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	APPLICATION FOR AUTHORIZATIONS 
	Non-Emory Healthcare Research/Nursing/Clinician Role through Nursing Administration
	






Site(s) requested: (sponsor must have active Emory privileges/clinical access at each site selected)

 Emory University Hospital /EUH 	   Emory University Hospital Midtown/ EUHM
 Winship Cancer Institute /WCI                Pain/Ambulatory Surgery Center/EUHM
 The Emory Clinic/Satellites /TEC             Select Specialty Hospital/EUHM
    (select TEC not hospital location)         Emory Rehabilitation Hospital (ERH)
 Ambulatory Surgery Center/TEC            Emory Orthopaedic and Spinal Hospital/EUOSH
 Wesley Woods /WW                                 Emory Orthopaedic and Spinal Center/ExecPk
 Emory Johns Creek /EJC                        Emory Saint Joseph’s Hospital /SJH
 Other______________________________           Other______________________________________

Please note OR beside site if Operating Room (OR) access is required for clinical role (No Direct Patient Care in OR)



CLINICAL SPONSOR /PHYSICIAN'S    STATEMENT

I agree to sponsor     _____________________________________________________________________________________
                                                                                  (Print applicant’s name)


For the  role of_________________________________________________________________________________________
                                                                                

I recommend that the above named, sponsored applicant be granted authorizations at the selected sites of which I have active clinical privileges. 
       
I acknowledge that the Applicant is not an employee of EMORY HEALTHCARE.  I am required by EMORY HEALTHCARE to provide proof of the applicant’s continuing professional liability insurance coverage for the acts and omissions.  For Emory University applicants, in lieu of attaching a copy of such certificate of insurance, the Nursing Office of Credentialing is requiring verification of the applicant’s Emory University employment or student status in order to confirm their provision of Clifton Casualty coverage.  

I, the undersigned, agree to be responsible for supervising the above named applicant and accept the responsibility to see that all granted authorizations are properly exercised.  I also agree to notify EMORY HEALTHCARE Nursing Office of Credentialing if this person should leave my employment/service or if there is a change in my clinical privileging at the selected sites.

       ___________________________________________________________	____________________________________
Physician or Sponsor Signature                                                                            Date

___________________________________________________________	____________________________________
       Printed Physician/ Sponsor Name			                               Phone Number
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