CoMMUNITY FIRST

SUPERVISING PHYSICIAN APPROVAL FORM
PHYSICIAN ASSISTANT / NURSE PRACTITIONER / NURSE MIDWIFE

I LIMD DO, am a participating physician with CFHP
and supervising physician for , my specialty is

He/Sheisa: [ Physician Assistant [ Nurse Practitioner [ Nurse Midwife

| do the hospital admissions: [ ] Yes Name of hospital:

[1 *NO
*If “No” list the name of the CFHP participating physician who will perform hospital
admissions.
Name Degree Specialty

| provide 24 hour coverage: [ ]Yes [ ]*No
*If “No” list the name of the CFHP participating physician(s) who will provide 24 hour coverage

Name Deqree Specialty

Supervising Physician Signature:

Supervising Physician Printed Name:

Date:

Prescriptive Authority Supervision

I , am a CIPhysician Assistant,

CINurse Practitioner, CONurse Midwife under the above listed physician’s prescriptive authority
supervision

Applicant Signature: Date:

Applicant Printed Name:

Supervising Physician Signature: Date:

Keeping our commitment to you

(210) 227-2347 @ Toll-Free 1-800-434-2347e Fax (210) 358-6014 e 12238 Silicon Drive, Suite 100 @ San Antonio, Texas 78249 e www.cfhp.com




