VA NORTHERN CALIFORNIA HEALTH CARE SYSTEM (NCHCS)

Checklist of Clinical Privileges for

Chiropractic Medicine

Provider’s Name: ___________________________, MD
	Privilege(s) Requested
	Chiropractic

PRIVILEGE DESCRIPTION

	Following each privilege you select below, please indicate by circling and initialing (to the right of each privilege) the appropriate location(s), at which of NCHCS' campuses you intend to practice your selected privilege(s).

	Service

Chief’s Approval

	You are required to place your initials below for each privilege you are requesting
	
	
	

	
	
	
	

	
	
	
	

	     _____
	Prescribing Authority Requested:

       All                 
2                         3                            4

       None                       2N                       3N                         5                        

DEA Number: ________________     Expiration: ___________________

	

	  1. ________
	Conduct Chiropractic History, Physical Exam and Document in the Medical Record

  
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	
	Diagnostic and Chiropractic Management of:
	

	  2. ________
	Subluxation/Joint Dysfunction


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	  3. ________
	Spondylosis without Myelopathy
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	  4. ________
	Degeneration of Intervertebral Disc (IVD)
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	  5. ________
	Coccydynia
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	  6. ________
	Ligament Sprain
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	  7. ________
	Costovertebral Subluxation/Joint Dysfunction
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	  8. ________
	Costosternal Subluxation/Joint Dysfunction
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	  9. ________
	Vertebral Facet Syndrome
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	 10. ________
	Sacroiliac (SI) Joint Syndrome
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	


VA NORTHERN CALIFORNIA HEALTH CARE SYSTEM (NCHCS)

Checklist of Clinical Privileges for

Chiropractic Medicine

Provider’s Name: ___________________________, MD
	Privilege(s) Requested
	Chiropractic

PRIVILEGE DESCRIPTION

	Following each privilege you select below, please indicate by circling and initialing (to the right of each privilege) the appropriate location(s), at which of NCHCS' campuses you intend to practice your selected privilege(s).

	Service

Chief’s Approval

	You are required to place your initials below for each privilege you are requesting
	
	
	

	
	
	
	

	
	
	
	

	
	Procedures:

	10. ________
	Basic Cardiac Life Support
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	11. ________
	Manual, Articular Manipulative Procedures

 
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	12. ________
	Manual, Nonarticular Manipulative Procedures


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	13. ________
	Application of physical modalities including mechanical traction, ultrasound diathermy, moist heat, ice and electrical stimulation


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	
	Orders/Counseling:

	14. ________
	Provide patient counseling and recommendations related to exercise, life style changes, and modification of ergonomic factors in activities of daily living


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	15. ________
	Order radiologic and laboratory studies within the VA 


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	16. ________
	Request consults from other clinicians within the VA 


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	


VA NORTHERN CALIFORNIA HEALTH CARE SYSTEM (NCHCS)

Checklist of Clinical Privileges for

Chiropractic Medicine

Provider’s Name: ___________________________, MD
	Privilege(s) Requested
	Chiropractic

PRIVILEGE DESCRIPTION

	Following each privilege you select below, please indicate by circling and initialing (to the right of each privilege) the appropriate location(s), at which of NCHCS' campuses you intend to practice your 

selected privilege(s).

	Service

Chief’s Approval

	You are required to place your initials below for each privilege you are requesting
	
	
	

	
	
	
	

	
	
	
	

	
	Other (Please provide details below):

	17. ________
	____________________________________

____________________________________
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	


I _________________________, hereby apply for practice privileges within the VA Northern California Health Care System.  I have requested privileges only in areas in which I believe I meet applicable standards of education, training, demonstrated proficiency, and/or Board Certification.  I understand that these privileges will be granted only after my application has been reviewed and approved by the Service Chief, Credentials/Professional Standards Board, Chief of Staff and the Director.

I also understand that it is not necessary to request emergency clinical privileges.  An emergency is deemed to exist whenever serious permanent harm or aggravation of injury or disease is imminent; or the life of a patient is in immediate danger, and any delay in administering treatment could add to that danger.  In such emergencies I am authorized and will be assisted to do everything possible to save the patient’s life or to save the patient from serious harm, to the degree permitted by my license but regardless of department affiliation, staff category or level of privileges.  If I provide services to a patient in an emergency, I am obligated to utilize appropriate consultative assistance when available and to arrange for appropriate follow-up care.
__________________________________________

__________________

                                                       , MD



Date

_____________________________________________________________________________________
I have reviewed this provider’s data and information demonstrating current competence for the clinical privileges requested.  After review of this information, I recommend that clinical privileges be granted as indicated with any exceptions or conditions as documented.  
Check One

_________ Provider’s Focused Professional Practice Evaluation (FPPE) will be due six months from the time the provider is appointed. (New provider or renewing provider requiring more detailed monitoring).

_________ Provider’s Ongoing Professional Practice Evaluation (OPPE) results support approving providers privileges. OPPE documentation has been forwarded to the Medical Staff Office for processing.

Privileges reviewed and recommended by:

____________________________________________

__________________

Martin D. Hoffman, MD





Date
Chief, Physical Medicine & Rehabilitation Service
Rev 7/9/13
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