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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).



	CURRENT COMPETENCE (INITIAL APPOINTMENT)
	Written documentation from an accredited healthcare institution (Residency/Fellowship Director or Department Chair) at which the applicant has/had privileges stating that the applicant has successfully performed an adequate volume of medical services to patients within the past twenty-four (24) months.

	MAINTENANCE OF PRIVILEGE CRITERION
	For inpatient privileges:  Documentation/attestation of management of at least 20 inpatients during the past 24 months with acceptable 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.

	CATEGORY 1
	Privileges for which medical school and internship provides adequate experience for diagnosis and management

	CATEGORY 2
	Privileges for which a residency or additional training provides adequate experience for diagnosis and management.  Additional training must include externships, course work or experience approved by the Medical Executive Committee.  Requirement:  If you have not completed a residency, please provide documentation of additional training and/or experience for the past 2 years.

	CATEGORY 3
	Privileges for which specialty specific residency training or extensive experience found to be equivalent by the Medical Executive Committee provides adequate experience for diagnosis and management.  Requirement:  Please provide documentation of experience for the past 2 years for all Category 3 privileges requested.


	REQUESTED
	PRIVILEGE
	Category
	Approval

	
	
	
	Approve
	Approve w/Proctoring / Modification
	Not Approve

	HEPATIC DISEASES

	
	Differential diagnosis
	1
	
	
	

	
	Cirrhosis
	2
	
	
	

	
	With bleeding varicies
	3
	
	
	

	
	With coma
	3
	
	
	

	
	Decompensated
	3
	
	
	

	GASTROINTESTINAL DISEASES

	
	Differential diagnosis
	1
	
	
	

	
	Peptic ulcer – simple
	1
	
	
	

	
	Peptic ulcer – complicated
	2
	
	
	

	
	Inflammatory bowel disease
	2
	
	
	

	
	Intestinal obstruction
	2
	
	
	

	
	Pancreatitis
	2
	
	
	

	
	Malabsorption
	2
	
	
	

	
	Cholecystitis
	2
	
	
	

	PULMONARY DISEASES

	
	Differential diagnosis
	1
	
	
	

	
	Pneumonia – uncomplicated
	1
	
	
	

	
	Pneumonia – complicated
	2
	
	
	

	
	COPD
	1
	
	
	

	
	With respiratory insufficiency
	2
	
	
	

	
	With coma
	3
	
	
	

	
	Asthma
	1
	
	
	

	
	Pulmonary infarct/embolism
	2
	
	
	

	RENAL DISEASES

	
	Differential diagnosis
	1
	
	
	

	
	Glomerulonephritis
	2
	
	
	

	
	Pyelonephritis
	2
	
	
	

	
	Nephrotic syndrome
	2
	
	
	

	
	Acute insufficiency
	2
	
	
	

	
	Acute renal failure
	3
	
	
	

	CARDIOVASCULAR DISEASES

	
	Differential diagnosis
	1
	
	
	

	
	CHF, acute
	2
	
	
	

	
	CHF, chronic, intractable
	3
	
	
	

	
	Coronary artery disease
	1
	
	
	

	
	Unstable angina
	2
	
	
	

	
	Bacterial endocarditis
	2
	
	
	

	
	Cardiac arrhythmias
	2
	
	
	

	
	Myocardial infarct., uncomplicated
	2
	
	
	

	
	Myocardial infarct., complicated
	3
	
	
	


	REQUESTED
	PRIVILEGE
	Category
	Approval

	
	
	
	Approve
	Approve w/Proctoring / Modification
	Not Approve

	CARDIOVASCUALR DISEASES, continued

	
	Rheumatic fever
	2
	
	
	

	
	Pericarditis
	2
	
	
	

	
	Myocarditis
	3
	
	
	

	
	Thrombophlebitis
	1
	
	
	

	HEMATOLOGICAL/ONCOLOGICAL DISEASES

	
	Differential diagnosis
	1
	
	
	

	
	Leukemia, acute
	3
	
	
	

	
	Leukemia, chronic
	2
	
	
	

	
	Hemorrhagic diathesis
	3
	
	
	

	
	Anemia
	1
	
	
	

	
	Lymphoma
	2
	
	
	

	
	Chemotherapy
	2
	
	
	

	
	Thrombotic thrombocytopenic purpura
	3
	
	
	

	RHEUMATOLOGICAL DISEASES

	
	Differential diagnosis
	1
	
	
	

	
	Rheumatoid arthritis
	2
	
	
	

	
	Osteoarthritis
	1
	
	
	

	
	Gout
	1
	
	
	

	
	Lupus with severe complication
	3
	
	
	

	NEUROLOGICAL DISEASES

	
	Differential diagnosis
	1
	
	
	

	
	CVA
	1
	
	
	

	
	Meningitis-encephalitis
	2
	
	
	

	
	Seizure disorder
	2
	
	
	

	ALLERGY

	
	Differential diagnosis
	1
	
	
	

	
	Serum sickness
	2
	
	
	

	
	Anaphylactic shock
	2
	
	
	

	METABOLIC and ENDOCRINE DISEASES

	
	Differential diagnosis
	1
	
	
	

	
	Diabetes mellitus
	1
	
	
	

	
	Diabetes mellitus with acidosis
	2
	
	
	

	
	Thyrotoxicosis
	2
	
	
	

	
	Thyrotoxicosis Myxedema coma
	3
	
	
	

	
	Parathyroid conditions
	2
	
	
	

	
	Pituitary conditions
	2
	
	
	

	
	Cushing’s syndrome
	2
	
	
	

	
	Addison’s disease
	2
	
	
	

	
	Pheochromocytoma
	3
	
	
	


	REQUESTED
	PRIVILEGE
	Category
	Approval

	
	
	
	Approve
	Approve w/Proctoring / Modification
	Not Approve

	INFECTIOUS DISEASES

	
	Differential diagnosis
	1
	
	
	

	
	HIV/AIDS
	2
	
	
	

	
	Tuberculosis
	2
	
	
	

	
	Septic Syndrome
	2
	
	
	


**On a separate sheet of paper, please describe any major, unexpected complications you have encountered for any of the 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 * *
	Credentials Committee Recommendation
	Date:
	

	MEC Approval
	Date:
	

	Governing Board Approval
	Date:
	


Term:  ________________________  to _______________________
