VA NORTHERN CALIFORNIA HEALTH CARE SYSTEM (NCHCS)

Checklist of Clinical Privileges for

MEDICINE

Provider’s Name:  ________________________________________









DELINEATION OF CLINICAL PRIVILEGES

Privileges with VA Northern California Health Care System (NCHCS) are granted for both clinical practice and specific procedures.  Initial application by new members or requests by current staff members for additional privileges should be accompanied by documentation of training and experience.  Any practitioner may request additional privileges at any time subsequent to completion of additional training.  All practitioners requesting privileges with VANCHCS are subject to the same application process regardless of specialty.

Four categories (levels) of clinical privileges, as defined below, may be granted for each clinical area.  The category of privileges requested, if any, in each area should be specified.  To request privileges for performing procedures, complete the procedure section of the application.

CATEGORY I:  Practitioners with these privileges may render emergency care and treat uncomplicated illness with no serious threat to life and that is expected to require only a short period of hospitalization.  When doubt exists as to the diagnosis or in cases where expected improvement is not apparent, consultation must be obtained.

CATEGORY II:  Practitioners with these privileges are expected to request consultation in all cases in which doubt exists as to the diagnosis, where expected improvement is not soon apparent and when specialized therapeutic or diagnostic techniques are indicated.

CATEGORY III:  Practitioners with these privileges are expected to have training and/or experience and competence on a level commensurate with that provided by specialty training, such as in the broad field of internal medicine, although not necessarily at the level of the subspecialist.  (Certification by the applicable Board)  Such practitioners may act as consultants to others and may, in turn, be expected to request consultation when:

a.  diagnosis and/or management remain in doubt over an unduly long period of time, especially in the presence of a life threatening illness;


b.  unexpected complications arise which are outside this level of competence;


c.  specialized treatment or procedures are contemplated with which they are not familiar.

CATEGORY IV:  Practitioner with these privileges have the highest level of competence within a given field, on a par with that considered appropriate for a subspecialist.  They are qualified to act as consultants and should, in turn, request consultation from within or from outside the facility staff whenever needed.  

This form MUST be returned to VA Northern California Health Care System

	Basic Education Requirement:  MD, DO or equivalent as recognized by the Educational Commission for Foreign Medical Graduates. 
Post-graduate Training Requirement:  Successful completion of an Accreditation Council for Graduate Medical Education (ACGME) approved residency-training program in Internal Medicine, Family Practice or Dermatology as appropriate.

Board Certification Requirement:  Board eligibility or certification. 

Background:  Education should cover the various clinical areas of Internal Medicine (IM) including, General IM, Allergy and Immunology, Cardiology, Critical Care, Dermatology, Diagnostic Radiology - Limited, Endocrinology/Metabolism, Gastroenterology, Hematology/Oncology, Infectious Disease, Nephrology, Pulmonary Medicine and Rheumatology, Urgent – Emergency Care. All Medicine service providers must be fully capable of the general medical care expected of any licensed physician, including physical examination, utilization and interpretation of laboratory data, ordering appropriate radiologic examination(s), consulting/requesting specialty/subspecialty evaluations when appropriate, evaluating special procedures and the prescribing of drugs.

	Privilege(s) Requested

---------------

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

You are also required to select either Cat I, II,  III, or IV (as defined on page one of this privilege list) for each privilege you select
	Dermatology

PRIVILEGE DESCRIPTION


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

  Chief’s Approval

	
	
	To request any of the following Dermatology privileges a provider must have completed an accredited residency-training program in Dermatology.  Board certification or board eligibility in Dermatology is required.  The applicant must be able to demonstrate that he/she has provided consultation or treatment for 60 patients during the past 24 months.  Exceptions dealt with on a case-by-case basis.
	
	

	 ________
	________
	Chemotherapy and Immunotherapy (Topical and Systemic) for Dermatologic Diseases


	C      H        I        O         T         U

L      B        N         U            E         C      C      P        P         T             L    
	

	 ________
	________
	Collagen Injections


	C      H        I        O         T         U

L      B        N         U            E         C      C      P        P         T             L    

	

	 ________
	________
	Cryosurgery


	C      H        I        O         T         U

L      B        N         U            E         C      C      P        P         T             L    

	

	 ________
	________
	Curettage and Electrodesiccation 


	C      H        I        O         T         U

L      B        N         U            E         C      C      P        P         T             L    

	

	 ________
	________
	Dermabrasion


	C      H        I        O         T         U

L      B        N         U            E         C      C      P        P         T             L    

	

	 ________
	________
	Electrosurgical destruction of benign lesions


	C      H        I        O         T         U

L      B        N         U            E         C      C      P        P         T             L    

	

	
Privilege(s) Requested

---------------

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

You are also required to select either Cat I, II,  III, or IV (as defined on page one of this privilege list) for each privilege you select
	Dermatology 

(Con’t)

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's campuses you intend to practice your selected privilege(s).
	 Service

  Chief’s Approval

	 ________
	________


	Laser Surgery


	C      H        I        O         T         U

L      B        N         U            E         C      C      P        P         T             L    

	 

	 ________
	________
	Liposuction 


	C      H        I        O         T         U

L      B        N         U            E         C      C      P        P         T             L    

	

	 ________
	________
	MOH’s Surgery


	C      H        I        O         T         U

L      B        N         U            E         C      C      P        P         T             L    

	

	 ________
	________
	Phototherapy and Chemophototherapy


	C      H        I        O         T         U

L      B        N         U            E         C      C      P        P         T             L    

	

	 ________
	________
	Simple Blepharoplasty


	C      H        I        O         T         U

L      B        N         U            E         C      C      P        P         T             L    

	

	 ________
	________
	Skin Grafts (full thickness)


	C      H        I        O         T         U

L      B        N         U            E         C      C      P        P         T             L    

	

	 ________
	________
	Transplants (hair, adipocyte or melanocyte)


	C      H        I        O         T         U

L      B        N         U            E         C      C      P        P         T             L    

	

	 ________
	________
	Wound Repair (flaps, scar revision)


	C      H        I        O         T         U

L      B        N         U            E         C      C      P        P         T             L    

	

	 ________
	________
	Other (Specify):  ________________________
	C      H        I        O         T         U

L      B        N         U            E         C      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.
__________________________________________

__________________

Signature






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).

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

Privileges reviewed and recommended by

_________________________________________

__________________

David Siegel, MD





Date
Chief, Medicine Service






Rev 7/2/2010

