
 
St. Elizabeth Healthcare 

Covington – Edgewood – Falmouth – Florence – Ft. Thomas – Grant County 
Medical Affairs          Telephone:  (859) 301-2115 
One Medical Village Drive         Fax:  (859) 301-2469 
Edgewood, KY  41017 

 
 
 
Dear Doctor: 
 
Thank you for your interest in applying for privileges at St. Elizabeth 
Healthcare.  In addition to this application, please select and print the 
appropriate delineation of privileges for your specialty from our web site as 
well as the Medical Staff Bylaws, Rules and Regulations. 
 
In order for us to begin processing your application request, please complete and 
return the following: 
1. Application. (Form KAPER-1) 
2. Timeline. 
3. Medicare Acknowledgment Statement. 
4. Alternate Form. 
5. Patient Safety Attestation 
6. Delineation of Privileges. 
 
In addition, please submit the following: 
1. Check for $350 payable to the St. Elizabeth Medical Staff.  (Statement 

enclosed) 
2. One recent, wallet-sized photograph of yourself for ID badge and hospital web 

site. 
3. Current CV, which details clinical training, experience and affiliations from 

the completion of professional school until the present time. Explain any gap 
in time. 

4. Copy of professional liability insurance face sheet for your current coverage. 
5. Copy of proof of board certification, if applicable, or letter of board 

eligibility status. 
6. Copies of certificates from your professional school, residency, fellowship(s). 
7. Copies of ACLS/ATLS/PALS, if applicable. 
 
Once we receive your application, we will contact your institutions of post-
graduate training, hospital affiliations, work experiences and peer references 
for verifications.  Please note that responsibility for obtaining timely 
responses rests with the applicant; however, we are committed to timely and 
efficient completion of your application process.  Prior to granting of 
privileges, you will be required to come to the Medical Affairs Office with your 
government-issued photo ID. 
 
Crystal Geiman (859-301-7381) or Karen Smith (859-301-2188) will be your primary 
contact; however, all of the Medical Affairs staff are available to assist you.   
If you have any questions regarding this application, please call the Medical  
Affairs Office at 859-301-2115. 
 
 
 
 
 



INSTRUCTIONS FOR COMPLETING KAPER-1 
 
This form is a universal application required by the State of Kentucky for all health care 
systems to utilize in credentialing and privileging practitioners.  Please note that the Page 
number for this document begins with Page 47. 
 
Section XIII Professional Employment and Affiliations (Pages 54 & 55) 
Please complete the Timeline, which follows the KAPER-1 application.  By doing this, 
you may skip Section XIII. 
 
Section XIV Peer References 
• If you completed your residency or fellowship within the last two years, one peer 

reference must be from your residency/fellowship director.   
• If you have completed your residency/fellowship > two years, one peer reference 

must be from the clinical department chair of your primary hospital. 
• The remaining two references should not include partners or associates in your 

current practice. 
 
 
Please indicate your requested starting date: _________________________________ 
 
 
Your e-mail address: ______________________________________ 
 
 
Your cell phone: ________________________________ 





























TIMELINE 
In chronological order from professional school to the present, please list professional school, residencies, fellowships, 
employment and hospital affiliations.  Include the month, date and year.   
 
This form will replace Section XIII Professional Employment and Affiliations on the KAPER-1 application.  Please explain all 
gaps in time (over 30 days) in the order they occurred.  PLEASE WRITE LEGIBLY. 
 

FROM   TO                TYPE Facility Name (complete addresses, Phone & fax #’s) 
 
 
 
 
 
 
 
 
Phone:                                   Fax: 

  ⁭ Medical or Nursing School  
⁭Internship________________ 
⁭ Resident in  ___________ 
⁭ Fellow in _____________ 
⁭ Grad School _____________ 
⁭ Other School_____________ 
⁭ Employment _____________ 
⁭ Move, vacation, medical 
leave, etc. (explain in nest 
column) 

 
 
FROM   TO                TYPE Facility Name (complete addresses, Phone & fax #’s) 

 
 
 
 
 
 
 
 
Phone:                                   Fax: 

Month 
Day & 
year 

 ⁭ Medical or Nursing School  
⁭Internship________________ 
⁭ Resident in  ___________ 
⁭ Fellow in _____________ 
⁭ Grad School _____________ 
⁭ Other School_____________ 
⁭ Employment _____________ 
⁭ Move, vacation, medical 
leave, etc. (explain in nest 
column) 

 
 
FROM   TO                TYPE Facility Name (complete addresses, Phone & fax #’s) 

 
 
 
 
 
 
 
 
Phone:                                   Fax: 

Month 
Day & 
year 

 ⁭ Medical or Nursing School  
⁭Internship________________ 
⁭ Resident in  ___________ 
⁭ Fellow in _____________ 
⁭ Grad School _____________ 
⁭ Other School_____________ 
⁭ Employment _____________ 
⁭ Move, vacation, medical 
leave, etc. (explain in nest 
column) 

 
 
FROM   TO                TYPE Facility Name (complete addresses, Phone & fax #’s) 

 
 
 
 
 
 
 
 
Phone:                                   Fax: 

Month 
Day & 
year 

 ⁭ Medical or Nursing School  
⁭Internship________________ 
⁭ Resident in  ___________ 
⁭ Fellow in _____________ 
⁭ Grad School _____________ 
⁭ Other School_____________ 
⁭ Employment _____________ 
⁭ Move, vacation, medical 
leave, etc. (explain in nest  
column) 

 



FROM   TO                TYPE Facility Name (complete addresses, Phone & fax #’s) 
 
 
 
 
 
 
 
 
Phone:                                   Fax: 

Month 
Day & 
year 

 ⁭ Medical or Nursing School  
⁭Internship________________ 
⁭ Resident in  ___________ 
⁭ Fellow in _____________ 
⁭ Grad School _____________ 
⁭ Other School_____________ 
⁭ Employment _____________ 
⁭ Move, vacation, medical 
leave, etc. (explain in nest 
column) 

 
 
FROM   TO                TYPE Facility Name (complete addresses, Phone & fax #’s) 

 
 
 
 
 
 
 
 
Phone:                                   Fax: 

Month 
Day & 
year 

 ⁭ Medical or Nursing School  
⁭Internship________________ 
⁭ Resident in  ___________ 
⁭ Fellow in _____________ 
⁭ Grad School _____________ 
⁭ Other School_____________ 
⁭ Employment _____________ 
⁭ Move, vacation, medical 
leave, etc. (explain in nest 
column) 

 
 
FROM   TO                TYPE Facility Name (complete addresses, Phone & fax #’s) 

 
 
 
 
 
 
 
 
Phone:                                   Fax: 

Month 
Day & 
year 

 ⁭ Medical or Nursing School  
⁭Internship________________ 
⁭ Resident in  ___________ 
⁭ Fellow in _____________ 
⁭ Grad School _____________ 
⁭ Other School_____________ 
⁭ Employment _____________ 
⁭ Move, vacation, medical 
leave, etc. (explain in nest 
column) 

 
 
FROM   TO                TYPE Facility Name (complete addresses, Phone & fax #’s) 

 
 
 
 
 
 
 
 
Phone:                                   Fax: 

Month 
Day & 
year 

 ⁭ Medical or Nursing School  
⁭Internship________________ 
⁭ Resident in  ___________ 
⁭ Fellow in _____________ 
⁭ Grad School _____________ 
⁭ Other School_____________ 
⁭ Employment _____________ 
⁭ Move, vacation, medical 
leave, etc. (explain in nest 
column) 

 
 
 
 
 
 



FROM   TO                TYPE Facility Name (complete addresses, Phone & fax #’s) 
 
 
 
 
 
 
 
 
Phone:                                   Fax: 

Month 
Day & 
year 

 ⁭ Medical or Nursing School  
⁭Internship________________ 
⁭ Resident in  ___________ 
⁭ Fellow in _____________ 
⁭ Grad School _____________ 
⁭ Other School_____________ 
⁭ Employment _____________ 
⁭ Move, vacation, medical 
leave, etc. (explain in nest 
column) 

 
 
FROM   TO                TYPE Facility Name (complete addresses, Phone & fax #’s) 

 
 
 
 
 
 
 
 
Phone:                                   Fax: 

Month 
Day & 
year 

 ⁭ Medical or Nursing School  
⁭Internship________________ 
⁭ Resident in  ___________ 
⁭ Fellow in _____________ 
⁭ Grad School _____________ 
⁭ Other School_____________ 
⁭ Employment _____________ 
⁭ Move, vacation, medical 
leave, etc. (explain in nest 
column) 

 
 
FROM   TO                TYPE Facility Name (complete addresses, Phone & fax #’s) 

 
 
 
 
 
 
 
 
Phone:                                   Fax: 

Month 
Day & 
year 

 ⁭ Medical or Nursing School  
⁭Internship________________ 
⁭ Resident in  ___________ 
⁭ Fellow in _____________ 
⁭ Grad School _____________ 
⁭ Other School_____________ 
⁭ Employment _____________ 
⁭ Move, vacation, medical 
leave, etc. (explain in nest 
column) 

 
 
 
FROM   TO                TYPE Facility Name (complete addresses, Phone & fax #’s) 

 
 
 
 
 
 
 
 
Phone:                                   Fax: 

Month 
Day & 
year 

 ⁭ Medical or Nursing School  
⁭Internship________________ 
⁭ Resident in  ___________ 
⁭ Fellow in _____________ 
⁭ Grad School _____________ 
⁭ Other School_____________ 
⁭ Employment _____________ 
⁭ Move, vacation, medical 
leave, etc. (explain in nest 
column) 

 
 



 
 

St. Elizabeth Healthcare 
Covington – Edgewood – Falmouth – Florence – Ft. Thomas – Grant County 

Medical Affairs           Telephone:  (859) 301-2115 
One Medical Village Drive          Fax:  (859) 301-2469 
Edgewood, KY  41017 

 
 
 

ALTERNATE FORM 

 
Please complete the following alternate form and obtain your alternate’s signature before submitting it to the 
Medical Affairs Office of St. Elizabeth Healthcare.  Your alternate must be a member of the St. Elizabeth 
Medical Staff holding privileges within your specialty. 
 

 

I                                        , in compliance with the Constitution, Bylaws, Rules and Regulations of the Medical Staff of 

St. Elizabeth Healthcare do hereby name ____________________________, as my alternate in the event that, for any 

reason, I am unable to be located within a reasonable time by the designated hospital personnel and that the condition 

of any one of my patients would seem to warrant such an action.  In the event that my alternate is likewise not 

available, I agreeable that the nurse manager, or charge nurse, then on duty, should notify the Staff physician who is 

currently on call for service or the Chairman of my Department/Section if the physician on service is not available.  

Substitute coverage for vacations and other instances when I am unavailable will be separately arranged. 

 

This agreement is not valid unless it is signed by the person designated as an alternate. 

  ______________________________,   ______________ 

  (APPLICANT'S SIGNATURE)                   DATE 
 
 
Agreed: ______________________________,   _______________ 
  (ALTERNATE'S SIGNATURE)                   DATE 
   
   
 
   



 
 

St. Elizabeth Healthcare 
Covington – Edgewood – Falmouth – Florence – Ft. Thomas – Grant County 

Medical Affairs           Telephone:  (859) 301-2115 
One Medical Village Drive          Fax:  (859) 301-2469 
Edgewood, KY  41017 

 

PATIENT SAFETY ATTESTATION 
Medical Staff and Allied Health Professional Staff 

 
As part of St Elizabeth Healthcare’s commitment to patient safety, your support and endorsement of this document is 
critical.  This document highlights the current patient safety focus impacting all physicians and other health care 
workers.  Numerous accrediting agencies, including The Joint Commission, require compliance with these standards.  
Our own Medical Staff Executive Committee, the Board of Trustees and Administration echo these endorsements.  
The ultimate goal is not only to meet, but also to exceed, these standards.  This is in the best interest of our Medical 
Staff, St. Elizabeth associates, and above all, our patients. 
 
Thank you in advance for your attention and for the completed return of this document.  If you have any questions, 
please call the Medical Affairs office at (859) 301-2115. 
 
Joseph W. Gross, FACHE    George Hall, MD   Stephen Hensley, MD 
President and Chief Executive Officer   Allen J. Zobay, MD  Karl Schmitt, MD 
      Vice President   Co-President 
      Medical Affairs   Medical Staff 
 

 
 
I, _________________________________, will comply with the following patient safety standards and goals, and I 
agree to the following philosophies: 
 
1. Everyone has a vested interest in doing the right thing and can stop any process at any time. 
2. Noncompliance or lack of interest by physicians has a negative impact on the patient, as well as all staff. 
3. I will cooperate with the staff implementing the “time out,” repeat and verify and other patient safety procedures. 
4. I will be an “Active” participant in the “time out” and the repeat and verify process. 
5. I will be attentive and respectful in completing any process conducive to patient safety. 
6. I will be part of the “Team” during any process impacting patient safety. 
7. I am accountable for my actions. 
8. I have a working knowledge of the System’s policies/practices on restraint and/or seclusion, and I am aware that I may 

contact the Medical Affairs Office if I have any questions on these policies/practices. 
9. I will comply with the National Patient Safety Goals:   

• Correct patient identification  
• Effective communication  
• Hand washing  
• Legibility.   

 
 
 
_______________________________   ____________________ 
                     Signature                       Date 
 
To complete your application, this letter must be signed and returned to the Medical Affairs Office.  

 



 
 

St. Elizabeth Healthcare 
Covington – Edgewood – Falmouth – Florence – Ft. Thomas – Grant County 

Medical Affairs           Telephone:  (859) 301-2115 
One Medical Village Drive          Fax:  (859) 301-2469 
Edgewood, KY  41017 

 
 

BILLING STATEMENT 
       
 
 
 
 
 

PLEASE REMIT DUES AND PROCESSING FEE WITH APPLICATION 
 

PLEASE MAKE CHECK PAYABLE TO: 
 

ST. ELIZABETH MEDICAL STAFF 
  

 
 
 

DESCRIPTION CHARGE 
 
 

MEDICAL STAFF DUES 
FOR TWO-YEAR 
APPOINTMENT 

 
INITIAL APPLICATION 

PROCESSING FEE 
 
 

TOTAL 
 

 
 

$200.00 
 
 
 

$150.00 
 
 
 

$350.00 
 
 

 
 
 
 

FEES MUST BE PAID BEFORE APPLICATION IS PROCESSED 
 

 
 



Medical Affairs Office 
Phone 859-301-2115 

 
 
 
Robert Prichard, MD  
Sr. V.P. and Chief Medical Officer 
Phone:  859-301-7380  
Fax:  859-301-7386 
 
George Hall, MD    Allen Zobay, MD 
VP Medical Affairs    VP Medical Affairs 
Phone:  859-572-3679    Phone:  859-301-2356 
Fax:  859-572-2349    Fax:  859-301-7386 
 
Mary Ann Arnold    Joanne Rigsbee 
Director     Manager 
Phone:  859-301-3853    Phone:  859-301-7383 
Fax:  859-301-2469    Fax:  859-301-2469 
 
Karen Alexander    Karen Burns 
Physician Services Coordinator  Medical Staff Coordinator (Credentialing) 
Phone:  859-212-4873    Phone:  859-301-2316 
Fax:  859-212-5221    Fax:  859-301-2469 
 
Linda Day     Crystal Geiman 
Sr. Medical Staff Coordinator   Medical Staff Coordinator (Credentialing) 
Phone:  859-301-3855    Phone:  859-301-7381 
Fax:  859-301-7386    Fax:  859-301-2469 
 
Jane Graves     Miranda Kleman 
Practice Manager    Medical Staff Coordinator 
Phone:  859-301-2423    Phone:  859-212-5229 
Fax:  859-301-2066    Fax:  859-212-5221 
 
Karen Smith 
Medical Staff Coordinator (Credentialing) 
Phone:  859-301-2188 
Fax:  859-301-2469 
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