


























 
 
 
 
 
 
 

ATTESTATION ADDENDUM 

 
 
 
 
17. Do you have any mental or physical conditions impacting your ability to perform the 

essential functions of the position for which you are applying with or without 
accommodation? (ADA Act)    Y     N  

 
I understand that I have the right to obtain the status and to review and correct erroneous 
information obtained by MCNA to evaluate my credentialing application at any time after 
submitting my application.  This includes information obtained from primary source (e.g., 
malpractice insurance carriers, state licensing boards, NPDB, etc.)  The review must take 
place within 6 months of the date on this application.  Any corrections must be made in 
writing within 30 days of the review.  This does not require MCNA to allow me to review 
references or recommendations or other information that is peer review protected.  I 
understand and agree that I, as an applicant, have the burden of producing adequate 
information for proper evaluation of any professional competence, character, ethics and 
other qualifications and for resolving doubt about such qualifications. 
 
I hereby affirm that the information submitted in this application and any addenda thereto 
is true to the best of my knowledge and belief and is furnished in good faith.  I 
understand that willful falsification, significant omissions or willful misrepresentations 
may result in the rejection of my application by MCNA, termination of my current 
participation, employment, privileges and provider agreement with the MCNA Network.  
I understand that if my application is rejected for reasons relating to my professional 
conduct or competence, MCNA may report the rejection to the appropriate state licensing 
board and/ or NPDB as required. 
 




