Minden Medical Center

Radiology
Delineation of Privileges

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

(     Initial Appointment







(     Reappointment
Requested Staff Category (Circle One):   

Active:   
(Has admitting privileges, Eligible to vote on all matters and hold office on committees, Must participate in the ER on-call schedule)     

Courtesy:
(Admitting privileges must not exceed twenty-five (25) patient contacts per calendar year, Ineligible to vote, except as a member in a committee on which they serve, Ineligible to hold office; however, eligible for appointment to committees)   

Consulting:   (Ineligible to vote or hold office, Ineligible to admit patients)
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:

Basic Education:  M.D. or D.O.

Successful completion of an Accreditation council for Graduate Medical Education (ACGME) - or American Osteopathic Association (AOA)-accredited residency in Radiology.
AND/OR
Current certification or active participation in the examination process leading to certification in Radiology by the American Board of Radiology (ABR) or the American Osteopathic Board of Radiology or its equivalent.  
Required previous experience:  Applicants for initial appointment must be able to demonstrate performance and interpretation of at least 200 radiologic tests or radiologic tests or procedures, reflective of the scope of privileges requested, or demonstrate successful completion of an ACGME- or AOA-accredited residency, clinical fellowship, or research in a clinical setting within the past 12 months.
Reappointment requirements:  To be eligible to renew privileges in diagnostic radiology, the applicant must meet the following maintenance of privilege criteria:
Current demonstrated competence and an adequate volume of experience (400 radiologic tests or procedures) with acceptable results, reflective of the scope of privileges requested, for the past 24 months based on results of ongoing professional practice evaluation and outcomes. Evidence of current ability to perform privileges requested is required of all applicants for renewal of privileges.
Privileges-Diagnostic Radiology

Requested








Granted _____
· Bone densitometry
· Computed tomography of the head, neck, spine, body, extremity, CT guided biopsy and drainage procedures

· Diagnostic nuclear medicine of the head, neck, spine, chest including the heart, abdomen, and pelvis, extremity and their associated vasculatures, and associated procedures.

· Image guided biopsy and cyst aspiration

· Magnetic resonance imaging (MRI) of the head, neck, spine, body, extremity, and major joints-shoulder, knee, ankle, etc.

· Mammography

· Routine imaging, e.g., interpretation of plain films, intravenous or retrograde pyelography, fluoroscopy, chest/abdomen, pelvis/gastrointestinal and genitourinary diagnostic and therapeutic procedures

· Spinal puncture, lumbar

· Ultrasound

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


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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