Minden Medical Center

Certified Ophthalmic Technician (COT)
Delineation of Privileges

NAME:__________________________________ Effective from ____/____/____ to ____/____/____
DATE: __________________________________

(     Initial Appointment







(     Reappointment
Staff Category:    Allied Health Professional
Applicant:  Check off the “Requested” box for each privilege requested.  Applicants have the burden of producing information deemed adequate by the Hospital for a proper evaluation of current competence, current clinical activity, and other qualifications and for resolving any doubts related to qualifications for requested privileges.  Please strike through any privileges you do not wish to request.
Other Requirements

· Note that privileges granted may only be exercised at the site(s) and setting(s) that have the appropriate equipment, license, beds, staff, and other support required to provide the services defined in this document.  Site-specific services may be defined in hospital or department policy.

· This document is focused on defining qualifications related to competency to exercise clinical privileges.  The applicant must also adhere to any additional organizational, regulatory, or accreditation requirements that the organizations obligated to meet.
Criteria for Appointment:

QUALIFICATIONS:  1. Training one (1) to two (2) years in length.  2.  Certification by the Joint Commission on Allied Health Personnel in Ophthalmology or have equivalent specialized training in which proof can be provided.
COTs work under the supervision and direction of an ophthalmologist at Minden Medical Center to perform ophthalmic clinical duties.
Routine Duties
Requested








Granted _____
(
· Administration of eye drops as ordered

· Administration of ointments as ordered

· Administration  of irrigating solution to the eye as ordered

· Administer treatment ordered by the ophthalmologist

· Apply pressure ball to eye

· Betadine preparation of eye

· Check for Dilation of pupil

· Coordinate patient flow

· Collect data

· Instill ocular medications

· Measure visual acuity

· Measure intraocular pressure by applanation tonometry

· Measure pinhole acuity

· Measure, compare, and test pupils

· Measure corneal curvature with the keratometer or the ophthalmometer

· Neutralize spectacle lense on a manual lensometer

· Obtain ocular, medical, and family history

· Participate in telephone triage

· Perform manifest refractometry
· Position patient in holding area

· Supervise patients

· Schedule return visit

· Verify lens implant powers within the office chart

Patient Education

· Instruct patient regarding medications, tests, and procedures

· Giving Post-op instructions

Special/Other Privileges

Special/Other privileges requested for which you have current clinical competency may be listed below.  Documentation of training and/or experience must be provided for any privileges requested.  I understand that by making this request, I am bound by the applicable laws and policies of Minden Medical Center and hereby stipulate that I meet the minimum threshold criteria for this request.
· __________________________________

Requested_____ 

Granted______
· __________________________________

Requested_____ 

Granted______
Acknowledgement of Practitioner
I hereby certify that I possess the education, training, current experience and demonstrated performance to justify granting of clinical privileges in those areas requested.  I understand that in making this request, I am bound by the applicable bylaws and policies of the hospital and hereby stipulate that I meet the threshold criteria for each request.

_____________________________                           


_______________

Applicant Signature                                                     


 Date

SPONSORING PHYSICIAN’S STATEMENT

The applicant is my employee, and I agree to sponsor this applicant’s request for the requested privileges specified above.  I know this individual to be both qualified and competent to perform all requested privileges and further accept responsibility for the actions of this individual in the Hospital.

Sponsoring Physician’s Signature





     Date

I have reviewed the requested clinical privileges and supporting documentation for the above named applicant and recommend the privileges as indicated above.

____________________________________


_____________________

Medical Executive Committee




Date


· Approve as recommended by Medical Executive Committee
· Deny
____________________________________


_____________________

Board of Trustees





Date
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