
 
 

NEW APPOINTMENT APPLICATION REQUEST FORM 
 

 
TO:  Karin Chisley – karin.chisley@medstar.net   
 
FROM:        
 
DATE: ________________________________    
 
 
Applicant Name:         Title:    
 
E-Mail Address:         Yes        No 
(Requestor must have capability to print the application if e-mailed)   
 
 
Home Address:           
 
               
 
City:       State:   Zip:   
 
 
Phone # (cell / work / home):       
 
Applicant Date of Birth:                 
          
Applicant Social Security #:                     
(This information is used to enter app info into Echo to avoid duplicates) 
 
Specialty:        
 
 
Which of the following will your practice of privileges fall under: 
 
   A -  Employed or Contracted by Medstar Washington Hospital Center     Yes   No 
 
   B-   Employed by Kaiser Permanente            Yes   No 
 
   C -  Private Practice Practitioner             Yes   No 

mailto:karin.chisley@medstar.net

