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Hunter New England Area Health Service 

SENIOR MEDICAL PRACTITIONER APPLICATION FOR APPOINTMENT 
& CLINICAL PRIVILEGES 

 Salaried Medical Specialist  Visiting Medical Other 
 Visiting Dental Officer   Honorary Medical Officer   

PLEASE RETURN COMPLETED FORM TO:           
Medical Workforce Development               
Locked Bag 1 
Hunter Regional Mail Centre   NSW      2310     AUSTRALIA 
FAX:     + 61 2 4922 3370 
PHONE:   +61 2 4922 3367  
E-mail: …………………………………….……..@hnehealth.nsw.gov.au 

PLEASE ATTACH A COPY OF YOUR UPDATED CURRICULUM VITAE

1. POSITION APPLIED FOR (e.g. VMO, Staff Specialist)       
Position          Location         

2. PERSONAL DETAILS (Confidential)    
Full Name:       
Previous Names:       
Title:        Date of Birth:        Sex: M          F

Address and Contact Details: 
Professional:        
         
         
Residential:        
         
         

Preferred Mailing Address: Professional:   Residential:

Telephone Nos: Home:         Work:      

Facsimile Nos: Home:         Work:       

Mobile:          Pager:      

Email:       

Next of Kin Name:        Contact Number:       

Visa Details 

Australian Citizen:  Australian Permanent Resident:  Valid Working Visa: 

Sponsorship Required: 

(You must include a certified copy of your visa or residency status with your application) 
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3. QUALIFICATIONS (Tertiary) 
Please indicate name of institution or college, type of award and date conferred.  Please supply certified copies of 

primary medical degree and all postgraduate qualifications 

a)       

b)       

c)       

d)       

e) See CV    

4. CURRENT HEALTH SERVICE APPOINTMENTS (Public and Private) 
a)       

b)       

c)       

d)       

 e) See CV 

5.  EVIDENCE OF CURRENT MEDICAL REGISTRATION: 
 (a) Registration with Australian Health Practitioner Regulation Agency 

Registration Number: MED        Expiry Date:        

     Registration Category is:         General     Conditional   

 If conditional, please provide reason:        

(b) Have you ever had conditions imposed by any medical board or council? Yes No

If yes, please provide details:       

6. EVIDENCE OF INDEMNITY INSURANCE 
Please attach copy of Medical Indemnity and refer to page 5 for completion of an undertaking. 

7. AUSTRALIAN BUSINESS NUMBER (ABN): 
If you are applying for a position as a Visiting Medical Officer please state your ABN: 

8. EVIDENCE OF OCCUPATIONAL SCREENING AND VACINATION AGAINST INFECTIOUS DISEASES  
(Adult Diphtheria& tetanus, Hepatitis A, Hepatitis B, Influenza, Measles/Mumps/Rubella, Varicella, Tuberculosis)

Please attach a copy of your vaccination status and serological testing (reference NSWDOH PD2007_006) 

9. HEALTH CARE COMPLAINTS 
 Have you had or do you have any complaints involving your care that were or are currently being reviewed by the 

New South Wales Health Care Complaints Commission or similar authority? 
Yes No

10. CONTINUING PROFESSIONAL DEVELOPMENT: 
Please advise of CME activities, college based and other, undertaken in the last three years 

a)       
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b)       

c)       

d)       

e) See CV 

11. CLINICAL PRIVILEGES

Please supply a copy of your logbook, detailing your clinical activity: 
 Attached:  See CV:   Not Available/Applicable: 

a) Details of any recent clinical audit or peer review: 
 Attached:  See CV:   Not Available/Applicable: 

b) Details of any teaching or research activity: 
 Attached:  See CV:   Not Available/Applicable: 

c) Details of any clinical leadership experience (mandatory for clinical leadership positions) 
 Attached:  See CV:   Not Available/Applicable: 

d) Details of any hospitals or facilities where an application for appointment or re-appointment was refused or 
privileges reduced or removed: 

       
       
      

12. List Hospitals/Services where privileges are requested.  Attach certified copies of documentation relating to 
training or certification, additional to Fellowship, which are relevant to privileges requested 

HOSPITAL/SERVICE PRIVILEGES REQUESTED 
(a)       Specialty         

Sub-specialty         

(b)       Specialty         

Sub-specialty         

(c)       Specialty         

Sub-specialty         

(d)   General Paediatric Admissions (Level 4) Yes    or    No (Circle one)

(e)   Complex Paediatric Admissions (Level 6 – John  
       Hunter Children’s Hospital) 

Yes    or    No  (Circle one).  If Yes, and applying for positions in 
specialties other than Anaesthetics, Orthopaedics and ENT, 
please provide evidence of appropriate training.
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13.      REFEREES: 
 Please state the names of three professional colleagues who are familiar with your work over the last three years 

and who can act as your referee.  Please ensure that you include at least one (1) supervisor 

NAME & POSITION DETAILS POSTAL ADDRESS/CONTACT NUMBERS 

i.             

      

      

   Telephone Number:       

   Facsimile Number:       

                                                                        Email:       

ii.             

      

      

    Telephone Number:       

     Facsimile Number:       

                                                                          Email:       

iii.             

      

      

   Telephone Number:       

                                                      Facsimile Number:       

                                                              Email:       

RELEASE FOR ENQUIRIES: 

I authorise the Executive Officer of the Hunter New England Area Health Service Medical & Dental Appointments 
Advisory Committee to seek information as to my past experience, performance and current fitness to practice in my 
specialty from my nominated referees, appropriate persons associated with previous places of employment or 
appointment, registration authorities, the NSW Health Service Check Register, the New South Wales Health Care 
Complaints Commission or from professional colleges or organisations from which my qualifications are awarded.  I 
understand that it is routine for the Hunter New England Area Health Service to obtain such information to properly 
assess my professional capabilities.  I understand that it is routine for the Hunter New England Area Health Service to 
undertake criminal record checks for all employees and appointees.  I declare, except as indicated on this application, I 
have not had my privileges withdrawn or reduced or any appointment terminated by any hospital or health service. 

I declare the above information is correct and I agree to abide by and be bound by the by-laws and rules of the Hunter 
New England Area Health Service on appointment. 

Signature:          Date:       
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FELLOWSHIP STATUS AUTHORITY 

CONFIDENTIAL 
APPROVAL TO SOLICIT FOR STATUS WITHIN THE RELEVANT SPECIALIST COLLEGE

It is a requirement of the Hunter New England Area Health Service to be informed of your current standing with the 
relevant specialist college.  Due to privacy laws, specific authorisation by the applicant is required. 

Please complete the fields below and return with this form. 

I do hereby authorise the Strategic Recruitment Unit and Medical Workforce Development to request my status with 
the relevant specialist college. 

Name of Specialist College:............................................................................................................................................  

Qualification & Year .............. ......................................................................................................................................... 

Full Name in Capital Letters:........................................................................................................................................... 

Signature:.............................. .........................................................................................................................................  

Date:...................................... .........................................................................................................................................  

MEDICAL INDEMNITY STATUS AUTHORITY 
CONFIDENTIAL 

APPROVAL TO SOLICIT FOR STATUS WITHIN THE RELEVANT MEDICAL INDEMNITY INSURER

It is a requirement of the Hunter New England Area Health Service to be informed of your current standing with the 
relevant Medical Indemnity Insurer.  Due to privacy laws, specific authorisation by the applicant is required. 

Please complete the fields below and return with this form. 

I do hereby authorise the Strategic Recruitment Unit and Medical Workforce Development to request my status with 
the relevant specialist college. 

Name of Medical Insurer:..................................................................................................................................................   

Policy Details:....................................................................................................................................................................  

Full Name in Capital Letters: ............................................................................................................................................  

Signature:..........................................................................................................................................................................  

Date...................................................................................................................................................................................  
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