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Go to https://app.medicalproviderresources.com and select “Need to
register?”

On the registration screen, select provider or credentialing agent

Select Provider if you are the Practitioner who needs to add or renew
your privileges (this will include scrub techs, MA’s, RN’s, etc).

Select Credentialing Agent if you are completing the credentialing
information on behalf of the practitioner.

Enter in all your information. In the image below, the red checkmarks are
required fields.

o Ifyou are a Credentialing Agent, be sure to enter the
credentialing email address and not your email address.

Hit register. You will get a message that a CVS Specialist will contact you
soon.

Register for an Account

& =
Mifizs MPRCrodontialing =
Log In

Email

Password

@
PIN

[J Remember me?

Login

Need to register? Qs

Forgot your password?
Forgot your PIN?
Resend email confirmation

Copyright © 2022 High Touch Technologies ~ContactUs ~Note: All times are for Central Time Zone

::::::::

Version 1.0.10




Registration - Continued

V Set Password And PIN
@ webportal@mprecredportal.com
* Once MPR approves your registration, you will receive an —

email notification to set your Password and PIN. Please reset your password and PIN by clicking here

Reply, Reply All or Forward

THIS IS A TIME SENSITIVE EMAIL AND WILL ONLY WORK FOR 24
HOURS.

Set Password and PIN

* Click onthe link in your email and enter the information
requested.

Congratulations — you are now

registered and have access to the

Apply

online application portal!




Logging into the Portal

v

When you log in, you should see this screen. You can also navigate

using the 3 tabs on the left-hand side menu

u_’- MPR Credentialing =

STO P D 0 N OT P ROC E E D W|TH 0 U T B Inital Appointmens Welcome to the MPR Credentialing Portal

[ Document Updates

READ | N G B E LOWI If you've never had privileges at the facility that you're applying for, please click on the Initial Appointment button below.
i= Reappointments

nitial Appointments
¢ A brief description of each tab: If you are renewing privileges that you've already been approved for, please click on the Reappointments button below.
O Initial Appointments — use this tab ONLY if you HEappinaTers
are requesting privileges at a facility you currently If you are updating credentialing documents, please click on the Document Updates button below.
have no privileges at. pecuTen e
O Document Updates — use this tab to upload
copies of new DEA’s and Malpractice Insurance.

O Reappointments — use this tab ONLY if you

currently have privileges but need to renew them

(this typically happens every two years).
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Initial Application

= / —
If you are completing an application for the first WiREs MPRCradentiaing =
time, select the click “Initial Appointment” button. SO AR Initial Appointments Queue
You will see one of these two screens. o

New Application
i= Reappointments

. . .. Your queue is empty.
If you are starting an application, select “New

Application.”

If you already started an application, it will be Initial Appointments Queue

listed here, so you can select the little edit box on
Create Date Last Name First Name Submit Date Processed Date Term Date
the far right.

11/07/2022 o -

Please note that you will need to go through the

entire application before you can submit it.




VIPR®

If you are a provider, you will not see this

screen, skip to slide 10.

Here you will see a list of providers that you are

the assigned delegate for.

If the provider is not on your list, select “Add

provider to my roster”

Download the Delegation of Credentialing form
and fill out the information and email it to

sindanispel-borboa@mprcred.com.

Initial Application
Credentialing Agent ONLY

Back  Add provider to my roster

Providers

PLEASE NOTE:

We will not be able to add
a provider to your roster
without the completed,
signed delegation of

credentialing is returned.

The signature on the
Delegation of
Credentialing CANNOT be
a typed signature; it needs

to be verifiable.

Add Provider to List

Step #1
To add a provider you must download the Delegation of Credentialing Form

Click to Download

Step #2
Register provider in MPR Portal

First Name

Last Name

Middle Name

Email

Professional Suffix

Select v
Specialty

Select Speciaity v
Birth Date

mm/dd/yyyy [=]

Phone Number

Employer

Select Employer v

Register



Once we have the Delegation of
Credentialing on file, we will add the

provider to your roster.

To start an application after logging in,
select Initial Application, then New

Application.

Here you will see a list of all your
providers; find the name you are looking

for and select the blue edit button on the

far right.

Initial Application
Credentialing Agent ONLY

Back  Add provider to my roster

Providers

17

how 10 & enlries

Last Name

Showing 1 fo 10 of 134 entries

T FirstName

Search



Personal Information

Personal Information

Save Nexd  Cancel

Group: Your group is considered your primary group affiliation and the group to which these privileges are attached.
Medeal Provide: Resources -

First Name Middle Name Last Name Name Suffix
Gennefer Marie Muzzy
New First Name New Middle Name New Last Name New Name Suffix
* Enter in the Group that are associated with. T ——

Seled! v [dd]
* Enter in all your other information.

Maiden Names/Aliases | Add

e Cell phone is required to move forward!

Birth Date Birth City Birth State SSN Gender
mmiddyyyy =} Select w| TEIT4 Male. @ Famils
H NP Special Sub Special CAGH Number
* Hit Next. i, i
APRN v | Select Specially v
Marital Status Spouse Name:
Select v
Languages
[]
[]
Home Address Line 1 Home Address Line 2
a re a S Ca n n Ot b e o -
Home City Home State Home Zip Code
Wichita Kansas v sn

L
Home Phone Cell Phone Email Address When changing your email you will need ta re-register 1o sign into the portal. This will take an internal change at MPR.
° (316) 683-0178 gennefermmuzzy@mprored. com )]

Ho items to show

Save  Next  Cancel




If you have a sponsoring physician, select Add Sponsor.

Enter in all the requested information.

Hit Next.

Sponsor
Facility

Select
First Name
Address Line 1

City

Phone

Save  Cance!

Sponsors

Sponsor

Sponsoring Physician - Non-Physician Only

Add Sponsor Next Previous

Last Name
Address Line 2
State Zip
Select v
Phone Ext Fax Email

New Sponsor

Inactive
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*  You will see ECFMG Number — you do not need to
enter this if it is not applicable.

e Select “Add Education/Training”.

*  You will need to enter in your education/training and
select save. If you have more education/training to
add, select the “Add Education/Training” again and
repeat this process as needed.

* Once all education/training is entered, hit next.

NOTE: If you did not complete your program, you will
need to provide an explanation.

You ONLY need to enter any postgraduate
education/training.

Grayed out areas cannot be edited.

Education and Training

Education/Training

All time periods from entering professional/graduate school are to be accounted for.
Add all schools/institutions attended.

ECFMG Number

Add Education/Training ~ Next

Education/Training

Type
Select L

Do you disagree with the pre-filled dates?
]

Institution
Search by address

Institution Role Specialty

Select v Select

Institution Contact Institution Contact Last
First Name Name

New Contact

First Name Last Name

Program Director

1 Yes @ No

Save Cancel

Completed Program

ECFMG Date

mm/dd/yyyy

Previous

Degree Earned From Date

Select v 08/01/2003

If you disagree, please explain

-

Institution Contact
Phone

Institution Contact Fax

Phone Fax

Not Completed Description

(=} Save  Cancel

To Date

06/30/2007

Institution Contact Email

Email

Gap Description



Academic Affiliations

v

Academic Affiliation
If you do not have any academic affiliations, please hit Institution
next Select v
Institution Contact Institution Contact Last Institution Contact Institution Contact Fax Institution Contact Email
First Name Name Phone
If you do have academic affiliations, please select “Add
Academic Affiliation” and complete the information in New Contact
. e Contact First Name Contact Last Name Contact Phone Contact Fax Contact Email
the screen — we will need to know if it is a PT, FT, or
Volunteer position and hit save. From Date To Date
mm/dd/yyyy [} mm/dd/yyyy m}
Once all your academic affiliations are entered, hit AFRBIEGE T Phparimert PositipH Tye
Select v
next.

Save  CGancel




Work/Practice History

v

Organization

You Wi" need to add your work hiSto ry for the past 5 Wichita Anesthesiology Chartered - 8080 East Central Avenue Suite 250 Wichita, KS 67206

YeaI'S- Institution Contact Institution Contact Last Institution Contact Institution Contact Fax
First Name Name Phone

Select Add Work/Practice History and enter in all the e i il i

information and hit save S

* Contact First Name Contact Last Name Contact Phone Contact Fax

Repeat this process to add all positions you have had e B e

n the paSt 5 years' 10/12/2020 mm/dd/yyyy
Do you disagree with the pre-filled dates? If you disagree, please explain

Once all your work/practice history has been added, a)

select next.

Save Cancel

Please Note: Grayed out areas cannot be
changed. If you disagree with a date,
provide an explanation.

Institution Contact Email

bne******@wacanes.com

Contact Email



v

We will need you to enter in all your hospital
affiliations for the past 5 years — whether or not the
privileges are currently active.

If you do not have any Hospital Affiliations, Select no
and hit next.

To enter your Hospital Affiliations, select yes and then
“Add Affiliation” and complete all the information
and hit save, repeat as needed.

Once all Hospital Affiliations are entered, hit Next.

Please Note: Grayed out areas cannot be
changed. If you disagree with a date,
provide an explanation.

Hospital Affiliations

Medical Staff Memberships/Hospital Affiliations

List all active hospitals/medical institutions to which have applied to any time, were previously a member, or with which you are currently affiliated within the past 5 years.
Are you now or have you been a member of, or held clinical privileges at a hospital/medical facility? O Yes @ No Save Cancel

Add Affiliation ~ Next ~ Previous ?

Medical Staff Memberships/Hospital Affiliations

Hospital
Select ~

Institution Contact Institution Contact Last Institution Contact
First Name Name Phone

Institution Contact Fax Institution Contact Email

Hospital Maln | | esanees

New Contact

Contact First Name Contact Last Name Contact Phone Contact Fax Contact Email
Membership Type From Date To Date

Select ~ mm/dd/2000 =} mm/dd/yyyy [u]
Staff Category

Select ~

Save  Cancel

Do not add hospitals that you are currently applying for.

&



Certifications

Certifications
] Not licable to professi i Save Cancel
. Questions
A) Have you been examined by a specialty board, but failed to pass? If Yes, please specify board O Yes @No
B) If not certified, have you applied for certification examination? CYes @No
C) If no, do you intend to apply for certification examination? ®Yes ONo

If Yes enter an explanation

D) Have you been accepted to take the certification examination? If yes, what date(s) are you scheduled to take the examination? O ¥Yes @®@No

If you do not have any board certifications, select
“not applicable to profession or specialty” at the
top of the screen and then answer questions A -

Add Certification ~ Next  Previous

D. Certifications
If you have a certification, select “l am board Board Specialty Specialty SubSpecialty
certified” and then click “Add Certification” and Select v Select v | Select v
input all your Board Certification information, Board Certified Certification Number Certified Date Recertified Date Expiration Date
repeat as needed. Select - mm/dd/yyyy O mm/ddiyyyy 0 mm/ddlyyyy O
Status Description Inactive
Hit Next. 0

Save  Cancel




CME/CEU Credits

CME/CEU Credits

V If not applicable, provide date of recent completion of training.

Are your CME credits congruent with the clinical privileges you are requesting at this time? © Yes © No O Not Applicable

Date of recent completion of training ~ mm/dd/yyyy B

Save Cancel Upload Document Next Previous

Date is needed only if you are a recent graduate.

Answer the question on this page.

. 0 .
After answering the question, select “Upload Document” and Upioad Fie
follow the instructions on the pop-up box to upload your CMEs.
1. Choose File.
The only time you should select “Not Applicable” is if you are a 2 Utbad. |
recent graduate (enter that date in) or if your privileges do not 3. Exit when finished uploading.

require CME/CEU - for example, Medical Assistants.

Choose File | No file chosen

Upload

Once complete, hit Next.

CMEs are required for MPR to complete your

application. e




Military Service

V Military Service

Have you served or are you currently serving in the United States Military?

Add Military Service  Next Previous

* Answer the first question. If you answer No, hit save and next.

* Ifyou answer yes, select “Add Military Service” and complete the

form.
* Hit Next once complete. . Al
Serving Status Military Branch From Date
Select v Select v mm/dd/yyyy
Discharge Type Service Number
Select “ | |
Please Note: Grayed out areas cannot be supervisor Name SupervisorPhone  Phone Ext

changed. If you disagree with a date,
provide an explanation. Save  Cancel

) Yes O No Save

To Date

| mm/dd/yyyy

Supervisor Email

Cancel



Licensure

State
Select

License Number

Save Cancel

If you do not have a license, hit next.
If you have a current or pending license, select add
licensure and complete the form and hit save. DO

NOT ENTER EXPIRED LICENSES.

If you have multiple licenses, repeat this step until
all licenses are entered.

Once all your licenses have been entered, hit next.

Licensure

License Type License Status
v Select v Select >
Issue Date Expiration Date Failed Reason
mm/dd/yyyy m] mm/dd/yyyy im]

If your license is pending and you do not know your
license number, enter “PENDING” and the expiration
date 30 days in the future.



DEA/BNDD Registration

Controlled Substance Schedule Default State

Select v Select

Save Cancel

If you do not have a DEA/BNDD, hit next.

If you have a DEA/BNDD, select “Add DEA/BNDD” and
enter your information. Next, hit save.

Repeat this step for all current DEAs/BNDDs you have.

Once all information has been entered, hit next.

v

DEA/BNDD REG

Number

Issue Date

mm/dd/yyy O

Expiration Date

mm/dd/yyy (31



Liability Ins

o Professional Liability Insurance

Carrier Agent Name
Lo . . Select v
This is where you will enter in all current
. . . Phone Fax Email
Malpractice Insurance information.
Select “Add Professional Llablllty Policy Type Policy Number Effective From Effective To Date
Insurance” Sk
Select v mm/dd/yyy mm/dd/yyy

Enterin all the information found on the
Certificate of Insurance.

Save Cancel

Once all Liability Insurance policies have
been entered, hit next.

List ALL carriers within the past 120 days. Please upload a copy of your COI(s) in the documents section of
this application. This includes the KHCSF for all mandated practitioners practicing in Kansas. To see if you
are mandated to participate in KHCSF, please go to https://hcsf.kansas.gov/insurers/defined-hcps/

&
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Select “Add Reference” and your reference’s
information.

Repeat this step 5 times to enterinall 5
references.

An email address for your reference is
required.

Once all reference information has been
entered, hit next.

You must enter the provider’s email
address. We cannotuse a
delegate's email address.

Professional Reference

Professional References

Add Reference Next Previous

Professional references are required by hospital surveyors and a questionnaire with specific required questions will be mailed to these practitioners. List five (5)
practitioners in your same professional discipline (e.g. physician to physician, APRN to APRN, PA to PA, LSCSW to LSCSW, etc.), who have personal knowledge of
your current clinical abilities, ethical character, health status, and who will provide specific written comments on these matters upon request from the hospital and
medical staff authorities. The named providers must have acquired the requisite knowledge through recent observation of your current practice over a reasonable
period of time. None of the individuals that are used for a professional reference should be related to you by a family relationship. (Possible sources include:
Chief of training program, department chair / chief, proctor, mentor, or practitioners in the same specialty). It would be helpful if you could notify these individuals that a
professional reference request will be made and request they be attentive to the request. We must have all contact information.

Professional References

First Name Middie Name Last Name Professional Suffix
Select v
Address Line 1 Address Line 2
City State Zip Code
Select v
Phone Fax Email Active
] Please mark this box if this person can be used as a current

professional reference. You must haveat least 3 references marked
active. Please note that if this box is not checked, the reference will
NOT be contacted.

Save Cancel




Applicant Information

* Answer all questions on this page.

* Ifyou answer ‘yes’ to any of these questions, an explanation is required.

*  When complete, hit next.

Wﬂ‘_lm 0. [Oo you cumrentiy hares any lmiations o your pradice (Le,, patient population; hours, el @Yos Mo

Save  Next  Previous i Yes entar an oxplanation

Gl E, Have you been under imvestigation by any govesmment agency o deparement thereof relating o your practioe of medione? OYes @ Mo
ILary of the lakowing questions are ansaered in ihe affrmaive "ves’. please provide & full explanation. If the question does not apply to you, ploase F. Harve you been conicied, pisad guity. (cowt marsaled), & a felony, medemeanar, or any offence masanably relaled o yor O'Yes @ Mo
ik 0 guadifications, lunctions, or dubies o s a medical professional, o any offence which = an essential element of faud, dshonesty,

o 5 9
Harve any of #he followng been voluntasily or involunganty retinguished, denied, revoked. suspenced, rot renewed, canceded, placed on probation, subject vy ek o ol G g YN e e s £ Mt ok iin wlegrd i g I'Dr!lgl'.Danll'p

io disogiinary action, kermimaled, resiiciad, sancSoned, limied, raduced, loss of, abolished, exduded asseszed penalies; or kave you been reparbed 1o, . Hawe you ever been sanchionsd by, charged by, oo sdvemely isted by any isderal, state, or local sooial serace agency for CiYps W Mo
had any challanges o, or hawe procesdings toward any of thoze ends ever been instited, or voluniary or involuntanly refingushed any idems io these any neason?

anganizations while undes myeshgabon al, or in anbopeton of any of these achions ™
H. For any reason ane you unable to exemse the priviisges you have requesied and all |he senvices required by the applicable OYes & Mo
State Licenss(xz) o practice your pﬂ:fEHID'! O¥es B Mo n:u‘.i:ln:nr\-g practSooer agresmant, with or withoul reasorabls accoremodadons, according o accspied standaeds: of

professional performance and withou! posing a direct freat (o the safsty of patents?

Controlled Subsiance Regsiration Ceriifcade [DEA. OGS, BNOD, sic) C¥os ®Mo
L.Are you & present named or have you been a party o 8 professional malpracice st in whidh a jogment af linrity was iYes & Mo
# 1
Hiospital Stalf Mesnbershin/ Clinic Priv O¥es @ Mo enteeed against you or which was resolved by a sefiemant fren yous o your insurer?
- o 4. e you curently, ar have you besn @ defendant in any ol acbion o had ssues refabed 1o qualificatons, compstence, DYes & No
Piodessional Crpanization Membership or Emplayment |Locad, Stale, Federad, Foreign) O¥es ®Mo functions, or duties = a medical professonal, o for alisged faud, or charged in any criméral scfion arsing fom an act of
winkenca, child abuse, sexual offenss, or sexual misconcuct?
MedicareMsdicaid or other Government program Parcipation, HMO, PPO, or cther insurance Plan or Agency Participation D%es @ Mo
K., Hava you changed Rability insurance carmiars in he pest fres years? CiYes & Mo
BoardiSpeciaity Cerfication O Y¥os ®No
i L Do you ourenlly use ilici drugs, presaripbon dnsgs nol dspensed. presonbed, or adminesdered by ancther bosmsed healn Yas @ Mo
Professional Liabilty insarance O¥os @Ma came provider, or olher chemical sisstance fat would affect your abiity 80 safely sxerose fhe privieges you have requested
and all the services requined by the applcable parscipaing faciity{iesr?
A Has your application ever bean withdrawn for affilason or reappomiment or reneaal of affiiason or for dinical privikeges, o CiYes Mo
renewal of chnical priviisges while the application was pending? M. Have you received or been advsed io sesh Seatment for any mental, physical condition {including infecious dmeases), or Di¥as @ No

alconolidrugichemical dependencies thas woulkd affsct yaur abikly o =3lely exercse the privileges. you nave requesied and il

. Have you been denied membeashp an a hospital medical slaff or advancement m medical staff status, or has suchademal O Yes ® Mo the services requied by the applicabie participating facithylies)?

ever been recommended by a standing medical siall commities or goveming body?

G Has your request for any specific dinical priviege besn denied or granted with sialed imitabions {aside fom ordinary initial 1 %¥os @ Mg Save Mexl Prewous
requiremnents of sponsorship) or has such a denial or fmitafon been recommended by a sianding commitiee or gmeaming
bocyT Canosl
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Select all facilities where you are wanting to
apply for privileges.

Once all facilities have been selected, hit
next.

Facilities

Mexi  Previous

Show = _Eniries Seanch;

Facility
O Andover Amibulatory Surgery Centor - Andover, KS 7002

Ashland Health Centor - Ashland, S 67831

o a

Aspon Mountain Medical Centor - Rock Springs, WY 82901

Atchizon Community Hoaith Clinic - Atchison, K5 66002

OO

Centar For Same Day Surgery - Wichita, K5 e7214

Ol Chayonne County Hospital - Saint Francis, KS 67756

[ Citwens Medical Centaor, Inc. - Colby, KS 67701

O Clay Cownty Medical Centor - Clay Center, K5 67432

0 Coffey County Hospital - Burlington, K5 66538

0 Ceomanche County Hospital - Coldwator, KE 7029

[ Coronado Surgical Recovery Suites - Hendarson, NV 83082
[ Cypress Surgery Conter - Wichita, K5 87226

O Edwards County Hospital & Hoalth Center - Kinshey, K5 67547
Ol Efliveocd District Hospital - Ellinvwood, K5 67826-1440

O] Fredonia Regional Hospital - Fredonda, KS 88736-0679

0 Gresley County Hospital - Tribune, K5 E7T8T3

] Heabthcoro Chnic - Wichita, K5 67214

O Huntor Health - Wichita, KS 67214

0 Jewell County Hospital - Mankatc, K5 660560327

[0 Kansas Heari Hospital - Wichita, K5 67228

Shawing 1 to 20 of 57 enfries Prenoos . i | & | hmg
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This screen is where you will upload all your documents.

Click on the download button, complete each page, and
then click the upload button to attach the document to
you application — only one upload per slot is allowed

All required documents are marked yes — you will not be
able to submit your application without all these
uploaded.

Once all documents are uploaded, hit next.

CME’s are not required to submit the
application but are required before MPR
can complete the application.

Documents

Documents

Upload Misc. Doc

Required

Yes

Yes

Next  Previous

Document Upload Date/Time

Government Issued Photo ID

Current Photograph

Current Curriculum Vitae (CV) or Resume

Current Malpractice Certificate of Insurance

MPR - Application Addendum Download
Military OMB #3095-0029 Records Request Download
NATSB - Employment Disclosure and Authorization for Background Download
Check

Kansas Healthcare Stabilization Fund Certificate (MD, DO, DC, DPM,
CRNA, PA, NMW, and DDS practicing in Kansas)

Training Log of Procedures (If a graduate within the past year)

Life Support Certificates

Certificates/Other Supporting Documentation

MPR - Authorization to Release Information Download

Upload

Upload

Upload

Upload

Upload

Upload

Upload

Upload

Upload

Upload

Upload

Upload



History Gaps

History Gaps - No Gaps Exist

Save Gap Clear Next Previous

V Description Start Date End Date Inactive
Education - University of Kansas School of Medicine - KC - Kansas City, KS 66160 08/01/2007  08/01/2011
Education - University of Kansas Scheol of Medicine - KC - Kansas City, KS 86160 07/01/2012 01/01/2014
Hospital Affiliation - Comanche County Hospital - Coldwater, KS 67029 07/01/2014  08/25/2023
Work History - Comanche County Hospital - Coldwater, KS 67029 07/02/2014  08/25/2023

If you have any gaps within the past 5 years,
they will be highlighted here and an

History Gaps - Gaps Exist

explanation is required. SaveGap Clear Newt Previous
Description Start Date End Date Inactive
|f no ga pS are p rese nt’ h it N ext. Education - University of Kansas School of Medicine - KG - Kansas City, KS 66160 08/01/2007  08/01/2011
Education - University of Kansas School of Medicine - KC - Kansas Gity, KS 66160 07/01/2012  01/01/2014
To enter an eXpla nation , un derU pd ate Ga P Hospital Affiliation - Comanche County Hospital - Coldwater, KS 67029 07/01/2014  05/11/2023
History, enter the start date, end date, and Work History - Comanche County Hospital - Coldwater, KS 67029 07/0212014  05/11/2023
explanation then select Save Gap. Repeates I
necessary. .
Hit Next. Update Gap History
Start Date End Date Description Inactive
mmiddiyyyy O | mmiddyy D -

Save Gap  Clear Next Previous
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If your application has all the required information and
documents, you will see green checkmarks next to
each section title and can click and submit.

If you have a red X, you will need to revisit that page
and complete the required information.

After you have all green checkmarks, you can type in
your signature and date of completion.

NOTE: If you want to expedite your application, click
the expedited option.

At this point, you may be required to submit a
payment.

Sign and Submit

Sign and Submit Initial Appointment Application

Previous

& Personal Information
@ Hospital Affiliations

© Certifications

(9 CME/CEU Credits

® Licensure

) DEA/BNDD Reg

® Liability Insurance

® Malpractice Claims

© References

® Application Information
® Facilities

® Documents

& Education and Training
® Academic Affiliations
© Work/Practice History
& Military Service

@ History Gaps

You have not visited the Personal Information

You have not visited the CME/CEU Credits
You have not visited the Licensures

You have not visited the DeaBnnd Regs
You have not visited the Liability Insurances

You have not visited the Malpractice Claims

You have not visited the Applicant Information

You have not visited the Facilities

You must upload all required documents

You have not visited the Academic Affiliations

You have not visited the Military Service

PLEASE NOTE: Once you hit submit, you cannot go back and make changes or upload

documents. All required documents must be uploaded before you submit your application!!

&



Reappointment

Application M P R v

MEDICAL PROVIDER RESOURCES




Reappointment Application

® There are two ways to get the reappointment section. . : —
[ F i rst, you can Select 13 M P R C redentia I i ng » in the u p pe r 2 ::::: o If you've never had privileges at the facility that you're applying for, please click on the Initial Appointment button below.
a7 infial Appaintments
13 H ”
Ieft corner. NeXt’ seIeCt Rea pPOI ntme ntS T If you are renewing privileges that you've already been approved for, please click on the Reappointments button below.
. Reappoiriments e
Second, you can select “Reappointments” on the left
If you are updating credentialing documents, please click on the Document Updates button below.
side of the screen. D s
Once in the reappointment screen you will see the s
eapp ents Queue

reappointments that you have coming due. If you are a

1 Include Unsubmitted

provider, you Wi" Only see your name. Reappt Dates Create Date Submit Date Last Name First Name Processed Date Term Date
01/01/2023 11/07/2022 11/07/2022 - - 1111072022
01/01/2023 11/04/2022 11/10i2022 - - 11/10/2022
If you are a credentialing agent and we have received your
02/01/2023 11/10/2022 11/10/2022 - -
Delegation of Credentialing form authorizing you as a delegate, oa01/2028 101172022 mosaoze (Y a
you will see the names of all providers who have an upcoming B ooz ooz (D -
051012023 110772022 111092022 - .

reappointment.

To start the reappointment, select the edit box on the far-right

side of the screen.




Personal Information

First Name Middie Name Last Name Name
Suffix

- =)

Masden NamewAhases [ Add |

NOTE: All the information we have on file from the

provider’s previous reappointment or initial app, will o . —— M e e
auto-fill in but you will still need to go through every - Spaciaty Susspaciany CAGH Mammber
screen and make sure that no information needs to be e = :
updated.

=)

Check to make sure all information is correct

Home Address Line 1 Home Address Line 2

We will need the provider’s email address entered in this

Home City Home State Home Zip
section, not the credentialing email. Cell phone is - —
required. Home Phons Cott Phose Ermall  Wihen changing your small you will need to re-cegisier to
Aadress sign into the portal. T will take an internal change at MPR.

Sponsoring Physician - Non-Physician Only
Phyzician Name

Phone Fax Email Address.




Sponsors

v

Sponsor

Sponsoring Physician - Non-Physician Only

Add Sponsor Next Previous

* If you have a sponsoring physician, select Add Sponsor.

Sponsor

* Enter in all the requested information.
Facility
Select v

* Hit Next.

First Name Last Name New Sponsor
Address Line 1 Address Line 2

City State Zip
Select v

Phone Phone Ext Fax Email Inactive

Save  Cancel




v

If you do not have any Hospital Affiliations,
Select no and hit next.

Please check the current hospital
affiliations and dates, if anything needs
changed, select “edit” and make the
changes. You cannot edit grayed out
information.

If there are new affiliations that need to be
added, select “Add Affiliation” and
complete all the information and hit save.
Repeat as necessary.

Once all Hospital Affiliations are entered,
hit Next.

Hospital Affiliations

Medical Staff Memberships/Hospital Affiliations

List all active hospitals/medical institutions to which have applied to any time, were previously a member, or with which you are currently affiliated within the past 5 years.
Are you now or have you been a member of, or held clinical privileges at a hospital/medical facility? © Yes @ No Save Cancel

Add Affiliation Next Previous ’

Medical Staff Memberships/Hospital Affiliations

Hospital

Select ¥
Institution Contact Institution Contact Last Institution Contact Institution Contact Fax  Institution Contact Email
First Name Name Phone

Hospital Main EREORRRR.

New Contact

Contact First Name Contact Last Name Contact Phone Contact Fax Contact Email
Membership Type From Date To Date

Select ~|  mm/dd/2000 ) mm/dd/yyyy )
Staff Category

Select v

Save Cancel



v

If you do not have any board certifications,
select “not applicable” at the top of the screen
and hit next.

Check the current board information for
accuracy.

If changes need to be made, select “edit” and
update the information.

Hit Next.

Certifications

Certifications

] Not icable to p i Save Cancel

Questions

A) Have you been examined by a specialty board, but failed o pass? If Yes, please specify board
B) If not certified, have you applied for certification examination?

C) If no, do you intend to apply for certification examination?

If Yes enter an explanation

D) Have you been accepted to take the certification examination? If yes, what date(s) are you scheduled to take the examination?

Add Certification Next  Previous

Yes

® Yes

) Yes

® No

® No

® No



CME/CEU Credits

CME/CEU Credits

V If not applicable, provide date of recent completion of training.

Are your CME credits congruent with the clinical privileges you are requesting at this time? O Yes O No O Not Applicable

Date of recent completion of training mm/ddiyyyy 0O

Save Cancel Upload Document Next Previous

This page will not auto-fill and must be completed

before you can submit your application.
Upload File X

Answer the questions on this page.
1. Choose File.

2 Upload.

. H €«
After answering the question, select “Upload 3. Exit when finished ugloading.

Document” and follow the instructions on the pop-up

box. Choose File |No file chosen

Once complete, hit Next. Upload

The only time you should select “Not Applicable” is if you
are arecent graduate (enter that date in) or if your

Exit

privileges do not require CME/CEU - for example, Medical
Assistants.




v

If you do not have a license, hit next.
Check the current license information for accuracy.

If any information needs to be updated, please select
“edit” and make the appropriate changes.

You cannot change any grayed out information.

Hit next.

Licensure

Licensure

State License Type
Select v Select

License Number Issue Date

mm/dd/yyyy

Save Cancel

u]

License Status
Select
Expiration Date

mm/dd/yyyy

Failed Reason



DEA/BNDD Reg

v

If you do not have a DEA/BNDD, hit next.

Verify all recorded information is correct. DEA/BNDD Registration
Select “edit” if any information needs to be e e e i e i i s
updated.

Select v Select v mm/dd/yyy\ 9 mm/dd/yyy:&

Save Cancel

You cannot edit grayed out areas.

Once all information has been entered, hit
next.




Liability Ins

v

Professional Liability Insurance

Carrier Agent Name
Verify we still have the most accurate and Select 5
up-to-date malpractice insurance. )

Phone Fax Email
If any changes need to be made, select
“aedit” Policy Type Policy Number Effective From Effective To Date

Date
Select v mm/dd/yyy B mm/dd/yyy 8

You are not able to edit grayed out areas.

Save Cancel

Once all Liability Insurance policies have
been entered, hit next.




References

Professional References

« Add Reference Next Previous

Professional references are required by hospital surveyors and a questionnaire with specific required questions will be mailed to these practitioners. List five (5)
practitioners in your same professional discipline (e.g. physician to physician, APRN to APRN, PA to PA, LSCSW to LSCSW, etc.), who have personal knowledge of
your current clinical abilities, ethical character, health status, and who will provide specific written comments on these matters upon request from the hospital and
medical staff authorities. The named providers must have acquired the requisite knowledge through recent observation of your current practice over a reasonable
period of time. None of the individuals that are used for a professional reference should be related to you by a family relationship. (Possible sources include:
Chief of training program, department chair / chief, proctor, mentor, or practitioners in the same specialty). It would be helpful if you could notify these individuals that a
professional reference request will be made and request they be attentive to the request. We must have all contact information.

Go through the list of references and make
sure that the Provider still wants to use this Professional References
information for professional references.

First Name Middle Name Last Name Professional Suffix
Select ~
Select “edit” on each reference and make Adirass Linad Address Line 2
sure that we have an updated/current email
address for every reference, select Active. City Stalo ZpCode
Select ~

Active

Phone Fax Email

Once all reference information has been
entered/updated, hit next.

Please mark this box if this person can be used as a current
professional reference. You must haveat least 3 references marked

active. Please note that if this box is not checked, the reference will

NOT be contacted.

Save  Cancel




Applicant Information

* Answer all questions on this page.

* Ifyou answer ‘yes’ to any of these questions, an explanation is required.

*  When complete, hit next.

Wﬂ‘_lm 0. [Oo you cumrentiy hares any lmiations o your pradice (Le,, patient population; hours, el @Yos Mo

Save  Next  Previous i Yes entar an oxplanation

Cano E, Have you been under imvestigation by any govesmment agency or depariment thereof relafing o your practice of mesdicne? O ¥es @ Mo
ILary of the lakowing questions are ansaered in ihe affrmaive "ves’. please provide & full explanation. If the question does not apply to you, ploase F. Harve you been conicied, pisad guity. (cowt marsaled), & a felony, medemeanar, or any offence masanably relaled o yor O'Yes @ Mo
ik 0 guadifications, lunctions, or dubies o s a medical professional, o any offence which = an essential element of faud, dshonesty,

Ve i ]
Harve any of #he followng been voluntasily or involunganty retinguished, denied, revoked. suspenced, rot renewed, canceded, placed on probation, subject any act of violerion or are Yo il i alion o dicmea for an syt trisrm- I s UShora I'Dr!lgl'.Danll'p
io disogiinary action, kerminaled, restricied, sancSoned, limied, rsduced, loss of, abolished, exduded ssseczed peraiies or kave you been reparted 1o, . Hawe you ever been sanchionsd by, charged by, oo sdvemely isted by any isderal, state, or local sooial serace agency for CiYps W Mo
had any challanges o, or hawe procesdings toward any of thoze ends ever been instited, or voluniary or involuntanly refingushed any idems io these any neason?

anganizations while undes myeshgabon al, or in anbopeton of any of these achions ™
H. For any reason ane you unable bo exemse e privisges you have requesied and all |he ssrvioes required by the applicable OYes @& Mo

State Licenss(x) o practice your profession CiY¥ps @ Na I:l:u‘.i:ln:nr\-g practSooer agresmant, with or withoul reasorable accomemodatians, according o accspied standaeds: of
professional performance and withou! posing a direct freat (o the safsty of patents?

Controlled Subsiance Regsiration Ceriifcade [DEA. OGS, BNOD, sic) O¥os Mo

L.Are you & present named or have you been a party o 8 professional malpracice st in whidh a jogment af linrity was iYes & Mo
Hespital Stalf MembershiniClinic Prive O¥es @ Mo enteeed against you or which was resolved by a sefiemant fren yous o your insurer?

= e 4. e you curently, ar have you besn @ defendant in any ol acbion o had ssues refabed 1o qualificatons, compstence, DYes & Mo

Professional Organization Membership or Empiayment {Local, Sate, Federa, Forign) O¥es ®Mo functions, or dulies os a medical professonal, or for alieged fraud, or chasged in any crimisal acfion arsing fom an act of

winkenca, child abuse, sexual offenss, or sexual misconcuct?
MedicareMsdicaid or other Government program Parcipation, HMO, PPO, or cther insurance Plan or Agency Participation SYes ®MNa

K. Have you changed Rabslfy msurance camars in e st frem yoars? CiYes & Mo
BoardiSpeciaity Cerfication O¥os @ Mo

L. Do you ourrendly use ilici drugs, presoripbon dnegs nok dis; sed, presaibed, or adminsiened by ancther scensed healn o Yas Mo
Professional Liabilty Insurance OYes @ Mo ¥ ¥ g P g e ¥ ’ ®

can provider, o olher chamical sishstance il would afect your abdiy o salely exerose Tie privileges you harve requesied,

and all the services requined by the applcable parscipaing faciity{iesr?
A Has your application ever bean withdrawn for affilason or reappomiment or reneaal of affiiason or for dinical privikeges, o OYas ®No

rerewal of chnical privieges while the application was pending M. Have you received or been advsed 1o sesk Festment for any mental, physical condition {including nfecious dmeases), or OYes @ Mo
alcoholidrugichemical dependencies that would affesct your abilty o safely exemiss the privileges. you have reguested and ail

. Have you been denied membeashp an a hospital medical slaff or advancement m medical staff status, or has suchademal O Yes ® Mo the services requied by the applicabie participating facithylies)?

ever been recommended by a standing medical siall commities or goveming body?

G Has your request for any specific dinical priviege besn denied or granted with sialed imitabions {aside fom ordinary initial 1 %¥os @ Mg Save Mexl Prewous
requiremnents of sponsorship) or has such a denial or fmitafon been recommended by a sianding commitiee or gmeaming
bocyT Canosl




Facilities

v

Select the facilities where you want to reappoint.

Facilities

Next Previous

You will only see facilities listed where you currently ki
.. Ellinwood District Hospital - Ellinwood, KS 67526-1440
hOld perllegeS. . L. . [l Cypress Surgery Center - Wichita, KS 67226
* Forexample, if you have privileges at Ellinwood, g Medicine Lodge Memorial Hospital - Medicine Lodge, KS 67104
Cypress, and Medicine Lodge —you will only see
these three facilities listed.

If you are not renewing at a facility, select the
“Remove” checkbox.

Once all facilities have been selected, hit next.




Documents

Documents
« Upload Misc. Doc Next Previous
Required Document Upload Date/Time
Yes Current Malpractice Certificate of Insurance Upload

This screen is where you will upload all
your documents.

MPR - Application Addendum Download Upload
MPR - Authorization to Release Information Download Upload

Kansas Healthcare Stabilization Fund Certificate Upload

Click on the upload button to attach
the document to you application — only pracicng nkamss)
one upload per slot is allowed

Life Support Certificates Upload

Certificates/Other Supporting Documentation Upload

All required documents are marked yes
—you will not be able to submit your et A e
application without all these uploaded.

Once all documents are uploaded, hit CME'’s are not required to submit the
next. application but are required before MPR
can complete the application.

&




Sign and Submit

Sign and Submit Initial Appointment Application

Previous

« @ Personal Information

© Hospital Affiliations

If your application has all the required information © Certifications
and documents, you will see green checkmarks next NUCHE/SER Gredts
to each section title and can click and submit.

® Licensure
) DEA/BNDD Reg

© Liability Insurance

If you have a red X, you will need to revisit that page

. . . © Malpractice Claims
and complete the required information.

© References

(@) Application Information

After you have all green checkmarks, you can type in © Facillties
your signature and date of completion. T,
Applicant Signature
At this point, you may be required to submit a -
payment before you can complete the signature Date
application. 1111012022

Submit Cancel




Document

Updates [\V/| ] DIV

MEDICAL PROVIDER RESOURCES




Reappointment Application

There are two ways to get the document update section. mii e ciesenaing e =
B Initial Appointments Welcome to the MPR Credentialing Portal
E e é_ If you've never had privileges at the facility that you're applying for, please click on the Initial Appointment button below.
H - - . Reappointments
First, you can select “MPR Credentialing” in the upper left Il Appeinimeris
corner. Next, Select “Document Updates,, Ifﬂi:;:n::e;esnewing privileges that you've already been approved for, please click on the Reappointments button below.
If you are updating credentialing documents, please click on the Document Updates button below.
Document Updates é—
Second, you can select “Document Updates” on the left side of
the screen.
Document Updates Queue
Include Unsubmitted
once In Document Updates’ If you have any upcomlng Expiration Date Last Name First Name Submit Date Processed Date Term Date
expirable documents, you will see your name here. ooz [ ) @
01/09/2023 - - z
01/09/2023 - . =
Select the “edit” button on the far right of the screen on the sz (D ) =
. . 01/09/2023 . [r4
provider you wish to update. -
01/09/2023 . . =
01/09/2023 - - &
0110912023 - - =z
0170912023 - - ®
01/09/2023 - - #

12345 Next




v

Oncein this screen, will see a list of
expired Malpractice Policies that MPR has
on file for you that need to be renewed.

Select “edit” and update the Policy
Information.

Select Upload Document and upload the
new document.

PLEASE NOTE: After choosing file, you
will need to select “upload” before you hit
exit.

Repeat this for all document updates you
have.

Sign and Submit

Document Updates - Professional Liability Insurance

Add Insurance Next

Edit  Upload Document
Carrier Agent Name

Phone Fax

(877) 974-2742

Effective From Date Effective To Date
01/01/2023

Policy Type Inactive

Group 01/01/2022

Policy Number

Add Insurance Next Previous

Upload File o .
Notices are setto go
1. Choose File .
2. Upload out automatically and
3. Exit when finished uploading. ll become more
Wi
‘. Choose File [ No file chosen

frequent as the
Uploa document expiration
date approaches.

Exit




o * When registering, you will get the message that we will process
your registration.

*  We go through the requests individually so it will not be an
immediate response — please don’t register more than once
as this causes delay.

* Once the registration is approved, you should get an
automatic notice with a link to set your pin and password.
This does not always come through, so you will also get an

Extra Information, email from Sinda Nispel-Borboa with further instructions.
. . * For Credentialing Agents — when adding a provider to your roster —
Ti PS, and Tricks DO NOT USE YOUR EMAIL ADDRESS. Our system only allows one

email per registration. By using the credentialing agent email in the
provider email account, it locks both accounts and the registration
cannot be approved.

* Initial and Reappointment - if you do not upload current CMEs
(with the exception on recent graduates) we cannot complete the
application. There are two spots to upload CMEs - please use one
of these!




M PRQ Contact Information

MEDICAL PROVIDER RESOURCES If you have any further questions, please do not hesitate to contact us.

@ Sinda Nispel-Borboa

sindanispel-borboa@mprcred.com

(316) 221-8279

@ Gennefer Muzzy

gennefermuzzy@mprcred.com

(316) 500-1304

@ Document Updates

documentupdates@mprcred.com




