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	Verification of Practical Experience

   Health Care Risk Manager Applicants




Experience necessary to qualify for licensure as a Health Care Risk Manager as specified in 59A-10.036, Florida Administrative Code must be documented by the applicant and verified by the employer.  

1.	Personal Information

	Last Name
[bookmark: _GoBack]     
	First Name
[bookmark: Text601]     
	Middle Name
     
	Telephone Number
     

	Provide aliases (AKA) used during the employment period and explain
     

	Mailing address as submitted on the health care risk manager licensure application
     

	City
     
	County
     
	State
     
	Zip
     



2.	Employment Information

	Name of Employer/Facility
[bookmark: Text608]     
	Telephone Number
[bookmark: Text606]     

	Address
[bookmark: Text609]     
	City
[bookmark: Text607]     
	State
[bookmark: Text610]     
	Zip
[bookmark: Text611]     

	Position Title
	Dates of Employment

	[bookmark: Text612]     
	[bookmark: Text613]Begin:      
	[bookmark: Text614]End:      

	Name of supervisor during the employment period
[bookmark: Text616]     




	The employer named above is:


	A.
	[bookmark: Check2]|_|
	Authorized Insurer or Medical Malpractice Risk Management Trust Fund
I have been employed or retained by an authorized insurer or medical malpractice risk management trust fund for a period of at least one year (2080 working hours) to participate in the development or implementation of, or compliance with, an internal risk management program, including the review, investigation and analysis of a facility’s internal incident reports.

	B.
	[bookmark: Check3]|_|
	[bookmark: Text615]Florida Licensed Hospital or Ambulatory Surgical Center	License Number:      
I have had at least one year (2080 working hours) of practical experience in health care risk management in the areas of competence outlined in Section 395.10974, F.S., and defined in Chapter 59A-10.036(2), Florida Administrative Code, or in the areas checked pursuant to Rule 59A-10.033(2), whichever is applicable.





3.	Applicant Attestation of Duties

	During the time of my employment, I performed at least one of the duties outlined in each of the following areas of competence. (You must be able to check one box under each area of competence.) Refer to Rule 59A-10.033(2).


	A.
	Applicable Standards of Health Care Risk Management

	
	|_|
	Responsible for the implementation of and/or compliance with the program of internal risk management as established pursuant to Section 395.0197 or Section 641.55, F.S.

	
	|_|
	A member of the facility’s risk management committee, which has principal responsibility for the development and/or implementation and/or compliance with the internal risk management program as established pursuant to Section 395.0197 or 641.55, F.S.

	

	B.
	Applicable Federal, State and Local Health and Safety Laws and Rules

	
	|_|
	Review, investigate, analyze and present recommendations based upon the facility’s internal incident reports.

	
	|_|
	A member of or staff to that committee, panel or other functional groups which have responsibility for:
[bookmark: Check5]     |_| Compliance with applicable health and safety laws, rules and procedures; or
[bookmark: Check6]     |_| Conducting safety surveys and inspections within the facility.

	

	C.
	General Risk Management Administration

	
	|_|
	Review, investigate, analyze and present recommendations based upon the facility’s internal incident reports.

	
	|_|
	Establish, implement, supervise or serve as staff to that department or unit, which has responsibility for the internal risk management program as established in compliance with Section 395.0197 or 641.55, F.S.

	

	D.
	Patient Care

	
	[bookmark: Check4]|_|
	Review, investigate, analyze and present recommendations based upon the facility’s internal incident reports.

	
	|_|
	Review patient grievances related to patient care and the quality of medical services within the facility.

	
	|_|
	A member of, serve as staff to, or to coordinate with those facility committees, panels, or other functional groups which have responsibility for the establishment or review of policies, procedures, or standards which govern patient care or the quality of medical care within the facility.

	

	E.
	Medical Care

	
	|_|
	Review, investigate, analyze and present recommendations based upon the facility’s internal incident reports.

	
	|_|
	Review patient grievances related to patient care and the quality of medical services within the facility.

	
	|_|
	A member of, serve as staff to, or to coordinate with those facility committees, panels, or other functional groups which have responsibility for the establishment or review of policies, procedures, or standards which govern patient care or the quality of medical care within the facility.

	

	F.
	Personal and Social Care

	
	|_|
	Review, investigate, analyze and present recommendations based upon the facility’s internal incident reports.

	
	|_|
	Review patient grievances related to patient care and the quality of medical services within the facility.

	
	|_|
	A member of, serve as staff to, or to coordinate with those facility committees, panels, or other functional groups which have responsibility for the establishment or review of policies, procedures, or standards which govern patient care or the quality of medical care within the facility.

	

	G.
	Accident Prevention

	
	|_|
	Review, investigate, analyze and present recommendations based upon the facility’s internal incident reports.

	
	|_|
	A member of or staff to that committee, panel or other functional groups which have responsibility for:
     |_| Facility safety; or
     |_| the implementation of education and/or training within the facility which is designed to prevent accidents; or
     |_| the implementation of that portion of internal risk management program which is related to accident prevention.

	

	H.
	Departmental Organization and Management

	
	|_|
	Review, investigate, analyze and present recommendations based upon the facility’s internal incident reports.

	
	|_|
	Establish, implement, supervise or serve as staff to that department or unit, which has responsibility for the internal risk management program as established in compliance with Section 395.0197 or 641.55, F.S.

	

	I.
	Community Interrelationships

	
	|_|
	Enlist, obtain and/or coordinate public and/or community service resources in those activities which help achieve the objectives of the internal risk management program. (Such activities may include participation in the facility’s community disaster planning activities, infection control activities, toxic waste disposal activities and coordination of community-based training and education programs for medical service personnel.)

	

	J.
	Medical Terminology

	
	|_|
	Review, investigate, analyze and present recommendations based upon the facility’s internal incident reports.

	
	|_|
	Review patient grievances related to patient care and the quality of medical services within the facility.

	
	|_|
	A member of, serve as staff to, or to coordinate with those facility committees, panels, or other functional groups which have responsibility for the establishment or review of policies, procedures, or standards which govern patient care or the quality of medical care within the facility.




4.	Applicant Attestation


	I,
	[bookmark: Text617]     
	, attest as follows:

	
	
	

	1.
	Pursuant to section 837.06, Florida Statutes, I have not knowingly made a false statement with the intent to mislead the Agency in the performance of its official duty.  

	2.
	Pursuant to section 408.815, Florida Statutes, I acknowledge that false representation of a material fact in the license application or omission of any material fact from the license application by a controlling interest may be used by the Agency for denying and revoking a license application.

	3.
	Pursuant to section 408.806, Florida Statutes, under penalty of perjury, the applicant is in compliance with the provisions of section 408.806 and Chapter 435, Florida Statutes.

	
	[bookmark: Text618]     
	
	[bookmark: Text619]     

	
	Signature of Applicant
	Date




5.	Employer Attestation

	
	

	I,
	     
	, attest as follows:

	
	
	

	
	Pursuant to section 837.06, Florida Statutes, I have not knowingly made a false statement with the intent to mislead the Agency in the performance of its official duty.  

	
	

	
	

	I hereby certify that:  
	[bookmark: Text620]     
	has one year of experience while an 

	
	Name of applicant
	

	employee of or retained by the entity identified in section 2, and that during this time, performed the duties as indicated in section 3.


	
	
	

	Signature of Employer or Authorized Agent
	
	Date

	
	
	

	Print or Type Name
	
	Title








RETURN THIS COMPLETED FORM TO:

AGENCY FOR HEALTH CARE ADMINISTRATION
HOSPITAL AND OUTPATIENT SERVICES UNIT
2727 MAHAN DR., MS 31
TALLAHASSEE FL  32308

Questions?  
Review the information available at http://ahca.myflorida.com/ or contact the Hospital & Outpatient Services Unit  at (850) 412-4549
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