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Clinic Adjusting Privileges Program (CAPP)

Application for Clinic Privileges                                Date: _______________
	Contact Information

	Please provide address of record as listed with the Georgia Board of Chiropractic Examiners

	Name
	

	Street Address
	

	City ST ZIP Code
	

	Home Phone
	

	Work Phone
	

	E-Mail Address
	


	License

	Please provide license information for all states in which you are licensed.

	

	State
	Number

	State
	Number

	State
	Number


	Additional Degrees, Certifications and Credentials

	Please provide information concerning all additional degrees, certifications and credentials:

	


	Private Practice and Insurance Information

	If you maintain a private practice please complete the following:

	

	Name of Practice
	

	Street Address
	

	City ST ZIP Code
	

	Phone
	

	E-Mail Address
	

	Insurance Carrier
	

	Policy Number
	



	Agreement and Signature

	By submitting this application, I affirm that the facts set forth in it are true and complete.  I agree to abide by the rules and policies for practice within the Life University Clinic System as established by the Life University Clinic Council.  I understand that any false statements, omissions, or other misrepresentations made by me on this application may result in immediate revocation of privileges.  I further understand that the Life University Clinic Council and the Dean of Clinics grant my clinical privileges within the Life University Clinic System and that such privilege may be withdrawn at any time.  

	

	Name (printed)
	

	Signature
	

	Date
	

	
	

	Approval Process

	Result of license check

	Additional background information



	Date of Clinic Council review and result
	

	Signature – Dean of Clinics
	

	Date
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