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REQUEST FOR ALLIED HEALTH PROFESSIONAL TO PRACTICE 
 

€YES     €NO  Physician Practice has an established/current contract with AdventHealth  

   If YES, date of contract:____________ 

   If NO, Contact Human Resources Contract Coordinator at 407-543-5733. 

 

Contract must be established prior to the processing of this application. 

 

CATEGORIES: (Please check one category) 

€ 1. Audiologist  

€ 2 Clinical Research Coord. /Clinical Asst. 

€ 3. Embryologist 

 

€ 4. Pathology Assistant 

€ 5. Radiology Technologists 
€ 6. Surgical Scrub (SS) 

 

 

 

PERSONAL IDENTIFICATION DATA - PLEASE TYPE OR HANDPRINT CAREFULLY IN BLACK INK 

 

Name in full __________________________________________________Date of application______________ 

           First   Middle   Last 
 

AKA/ Maiden ____________________________ 
 

Birth date _______________________________Sex______ SS#_________-______-__________ 

 

Practice Name:_____________________________________________________________________________ 

Practice Address:___________________________________________________________________________ 

Practice Contact Name (e.g. office manager):_____________________________________________________ 

Practice Phone:_________________________  Practice Fax:________________________________________ 

 

DATE HOSPITAL SCOPE OF PRACTICE WILL BE NEEDED: ______________________________ 
(Providing the anticipated dates above does not guarantee that action on your application will be completed by such date, rather it 

will enable the office staff to work jointly with you in trying to meet this time frame). 

 

 

PRIMARY ADVENTHEALTH CAMPUS – Indicate where most of your AdventHealth Work will be done 

Please check only one:   

€Orlando     €Altamonte     €Apopka     €Celebration Health     €Children’s Hospital  €East Orlando     

€Kissimmee     €Winter Garden        €Winter Park 

LICENSURE – List any/all state professional licenses ever held. 

 State     License Number   Expiration Date 

  _______________   _____________________  _____/____/_____ 

 

Return application to: 

AdventHealth Orlando  

Human Resources 

901 N. Lake Destiny Road, Suite 375 

Maitland, FL 32751 

FH.HR.Contracts@AdventHealth.com  
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 _______________   _____________________  _____/____/_____ 

 

Statement of Application 

PLEASE READ CAREFULLY BEFORE SIGNING 

 

 

I fully understand that any significant misstatements in or omissions from this application constitute cause for 

denial of scope of practice or cause for summary revocation of scope of practice. All information submitted by 

me in this application is true to the best of my knowledge and belief.  

 

 

__________________________________________  _____________/_____/__________ 
Signature of Allied Health Applicant                          Date  

 

__________________________________________________ 
Applicant’s Printed Name 

 

     

 

 

Sponsoring Physician Statement of Responsibility 

TO BE READ & SIGNED BY EACH EMPLOYER/SUPERVISOR PHYSICIAN  
 

 

 

 

I hereby verify that _____________________________________________ is under my 

employment/sponsorship in the capacity of an Allied Health Professional. He/She will be under my direction at 

all times. I agree to assume full responsibility for his/her actions in working with my patients who are 

hospitalized in AdventHealth. I have carefully read the Contract and will adhere to the terms of the Standard of 

Procedures. I understand that I may forfeit my privilege of utilizing an Allied Health to assist me in 

AdventHealth if policies are violated and that if my Allied Health pursues any acts other than those specifically 

in the scope of practice for which they have been approved by contract with AdventHealth he/she shall 

immediately have all rights rescinded. I also agree to notify the Hospital if this person ceases to be my 

employee or if I cease my sponsorship of him/her. 

 

 

 

 

 

__________________________________________  _____________/_____/______________ 
 Sponsoring Physician’s Signature           Date  

 

 

 

___________________________________________  ___________________________________ 
PLEASE PRINT SPONSORING PHYSICIAN’S NAME   SPONSORING PHYSICIAN’S SPECIALTY 

 
 

 


