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 FORMCHECKBOX 
  Initial Appointment
 FORMCHECKBOX 
  Reappointment

	CATEGORY
	QUALIFICATIONS

	QUALIFICATIONS
	· Current, unrestricted Arizona State Licensure by the Arizona Board of Medicine or the Arizona Osteopathic Board of Medicine
· Drug Enforcement Administration (DEA) certification, if applicable

· Minimum malpractice insurance coverage as defined by the Medical Executive Committee
· A combination of appropriate formal training and experience found to be equivalent by the Medical Staff Credentials Committee.

	MINIMAL FORMAL TRAINING
	Basic Education:  MD, DO or foreign graduate equivalent (as certified by the ECFMG).

Successful completion of an approved ACGME-residency program in internal medicine and Board Certification or board admissible with certification within 5 years by the American Board of Internal medicine or the American Osteopathic Board of Internal Medicine.

	CURRENT COMPETENCE (INITIAL APPOINTMENT)
	The applicant must be able to demonstrate provision of inpatient services to at least 30 patients in the past 12 months.

	MAINTENANCE OF PRIVILEGE CRITERION
	Current demonstrated competence and an adequate volume of current experience with acceptable results in the privileges requested for the past 24 months based on results from quality assessment/performance improvement activities and outcomes; AND
Maintenance of Continuing Medical Education (minimum of 40 hours of Category 1 (MD)/Category 1A (DO) within the past 24 months).



	ABILITY TO PERFORM PRIVILEGES REQUESTED
	Attestation by applicant that no health problem exist that could affect ability to deliver quality and safe patient care within scope of privileges.


	REQUESTED
	PRIVILEGE
	Approval

	
	
	Approve
	Approve w/Proctoring / Modification
	Not Approve

	INTERNAL MEDICINE CORE PRIVILEGES

	Please check only once in this box for CORE Privileges.  

Line through items for which you do not want privileges.

 FORMCHECKBOX 

	Core privileges include ability to carry out accepted and usual diagnostic procedures and provide appropriate therapy for those diseases affecting patients above the age of 18 that do not require major surgical intervention.  Applicants are considered to have expertise in the following procedures:
· Thoracentesis

· Paracentesis

· Lumbar puncture

· Rigid sigmoidsocopy

· Incision & drainage or aspiration of superficial abscesses 

· Injection and aspiration of joints

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	SPECIAL PRIVILEGES NON-CORE: INTERNAL MEDICINE

	Requests for the following procedures will require documentation of at least 10 procedures in the past 24 months

	
	Insertion of central venous line
	
	
	

	
	Endotracheal intubation and ventilator management
	
	
	

	
	Bone marrow aspiration/biopsy
	
	
	

	
	Insertion of chest tube
	
	
	

	
	Cardiac stress testing (pharmacologic/physiologic)
	
	
	

	
	24-hour Holter monitor
	
	
	

	
	Arterial line
	
	
	

	
	Subclavian venous access
	
	
	

	
	
	
	
	

	
	
	
	
	

	Request for the following procedures will require documentation of at least 25 procedures in the past 24 months.

	
	Esophagogastroduodenoscopy 
	
	
	

	
	Colonoscopy
	
	
	

	Other Requests

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


**On a separate sheet of paper, please describe any major, unexpected complications you have encountered for any of the Core Privileges or Special Privileges you are requesting.

PRACTITIONER ACKNOWLEDGEMENT
In accordance with the Arizona Administrative Code, I am licensed as a physician in the State of Arizona and subject to the laws and the rules and regulations of the Arizona licensing agency.  I acknowledge that I have received a copy of the Medical Staff Bylaws, Rules & Regulations, and Credential Procedures Manual, and agree to be bound by the terms of the Medical Staff Bylaws and of the hospital and all other manuals and policies relevant to practice privileges at Summit Healthcare.
I have requested only those specific practice privileges for which by education, training, current experience and demonstrated performance for which I am qualified and wish to exercise at Summit Healthcare, and
I understand that in exercising any clinical practice privileges granted, I am constrained by any hospital and medical staff policies and rules applicable generally and any applicable to the particular situation.  I also acknowledge that my professional malpractice insurance extends to all privileges I have requested.  I attest that I am both mental and physically capable of exercising the requested privileges, and no health problem exists that could affect my ability to deliver quality and safe patient care within my scope of practice.  
	
	
	

	Practitioner’s Signature
	
	Date


* * For Hospital Use Only * *
	Specialty Board Certification
	Date Certified/Re-Cert
	Expiration Date

	
	
	


	Credentials Committee Recommendation
	Date:
	

	MEC Approval
	Date:
	

	Governing Board Approval
	Date:
	


Term:  ________________________  to _______________________
