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APPLICATIONS FOR MEDICAL STAFF PRIVILEGES

INITIAL/REAPPRAISAL (Circle One)

I, __________________, hereby apply for practice privileges within the VA Northern California Health Care System.  I have requested privileges, as categorized below and delineated on the attached sheet(s), 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 for a period not to exceed two (2) years and only after my application has been reviewed and recommended for approval by the Service Chief, the Credentials Committee, Clinical Executive Board, Chief of Staff and approved by the Director.  I further understand that I am not limited by this process from performing any emergency procedures that I think may be necessary t preserve the life of health of a patient.

______________________________        ____________________________        ____________________

                     Specialty 



  Subspecialty

   Board Certified by/Year

CATEGORICAL DESIGNATIONS FOR DENTAL PRIVILEGES

(Check (  ) only the Highest Categorical Designation for which you are eligible.)

______Category I
The diagnosis and/or treatment of illnesses, injuries, or conditions or the performance of procedures that have low risk of morbidity/mortality (e.g., routine care; disease management).

Criterion:
Reasonable experience in care of these conditions.  Residency training and or other specialty/subspecialty training not required.

______Category II
The diagnosis and/or treatment of major illness, injuries, or conditions or the performance of procedures posing moderate risk of morbidity/mortality.

Criterion:
Significant post-graduate training or experience in the specialty/subspecialty area, such as is obtained in a residency training program.  May be Board Eligible.  Board Certification not necessary.

______Category III
The diagnosis and/or treatment of major illnesses, injuries, or conditions, or the performance of procedures posing potentially high risk of morbidity/mortality.

Criterion:
Board Certification in the specialty/subspecialty is required, or equivalent experience as determined by the Medical Staff.

Dentistry is the health care profession involved in the diagnosis and treatment of disease processes of the orofacial complex, including teeth, oral mucosa, jaws, salivary glands and associated structures.  Disease processes include pathologic lesions, infections, trauma, dental malrelations, and functional and/or esthetic defects of deformities.  Treatment includes medical therapy, surgical therapy, preventative care, and long term maintenance therapy.  A full and unrestricted license is required.

	PRIVILEGE       REQUESTED  
	CATEGORY REQUESTED


	Dentistry

PRIVILEGE DESCRIPTION

	Following each privilege you select below, please indicate by circling and initialing (to the right of each privilege) the appropriate setting(s), you intend to practice your 

selected privilege(s).

	SVC CHIEF



	You are required to place your initials below for each privilege you are requesting
	You are also required to select either Cat I, II,  or III  (as defined on page one of this privilege list) for each privilege you select


	
	
	

	____
	_____
	*GENERAL DENTISTRY

The field of dentistry concerned with the maintenance of oral health through the diagnosis and treatment of oral disease processes.  The general dentist is a Doctor of Dentistry.  Members granted privileges in the area of general dentistry are expected to request consultation in all cases where:

a. doubt exists as to the diagnosis

b. improvement to treatment is not soon apparent

c. hazardous treatment procedures are contemplated

d. unexpected complications arise
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	____
	_____
	*ENDODONTICS   (SPECIALITY)
The specialized field of dentistry concerned with the diagnosis and treatment of abnormalities affecting the endodontium (dental pulp tissue).  The endodontist is a Doctor of Dentistry who has completed at least two additional years of specialized postdoctoral training in Endodontics.  Members granted staff privileges may be required to be board certified (or eligible for board certification) by the American Board of Endodontics, or an equivalent certifying board (as determined by the Chief of the Dental Service.)
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	____
	_____    
	*PERIODONTICS (SPECIALITY)
The specialized field of dentistry concerned with the diagnosis and treatment of abnormalities affecting the periodontinum (dental supporting structures).  The periodontist is a Doctor of Dentistry who has completed at least two years additional years of specialized postdoctoral training in Periodontics.  Members granted staff privileges may be required to be board certified (or eligible for board certification) by the American Board of Periodontics, or an equivalent certifying board (as determined by the chief of the Dental Service).
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Practitioner’s Name: ______________________________
Practitioner’s Name: _____________________________
	PRIVILEGE       REQUESTED 

 
	CATEGORY REQUESTED


	Dentistry

PRIVILEGE DESCRIPTION
(Continued)
	Following each privilege you select below, please indicate by circling and initialing (to the right of each privilege) the appropriate setting(s), you intend to practice your 

selected privilege(s).

	SVC CHIEF

	You are required to place your initials below for each privilege you are requesting
	You are also required to select either Cat I, II,  or III  (as defined on page one of this privilege list) for each privilege you select


	
	
	

	____
	_____
	PROSTHODONTICS (SPECIALITY)

The specialized field of dentistry concerned with the diagnosis and treatment of congenital or acquired deficiencies of the orofacial complex (functional or esthetic deformities).  The prosthodontist is involved in the correction of such deficiencies through the fabrication and insertion of prosthetic replacement.  The prosthodontist is a Doctor of Dentistry who has completed at least two years of specialized postdoctoral training in Prosthodontics.  Members granted staff privileges may be required to be board certified (or eligible for board certification) by the American board of Prosthodontics, or an equivalent certifying board (as determined by the Chief of the Dental Service.
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	____
	_____


	ORAL AND MAXILLOFACIAL SURGERY (SPECIALITY)
The specialized field of dentistry concerned with the diagnosis and treatment of surgically complex or involved disease processes of the oral and Maxillofacial region.  The oral and Maxillofacial surgeon is a Doctor of Dentistry who has completed at least four years of specialized postdoctoral training in Oral Maxillofacial Surgery, including at least twelve months of general medical/surgical training.  Members granted staff privileges may be required to be board certified (or eligible for board certification) by the American board of Oral and Maxillofacial Surgery, or an equivalent certifying board (as determined by the Chief of the Dental Service.
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	____
	_____
	ORAL PATHOLOGY (SPECIALITY)

The specialty of dentistry and discipline of pathology concerned with the nature, identification, management of diseases affecting the oral and maxillofacial regions.  It is a science that investigates the causes, processes, and effects of these diseases.  The practice of oral pathology includes diagnosis of disease using clinical, radiographic, microscopic, biochemical, or other examinations.  The oral pathologist is a Doctor of Dentistry who has completed at least two years of specialized postdoctoral training in oral pathology.  Members granted staff privileges may be required to board certified (or eligible for board certification) by the American Board of Oral Pathology, or by an equivalent certifying board (as determined by the chief of the Dental Service.
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Practitioner’s Name: _________________________________
	PRIVILEGE       REQUESTED  
	CATEGORY REQUESTED


	Dentistry

PRIVILEGE DESCRIPTION
(Continued)
	Following each privilege you select below, please indicate by circling and initialing (to the right of each privilege) the appropriate setting(s), you intend to practice your 

selected privilege(s).

	SVC CHIEF

	You are required to place your initials below for each privilege you are requesting
	You are also required to select either Cat I, II,  or III  (as defined on page one of this privilege list) for each privilege you select


	
	
	

	___      
	_____
	ORTHODONTICS (SPECIALILTY)

The area of dentistry concerned with the supervision, guidance, and correction of the growing or mature dentofacial structure, including those conditions that require movement of teeth or correction of malrelationships and malformations of their related structures.  The specialty of orthodontics includes he diagnosis, prevention, interception, and treatment of all forms of malocclusion of the teeth and associated alterations in their surrounding structures; the design, application, and control of functional and corrective appliances; and the guidance of the dentition and its supporting structures to attain and maintain optimum esthetic and occlusal relations.  A minimum or two years of post D.D.S. training are required to become an orthodontist.  Members granted staff privileges may be required to be board certified (or eligible for board certification) by the American Board Orthodontics, or by an equivalent certifying board (as determined by the Chief of the Dental Service).
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	HOSPITAL PROCEDURES
	
	

	____
	_____
	Admission and discharge
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	____
	_____
	Operating room
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	PROCEDURES


	
	

	____    
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	____    


Practitioner’s Name: ______________________________
	PRIVILEGE       REQUESTED  
	CATEGORY REQUESTED


	Dentistry

PRIVILEGE DESCRIPTION
(Continued)
	Following each privilege you select below, please indicate by circling and initialing (to the right of each privilege) the appropriate setting(s), you intend to practice your 

selected privilege(s).

	SVC CHIEF 

	You are required to place your initials below for each privilege you are requesting
	You are also required to select either Cat I, II,  or III  (as defined on page one of this privilege list) for each privilege you select


	
	
	

	____
	_____
	*I.V. Light Sedation/Analgesia
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	____
	_____
	OTHER PROCEDURES
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	____


*Light sedation/analgesia is included in resident training for Periodontics, Oral & Maxillofacial Surgery and General Dentistry.  All dentists performing I.V. light sedation/analgesia must have current ACLS training.

I hereby apply for practice privileges at 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 Section Chief, Service Chief, Clinical Advisory Committee, the 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.

__________________________________________

__________________

Yih Chang, MD






Date
Practitioner’s Name: _________________________________
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

____________________________________________

__________________

Steven J. Nevins, DDS





Date

Chief, Dental Service

Date Reviewed: 7/2/2010


