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Additional Clinic

Dr. Name Home Phone
	 First	 Middle Initial	 Last

Street		  City	 State	 Zip 

Home Address

Date of Birth SS# Years in PracticeM	        FGender

E-mail Address

Clinic Name
	  		  City		  State	 Zip 

Individual NPI
Group NPI  

(if applicable)

Mailing Address*

Clinic Fax
Tax ID  

for HCFA

Clinic Phone

Clinic Name

Group NPI (if applicable)

Clinic Fax CountyClinic Phone

Please provide any other Location Information on a separate page.

        Sole Proprietorship               Professional Corporation              Partnership

        Office Sharing                      Other

Do you practice with other licensed health professionals?          yes          no   
If so, provide the following:         Name	    	       Profession				        License#

	  State		  License Number	                   Year of Licensure 		 Status of License

Nature of Practice:

Please List ALL States in which you are Licensed:

Please provide any additional Practice Information on a separate page.
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Location Address

*Address you would like payments mailed to if different than clinic address.

	  		  City		  State	 Zip 

Mailing Address*

Location Address

List Any Foreign Languages Spoken 

County

Tax ID for HCFA

Start Date  
mo  |  yr 

Provider Application for Credentialing and Participation

Personal Information

Clinic Information

Practice Information

Chiropractic Associates of Minnesota, LLC		  Application for Credentialing & Participation



New Patient	 Existing Patient with a New Injury or Condition

	 5 min	 10 min	 15 min	 otherDo you schedule existing patients every:

Please indicate all colleges and universities attended:
College/University	 City     	 State	 Dates Attended           	 Graduation Date
			   mo  /  yr 	 mo  /  yr	 mo  /  yr		
		

Practice Employment History: (beginning with graduation date - including current practice)
Practice/Employer Name	 City     	 State	  Begin Date        	End Date	 Reason for Change
			   mo  /  yr 	 mo  /  yr	 		

Explain professional practice interruptions since graduation date of more than 6 months:
Date Range	 Reason for Interruption
mo  /  yr 	 mo  /  yr	 		

If yes, how much time do you personally schedule to 
evaluate and treat a new patient?

Do you allow additional time for new patients or new injuries?         	 Y 	 N

Do you have the patient complete or do you perform the following?

Case History	 Y	 N

Outcome Questionnaires 	 Y	 N 

Review of Systems	 Y	 N 

Examination	 Y	 N 
Examination Includes:  	

Vital Signs	 Y	 N

Regional Orthopedic Examination	 Y	 N

Regional Neurologic Examination	 Y	 N

Visceral Evaluation (when indicated)	 Y  	 N

Case History	 Y	 N

Outcome Questionnaires 	 Y	 N 

Review of Systems	 Y	 N 

Examination	 Y	 N 
Examination Includes:  	

Vital Signs	 Y	 N

Regional Orthopedic Examination	 Y	 N

Regional Neurologic Examination	 Y	 N

Visceral Evaluation (when indicated)	 Y  	 N
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min

 		  15 min	 30 min	 other min

Provider Application for Credentialing and Participation

Educational & Professional Background

Practice Procedures

Chiropractic Associates of Minnesota, LLC		  Application for Credentialing & Participation



Do you perform or order the following studies?
Laboratory Studies	 Y	 N

X-ray	 Y	 N 

Advanced Imaging	 Y	 N 

Electrodiagnostic Studies	 Y	 N 

Re-take X-Rays	 Y	 N
Please explain 

 

Do you screen all patients for indications of the need  
to modify treatment (yellow flags)? 	

Do you provide a diagnosis & 
report of your findings?

Do you discuss chiropractic and 
other alternative forms of care?

       Y        N

       Y        N

Do you refer patients to other 
health care providers when 
indicated?

       Y        N

Do you have your patients sign 
an informed consent form?        Y        N

Answer the following questions:

Do you evaluate all patients for potential serious conditions that would warrant  
referral for further medical evaluation (red flags)?        	

       Y        N

       Y        N

Check the  
manipulation tech-
niques you perform:

Diversified 

Cox 

Thompson 

Activator

Other (Please describe) 

Check the passive modalities that you utilize:

Ultrasound 

Traction

Acupuncture

Electrical Stimulation

Hot/Cold Pack

Intersegmental 
Traction  

Light/Laser Therapy

Hydrotherapy Table

Soft Tissue Techniques

Diathermy

Kinesio Taping

Other (Please describe) 

 

Check the following 
services that you 
provide:

Self Care 
Instructions

Ergonomic Advice

Nutritional Advice

Instructions on 
Activities of  
Daily Living 

Answer the following questions:

Do you perform functional evaluations of your patients?	 Y	 N

Do you educate your patients on home exercise programs?	 Y	 N 

Do you perform rehabilitation in your office?	 Y	 N 

Are you currently a client of a chiropractic practice management company?	 Y	 N

Breakthrough Coaching	 Whitehall Management Services

Integrity Management / Katz	 Other (Please describe):

The Masters Circle  

What type of record keeping system do you employ?	 Transcribed Notes	 Shorthand Notes

	 Computerized Notes*	 Handwritten Notes	 Other (Please describe):

*If you use computerized note taking,  
what system are you using and how are you  
ensuring accurate record keeping narration?

You will need to submit copies of your actual office notes as noted on page 1 in Additional 
Credentialing Requirements. Please conceal the patients’ last names (leave first names).
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Provider Application for Credentialing and Participation

Practice Procedures Continued

Chiropractic Associates of Minnesota, LLC		  Application for Credentialing & Participation





Please answer the following questions.
Has there been a gap in your work history of 6 months or greater? 	 Y	 N

Has your license to practice in any jurisdiction ever been limited,  
suspended, or revoked, or subject to restrictions? 	 Y	 N

Have there ever been or are there now any State Licensing investigations or actions? 	 Y	 N

Have you ever been subject to disciplinary action by any state board,  
professional association, Peer review committee or court system? 	 Y	 N

Have you ever been convicted of a felony or crime of greater degree? 	 Y	 N

Are there any past or currently pending legal actions  
or decisions against you or your clinical practice? 	 Y	 N

Have there been, or are there now, any judgments pending or paid  
by your general liability insurance company on your behalf? 	 Y	 N

Have there been, or are there now, any claims, judgments pending or paid, or suits brought  
against you, your partners, members of your professional association or professional corporation,  
or your employees for alleged malpractice, error, or omission. This also includes  
any liability claims presented against you that were settled out of court? 	 Y	 N

Are you aware of any circumstances, incidents, facts, situations, or accidents likely to  
give rise to a claim, whether valid or not, which might directly involve you, your partner,  
members of your professional association or corporation, or your employees? 	 Y	 N

Has any insurance company ever cancelled, declined coverage or  
refused to renew your malpractice insurance? 	 Y	 N

Have you or anyone in your practice ever been suspended as a Medicare or Medicaid provider? 	 Y	 N

Are you aware of any serious contagious diseases that you or any of your staff are suffering? 	 Y	 N

Are you UNABLE to perform the procedures and the essential functions of the position for which  
you have applied or requested privileges, with or without reasonable accommodation, according  
to accepted standards of professional performance and without posing a direct threat to patients?  	 Y	 N

Is your physical or mental health such that it may impair your ability to  
practice within the scope of the privileges for which you have applied? 	 Y	 N

Are you currently using illegal drugs? (“Currently” means sufficiently recent to justify a reasonable belief  
that the use of drugs may have an ongoing impact on one’s ability to practice medicine. “Illegal use of drugs”  
refers to drugs whose possession or distribution is unlawful under the Controlled Substances Act, 21 U.S.C.  
sec. 812.22.  It “does not include the use of a drug taken under the supervision by a licensed health care  
professional, or other uses authorized by the Controlled Substances Act or other provision of Federal law.”  
The term does include, however, the unlawful use of prescription controlled substances.) 	 Y	 N

Do you have more than 5% ownership in any medical facility, joint ownership of  
medical services or equipment with a facility to which you might refer patients? 	 Y	 N

If you answered yes to any of the prior questions please give written details for our review.   
Attach any further documentation as necessary.

I certify that all information on this application form is complete, true and accurate.  
I further agree to update this information as necessary so that it remains complete, true and accurate while my application is being processed.

	 Doctor’s Signature			   Date

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

16.

Page 6 of 8

Provider Application for Credentialing and Participation

Attestation Statement

Chiropractic Associates of Minnesota, LLC		  Application for Credentialing & Participation
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Thank you for completing this form. 

Please go to the top of the screen and click the “Print Form” icon to save a copy for your records and then 
return to page one and review the instructions for properly submitting your application. It is particularly 
important to complete the checklist at the bottom of page one; this will ensure that the credentialing process 
is completed as quickly as possible. Click here to go to page 1.

Provider Application for Credentialing and Participation

Application Agreement

Application Completion

Chiropractic Associates of Minnesota, LLC		  Application for Credentialing & Participation

I, _________________________________acknowledge all the information in this application and 
biographical data is correct to the best of my knowledge.  I understand any misstatement or omission of any 
information may be just cause for denial of this application or termination of a participating agreement.  

I understand that I have the obligation of providing necessary information for proper evaluation of 
my professional competence, character, ethics, as well as resolving questions about these and other 
qualifications.  

I understand that during the credentialing process I have the right to contact Chiropractic Associates of 
Minnesota, LLC (CAMN) in person, by telephone or by e-mail to review information obtained by CAMN that 
is used to evaluate my credentialing application, where permitted by law.  The practitioner is not allowed 
to review information obtained from references, recommendations or other information that is peer-review 
protected.  I understand that the review must be conducted at the offices of CAMN.

I understand that I have the right to be informed of the status of my application during the credentialing 
process by contacting CAMN in person, by telephone or e-mail.  Application status information may be 
discussed with me, including but not limited to, missing information, requests for additional information, 
contract return, and credentialing time frames.  Status information does not include disclosure of information 
prohibited by law, references, recommendations or information that is peer review protected.

I understand that I will be notified by CAMN in writing via certified mail, within 30 business days of the 
discovery of any information I provided which varies substantially from the information gathered during 
the credentialing process.  I also understand that I will have 30 business days from the date I receive the 
letter to respond to CAMN in writing via certified mail to the discrepancies and that my failure to respond is 
considered a withdrawal of the application with resulting non-participating status.

I release from liability all representatives of CAMN for their acts in good faith and without malice, in 
connection with the evaluation of my application and credentials for qualification.  

I hereby release to CAMN the right to inspect all documents from state and national licensing boards as 
well as from individuals and organizations having information bearing my qualifications and I consent to 
the release of verbal and written information from qualified sources relating to any disciplinary action or 
suspension of practice privileges.  

I understand CAMN has the right, at its sole discretion, to deny my application to participate in CAMN without 
cause or explanation.  

I hereby release to CAMN information needed for liability claims history. 

	 Doctor’s Signature			   Date



Please Detach and Keep  
for Future Reference

Documentation Guidelines Overview

INITIAL CASE PRESENTATION
3 KEY COMPONENTS 

History
Present (chief complaint, history of present illness, 
concurrent care and review of systems)  
must include documentation of subjective 
complaints of all regions or systems being treated.
Past history
Family history
Outcomes assessments / visual 
analogue scale (VAS)
History containing functional limitations of 
daily activities and demands of employment

Examination (ranging from problem focused to 
comprehensive)   
Note: The examination must document an 
appropriate evaluation of all regions or 
systems that the provider is treating.

Vitals (age, height, weight, BP, 
pulse, and respiration. 
Palpatory Findings
ROM specific to each region
Orthopedic testing specific to each region
Neurologic evaluation specific to each region
Imaging studies or other diagnostic 
studies including orders and report
Examination includes functional assessment

Medical Decision Making (Must be justified 
by the clinical findings, working and differential 
diagnosis must be supported by subjective 
complaints and objective findings.)

Red and Yellow Flags are identified
Diagnosis
Treatment plan and goals (are all 
procedures supported by the documentation, 
diagnosis and medical necessity?)
Treatment plan includes self care instructions 
and active care recommendations.
Discussion of alternative treatment 
options or referral are documented 

1.
a.

b.
c.
d.

e.

2.

a.

b.
c.
d.
e.
f.

g.

3.

a.
b.
c.

d.

e.

DAILY DOCUMENTATION
Subjective (should encompass a brief description 
regarding the status of the patient from their perspective)

Objective (short narrative description which 
summarizes the doctor’s objective findings 
on that date of service, objective information 
should support the current diagnosis and status 
of the patients as stated in the assessment)

Assessment (short description which summarizes 
the current diagnosis and status of the patient)

Plan/Procedure
Treatment plan, goals and expectations 
both short and long range.
Documentation of all care provided on that date 
of service as well as home care instructions.  
Active care must be documented including 
specific exercises and duration of time.

OVERALL REVIEW
Chronological organization of  
submitted documentation

Legibility of documentation

Encounter specific

Organization of documented material

Documentation reflects progression of care

The daily records are reflective of the specific 
changes in the patient’s presentation and 
care for that specific date of service. 

1.

2.

3.

4.
a.

b.

1.

2.

3.

4.

5.
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Chiropractic Associates of Minnesota, LLC
800 Prairie Center Drive, Suite 200A  |  Eden Prairie, MN 55344 
phone: 1-800-658-2214    fax: (605) 692-8403   e-mail: coleenross@casd.us
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