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Credentialing Committee Confidentiality, Conflict of Interest, and Non-Discrimination Attestation
I, the undersigned, do hereby attest that I will not discuss, share, or use any information prepared for or presented at the Credentialing Committee meetings for any purpose other than for NC DHHS Credentialing Committee. I recognize that I will be provided with and have access to very sensitive and confidential information regarding practitioner enrollment and credentialing, which includes confidential queries and quality/performance issues. As a member, or invited guest of the Credentialing Committee, I will keep all information received and all deliberations and discussions in strict confidence, and make no disclosures of such confidential information outside of the committee meetings. I shall exercise my best efforts to maintain the confidentiality of all information and records of the Credentialing Committee deliberations, except as otherwise required by Law.
I, the undersigned, do hereby attest that I will identify any potential conflict of interest I may have, and  mitigate any conflict of interest. A Member of the Credentialing Committee must refrain from voting when they have a professional involvement or conflict of interest that might have the appearance of partial judgment. The minutes will reflect all situations where a Credentialing Committee Member refrains from voting due to a conflict of interest. If a Credentialing Committee member must recuse themselves based on conflict of interest and there is no longer a quorum, the provider will be deferred until the next regularly occurring Credentialing Committee meeting.
I, the undersigned, do hereby attest that I agree to not make credentialing decisions based on the provider’s race, ethnic/national identity, gender, age, sexual orientation, the types of procedures or patients in which the provider specializes, or the demographic location of the provider.
I, the undersigned, understand that failure to comply with the terms of this attestation will result in the removal from the Credentialing Committee.
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