Wy/Jo Care Volunteer Physician Participation (Please Print)
Group Name _______________________________________________________________________
Physician Name(s) _____________________________________________________________________
Specialty:  __________________________________________________________________________

Primary Practice street address:  ________________________________________________________ 
Primary Practice city, state and zip:  ________________________________________________________

Please check your preferred mode of communication: 

⁯  FAX Number  __________________________      ⁯ E-Mail __________________________________

⁯
Please contact me with more information on Wy/Jo Care.  ⁯ Phone:  _________________________
⁯  Please contact me about volunteering at a safety net clinic.

⁯  YES!  I would like to pledge for:  
⁯ myself   OR   ⁯ my group (please check one)

I/we pledge to accept ___________________ Wy/Jo Care-eligible patients per year.  


                 (number of patients)

Age range of patients you are willing to see: ⁯birth to 15 years  ⁯16-18 years  ⁯19-64 years  ⁯65+ years

Hospital Affiliations/ Preferences: Please let us know your hospital affiliation/preference(s).  This information will be used to manage the flow of referrals between physicians in the community. Wy/Jo Care will make every attempt to manage referrals within your hospital preference(s).

Please select your hospital preference(s) from the list below:

	_____No hospital preference
	_____Olathe Medical Center

	_____Providence Medical Center
	_____ Overland Park Regional Medical Center

	_____University of Kansas Hospital
	_____St. Luke’s South Hospital

	_____Menorah Medical Center
	_____Shawnee Mission Medical Center

	_____ Children’s Mercy Hospitals and Clinics / Children’s Mercy South




Signature:  _________________________________________________   Date:  ___________________

Wy/Jo Care will be contacting your office manager/administrator to schedule a training session. Our goal is to provide an organized, efficient system of care for our members and the Wy/Jo Care volunteer physician.  

Office Manager/Administrator’s name_______________________________________________________

Office Manager/Administrator’s phone number _______________________________________________

Please return your completed pledge form via fax to 913-403-1423 or mail to:
Wy/Jo Care, 6405 Metcalf, Suite 507, Shawnee Mission KS  66202.
For more information, please contact the administrative offices of the medical society either via email wyjocare@msjwc.org or phone at 913-403-0544. 

