       VA NORTHERN CALIFORNIA HEALTH CARE SYSTEM (NCHCS)

Checklist of Clinical Privileges for

PRIMARY CARE
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.  
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PRIMARY CARE 
Provider’s Name:

	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 Primary Care 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
	Primary Care
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 General IM privileges a provider must have completed an accredited three-year residency training program. Board certification or board eligibility in IM is required.   The applicant must be able to demonstrate that he/she has provided care for at least 60 patients during the past 24 months.  Exceptions will be dealt with on a case-by-case basis.
	
	

	  ______
	N/A
	Prescribing Authority Requested:

       All                 
2                         3                            4

       None                       2N                       3N                         5                        

DEA Number: ________________     Expiration: ___________________
	

	  ______
	______
	Diagnosis and treatment of medical problems including history and physical examination, ordering of appropriate laboratory and radiology testing, prescription of therapeutic agent and other treatments and providing and requesting consultations.
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	______
	______
	Arterial Line Placement
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	______
	______
	Arterial Puncture
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	______
	______
	Arthrocentesis
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	______
	______
	Aspiration of Subcutaneous Abscess or Fluctuant Area
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	______
	______
	Biopsies and excisions 
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	______
	______
	Electrocardiographic Interpretations


	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

Primary Care
Provider’s Name:

	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
	Primary Care
 (Cont.)
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

	_____
	_____
	Excision of skin and subcutaneous lesions


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	_____
	_____
	Incision & Drainage (including Cysts & Lesions)


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	_____
	_____
	Joint Injections 
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	_____
	_____
	KOH Preparation 
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	_____
	_____
	Lumbar Puncture 
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	_____
	_____
	Nail Removal


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	_____
	_____
	Occult Blood Testing
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	_____
	_____
	Paracentesis 
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	_____
	_____
	Percutaneous Bone Marrow Aspiration and Biopsies


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	_____
	_____
	Peritoneal Aspiration and Biopsy with Cope Needle


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	_____
	_____
	Pleural Aspiration and Biopsy with Cope or Vim Silverman Needle


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	_____
	_____
	Skin Biopsy (shave, punch, incision, excision) 
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	_____
	_____
	Sigmoidoscopy 

	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	_____
	_____
	Spirometry


	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


Primary Care
Provider’s Name:

	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
	Primary Care
 (Cont.)
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

	_____
	_____
	Stress (Exercise) Testing 
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	_____
	_____
	Thoracentesis 
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

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

L      B      N     U         E      C       D

C      P      P     T         L    
	

	
	Designated Women’s Health Provider (DWHP)

PRIVILEGE DESCRIPTION
	
	Sec Chf Approval
	Svc Chf Approval

	_____
	_____
	Cognitive Bundle: Skills needed to diagnose and treat common Women’s Health conditions, including in the area of contraception, menopause management, bleeding and pain disorders, urinary incontinence, and minor acutes (e.g. vaginitis and UTIs).
	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	

	_____
	_____
	IUD Removal


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	
	

	_____
	_____
	IUD Insertion


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	
	

	_____
	_____
	Vulvar Biopsy


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	
	

	_____
	_____
	Endometrial Biopsy


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	
	

	_____
	_____
	I&D vulvar Abscess


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

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
	Primary Care

 (Cont.)
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).
	Section/Service

  Chief’s Approval

	
	Designated Women’s Health Provider (DWHP)

(Continued)

PRIVILEGE DESCRIPTION
	
	Svc Chf Approval
	Svc Chf Approval

	_____
	_____
	Destruction of Vulvar Lesions


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	
	

	_____
	_____
	Nexplanon Insertion


	C     H       I     O       T      U       E

L      B      N     U         E      C       D

C      P      P     T         L    
	
	

	_____
	_____
	Nexplanon Removal


	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.

__________________________________________
__________________

Provider’s Signature
Date

VA NORTHERN CALIFORNIA HEALTH CARE SYSTEM (NCHCS)

Checklist of Clinical Privileges for

Primary Care
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 providers privileges. OPPE documentation has been forwarded to the Medical Staff Office for processing.

Privileges reviewed and recommended by

_________________________________________
__________________

Section Chief’s Signature
Date

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 providers privileges. OPPE documentation has been forwarded to the Medical Staff Office for processing.

_________________________________________
__________________

Philip J. Eulie, MD, FACP
Date

Chief, Primary Care Service

Revised 1/8/2015








