performance.  The paragraph must contain a statement indicating the presence or absence of other relevant information in the recommendation relating to the provider’s competence for privileges, as granted, along with a means of direct contact with the person making the recommendation.

Paragraph 8.  Provide certification that the credentialing folder was reviewed and is accurately reflected in the Brief as of (annotate that date).

Paragraph 9.  Provide the name, paper or electronic signature, title, phone number and Fax number of the designated contact (i.e., Principal Investigator, ACOS/Research, HRMS, Medical Staff Coordinator) at the sending facility.

Department of 



   Memorandum

Veterans Affairs
Date:
May 20, 2002   
From:
Chief Academic Affiliations Officer (141), VA Central Office, Washington, DC
Subj:
Certification of Resident Credentials Verification Letter
  To:
Director (00), Chief of Staff (11)

1. Purpose.  The purpose of this Office of Academic Affiliations (OAA) memorandum is to provide information and instructions about certification of Resident Credentials Verification Letters (RCVLs).  According to VA Handbook 5005, Part II, Chapter 3, pp. II-79-80, each VA facility Director must certify that Resident Credentials Verification Letters (RCVLs) for all paid and without compensation (WOC) residents and trainees rotating through the facility in the coming academic year are complete and on file at the facility.  Each facility should send a copy of this certification to OAA by July 15, 2002.

2. Scope.  Each VA facility must approve the appointment of its paid or without compensation (WOC) medical, osteopathic, dental, podiatry, and optometry residents and trainees on an annual basis.  This approval process applies to residents and trainees in programs integrated with an affiliate and to residency or training programs not integrated with an affiliate.  Until the facility Director countersigns the program director or responsible official’s RCVLs, a resident or trainee cannot be allowed to participate in any of the patient care activities at the VA facility.

a.  For medical residents the documents must comply with the requirements of the Accreditation Council for Graduate Medical Education (ACGME) and the requirements of the program.  The program director or a responsible official, e.g., the Associate Dean for Graduate Medical Education, from the institution in whose name the program is accredited must verify the required credentials.  

b. Dental, podiatry, and optometry residents’ documents must meet all requirements of the respective accrediting organization and program.

3. Frequency.  A new RCVL is required for each academic year that the resident or trainee is appointed to a VA facility.

4. Instructions  
a.  Handbook. The attached pages 79-80 from VA Handbook 5005, Part II, Chapter 3, contain instructions to complete the process.   The attachment from VA Handbook 5005, Part II, Appendix K include sample letters that you and your affiliate can use. 

b.  Visa status.  Residency program directors should ensure that non-citizen residents and trainees have appropriate, unexpired visas.

c. Record Requirements. The Chief of Staff or designee must keep the original hard copy of the RCVL from each program director on file for five years in a Resident/Trainee Credentials Verification File. 
d. Mailing Instructions. 
1)  OAA requests only the letter from the facility Director certifying that RCVLs are complete and on file for all paid and WOC residents and trainees rotating to the facility during the coming academic year.  Please do not send the RCVLs from the program directors to OAA.  Negative replies are requested.
2)  Mail or fax your RCVL certification letter to the following address by July 15, 2002:

Office of Academic Affiliations (141)

ATTN:  Jane Sheehan

VA Central Office

810 Vermont Avenue, NW

Washington, DC 20420



Fax: 202.273.9032

3) For questions, please call Ms. Jane Sheehan, Program Analyst, at 


202.273.8381.  She may also be reached via e-mail at jane.sheehan@hq.med.va.gov.  

Stephanie H. Pincus, M.D., M.B.A.

Attachments (2)

cc:

Chief Quality and Performance Officer (10Q)

Chief Patient Care Services (11)

Chief Consultant, Primary and Ambulatory Care (112)

Director, Optometry Service (112A1)

Director, Podiatric Service (112B)

Assistant Under Secretary for Dentistry (112D)

VISN Academic Affiliation Offices (10N1-10N23)

APRIL 15, 2002
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CHAPTER 3

21.  CREDENTIALS OF RESIDENTS AND TRAINEES


a.  General.  Medical, dental, podiatry and optometry residents and trainees appointed under 38 U.S.C. 7405 or 7406 must meet the licensure requirements for residents and trainees specified in the appropriate qualification standard for the occupation.  If licensure is required, evidence of licensure must be furnished prior to appointment and periodically throughout VHA employment as requested.

NOTE:  See M-8, part II, for residency and trainee program requirements.  See VHA Handbook 1400.1 for clinical practice and privileging requirements.
b.  Verification

(1)  Before the Director approves the appointment of any resident or trainee in an integrated program, whether paid or without compensation, an Resident/Trainee Credentials Verification Letter (RCVL) signed by the program director of the affiliate, for the occupation or specialty involved, must be submitted through the Chief of Staff for approval by the Director.  If the residency or training program is not integrated with an affiliate, the VA facility program director must verify all credentials of residents or trainees and sign the RCVL.  A new RCVL is required for each academic year that the resident or trainee is appointed to a VA facility.


(2)  The RCVL must certify that all the documents needed for the appointment of that particular individual into the program are in order.  For medical residents, these documents must be in compliance with the requirements of the Accreditation Council for Graduate Medical Education (ACGME), and must also meet all requirements of the program.  The program director must verify all credentials (diplomas, letters of reference, certificates of advanced training, and, where applicable, Educational Council for Foreign Medical Graduates (ECFMG) certification, DEA certification, and all State professional licenses held prior to entry into the program or obtained during residency training), and affirm that the resident or trainee is physically and mentally fit to take care of patients.  (See appendix II-I of this chapter for sample RCVL letter.)


(3)  The program director will notify the facility Director if a resident or trainee has had any problems concerning credentials.  Specifically, this will include any problems relating to diplomas, references, previous residency or other training, licensure, clinical privileges, DEA certification, and/or professional liability insurance as indicated on the employment applications.  (VA Form 10-2850b for medical and dental residents, and VA Form 10-2850c or Standard Form 171 or OF-612 and OF-306 for other residents and trainees.)


(4)  Residents functioning within the scope of their training program must meet clinical practice requirements as specified in VHA Handbook 1400.1.  The RCVL must certify that ACGME-established criteria for the essentials and special requirements for residency training programs have been followed by the program director, or in certain cases, by the appropriate VA service chief.  Such residents are generally excluded from clinical privileging requirements required for VHA staff physicians, except as provided for in subparagraph d below.
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(5)  A sample format for the RCVL is contained in appendix II-I of this chapter.  It must include a list of all the paid or without compensation residents or trainees to be rotated at any time during the academic year to the VA facility.


(6)  The original RCVL from each program director for the academic year must be retained for 5 years by the Chief of Staff, or designee, in a Resident/Trainee Credentials Verification File.


(7)  Until the facility Director countersigns the program director’s RCVL, a resident or trainee cannot be allowed to participate in any of the patient care activities at the VA facility.  There will be no exceptions to this policy.


c.  Application Form.  Prior to the appointment of any resident or trainee, the Chief of Staff or the facility Director’s designee will document on the employment application, VA Form 10-2850b or Form 10-2850c, as appropriate, that evidence of current, full and unrestricted licensure and registration (if required) have been sighted for all State(s) in which the applicant claims to have ever been licensed.  The RCVL may be cited as evidence of licensure verification and as evidence of verification of other required credentials.  If the RCVL is sighted as evidence of credentials verification, this will be noted on the VA Form 10-2850b or 10-2850c, or on VA Form 4682 (licensure or registration verification only).


d.  Employment of Residents as Admitting Physicians.  A medical resident functioning outside the scope of his or her training program who is appointed as an admitting physician must meet VA physician qualification standard requirements, including licensure in a State, be fully credentialed in accordance with provisions of this section, and be privileged in accordance with provisions applicable to VHA staff physicians.
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ATTACHMENT K
APPENDIX K.  RCVL (RESIDENT/TRAINEE CREDENTIALS VERIFICATION LETTER)

Department or Program

Medical School

Date ______________

Director (00)

VA Medical Center

(Address)_________
Dear


I certify that the residents/trainees listed on the enclosed sheet, to be appointed to the Department of Veterans Affairs _____(Medical Center)_____, to work at varying times during the period of July 1, 20__ through June 30, 20__, are physically and mentally fit to perform the duties assigned to them. They meet, in full, the education, credential, and program requirements established by __(medical school or VA medical center)___in this __ACGME (Accreditation Council for Graduate Medical Education) or nationally accredited__ training program.  Their credentials (diplomas, letters of reference, certificates of advanced training, all State professional licenses held prior to entry into the program or obtained during residency training, and, where applicable, DEA (Drug Enforcement Administration) certification and ECFMG (Educational Council for Foreign Medical Graduates) certification, have been verified, and you have been advised of any problems relating to the credentials of these residents/trainees, where appropriate.


I also certify that the process of privileging of residents for clinical procedures will be completed and appropriately updated by me as program director (or by the appropriate VA service chief), in accordance with ACGME-established criteria for the essentials and special requirements for residency training programs.  If you have any questions or require additional information, let me know.

Signed ____________________________

           Program Director or VA Service Chief

           Department of ________________

VAMC Chief of Staff

Accept/Do Not Accept ___________ Comments: ___________________________________

Date ______________________

VAMC Director

Accept/Do Not Accept ___________ Comments: ___________________________________

Date _____________________

Attachment:  List of Residents/Trainees

Department or Program

School
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ATTACHMENT K

ATTACHMENT TO RCVL

(Medical Residents)

Academic Year ___

Title of Residency Program

Name                                    Specialty

Department or Program

School

II-K-2
APRIL 15, 2002
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ATTACHMENT K

ATTACHMENT TO RCVL

(Dental, Podiatry and Optometry Residents/Trainees)

Academic Year______

(List all residents/trainees by program.)

Name






Program














II-K-3
Atlanta VA Medical Center

             
 Scope of Practice for Research Coordinators

	Name
	Service Line

	
	

	Principal Investigator (PI) / Primary Supervisor
	Alternate Supervisor (if applicable)

	
	


The Scope of Practice is specific to the duties and responsibilities of each Research Coordinator as an agent of the listed Principal Investigator and/or alternate supervisor.  As such he/she is specifically authorized to conduct research involving human subjects with the responsibilities outlined below.  The supervisor must complete, sign and date this Scope of Practice.

PROCEDURES:
A Research Coordinator may be authorized to perform the following duties/procedures on a regular and ongoing basis.  They may be performed without specific prior discussion/instructions from the Principal Investigator.  The Research Coordinator initials what is requested and Principal Investigator initials what is granted or not granted. Please see attached instructions before completing this section.













        Not


Routine Duties





Requested         Granted     OR    Granted 
1.  Screens patients to determine study eligibility

criteria by reviewing patient medical information       

      or interviewing  subjects.



  ________           ________           ________

2.   Develops recruitment methods to be utilized in the 

study.                                                                               ________           ________           ________

3.  Performs venipuncture to obtain specific  

specimens required by study protocol (requires

demonstrated and documented competencies).         ________           ________           ________      

4.   Initiates submission of regulatory documents to 

Emory IRB, VA R&D committee and sponsor.             ________           ________           ________

5.   Prepares study initiation activities.                               ________           ________           ________

6. Provides education and instruction of study

medication use, administration, storage, side effects 

and notifies adverse drug reactions to study site.     ________           ________           ________






Requested          Granted  OR    Not Granted                                           

7.  Provides education regarding study activities

to patient, relatives and Medical Center staff

as necessary per protocol.                                              ________           ________           ________      

8.   Maintains complete and accurate data 

 collection  in case report forms and

 source documents.                                                    ________           ________           ________

9.    Initiates and/or expedites requests for

 consultation, special tests or studies

 following the Investigator’s approval.                      
 ________           ________           ________

10.  Obtains and organizes data such as tests

       results, diaries/cards or other necessary

       information for the study.                                             ________           ________           ________

11.  Demonstrates proficiency with VISTA/CPRS 

 computer system by scheduling subjects 

 research visits, documenting 

 progress notes,  initiating orders, consults, etc.  
 ________           ________           ________                                     

12.  Accesses patient medical information while 

       maintaining patient confidentiality .                            ________           ________           ________

13. Is authorized to obtain informed consent from

research subject and is knowledgeable to perform

the informed consent “process”.                                 ________           ________           ________

14. Initiates intravenous (IV) therapy and 

Administers IV solutions and medications 

________           ________           ________

15. Collects and handles various types of  human specimens




________
  _________
      ________

MISCELLANEOUS DUTIES (if applicable):

Mr./Ms. ___________________________________ is authorized to perform in the following miscellaneous duties not otherwise specified in this Scope of Practice.


1.__________________________________________________________________________

2.  _________________________________________________________________________


3.__________________________________________________________________________

      ______________________________                        __________________________________

            Research Coordinator Signature                                 Date
PRINCIPAL INVESTIGATOR STATEMENT:

Mr. / Ms. ______________________________’s Scope of Practice was reviewed and discussed with him/her on the date of ___________________.  After reviewing his/her education, clinical competency,  qualifications, research practice involving human subjects, peer reviews, and individual skills, I certify that he/she possesses the skills to safely perform the aforementioned duties/procedures.  Both the research coordinator and I are familiar with all duties/procedures granted or not granted in this Scope of Practice. We agree to abide by the parameters of this Scope of Practice, all-applicable hospital policies and regulations.

This Scope of Practice will be reviewed every two years and amended as necessary to reflect changes in the research coordinator’s duties/ responsibilities, utilization guidelines and/or hospital policies.

_______________________________________

_____________________________

Principal Investigator/ Supervisor



            Date

_______________________________________             
_____________________________

Alternate Supervisor

                        

Date

_______________________________________

_____________________________

Research Coordinator

                        

Date

________________________________________________________________________________

OFFICE USE ONLY:

 ______________________________________

____________________________

 Medical Director, Clinical Studies Center


Date



 ___________________________________


____________________________

Chief, Research & Development Service Line


Date

_______________________________________

____________________________

Chairman, Professional Standards Board


Date








_______________________________________

____________________________
Medical Center Director                                                       
Date

