APP Tier Change Request Form

APP Group:  ___________________________________________________
Person requesting Tier change:  ___________________________________
Current APP Tier:  	□ 1		□ 2		□ 3		□ 4
Requested APP Tier: 	□ 1		□ 2		□ 3		□ 4

Briefly describe current Roles/Responsibilities/Procedures of the above APP group (see APP Application tier structure document with various procedures for tiers): ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Describe current roles/responsibilities and procedures being performed that you feel justifies the APP Tier being proposed (https://www.med.unc.edu/app/workflow/application-tier-structure-1/application-tier-structure/view): ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Email your request to: Advanced Practice Provider (APP) Center  appcenter@unchealth.unc.edu
Your request will be forwarded to the APP Steering Committee for review.  We will email you with the decision once the item has been reviewed by the Steering Committee
*If approved a meeting will be set up with HR to discuss logistics of move and timeline.
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