Minden Medical Center

TeleRadiology
Delineation of Privileges

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

(     Initial Appointment







(       Reappointment
Requested Staff Category (Circle One):   

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/Diagnostic Radiology

AND/OR
Current certification or active participation in the examination process leading to certification in Radiology/Diagnostic Radiology by the American Board of Radiology (ABR) or the American Osteopathic Board of Radiology or its equivalent.  These privileges are to include the performance of any interventional techniques that are a natural extension of the designated procedure.
Criteria for Reappointment:
Applicants seeking renewal of privileges must meet ACR Practice Guidelines and Technical Standards for the particular diagnostic modality, performed the test or procedure in high enough volume that any quality trends might be detectable, and be engaged in the maintenance of certification (ABR-MOC) process for retaining diplomat status if initially board certified 10 years ago or longer.
Privileges-Diagnostic Radiology

Requested








Granted _____
· Privileges in Diagnostic TeleRadiology includes the reading and interpretation of any diagnostic imaging study that can be sent over a telemedicine link, including the following:
· Interpretation of Radiograph 
· Abdomen, Chest, Head, Extremity, Pelvis, Spine, Upper GI Series, Intravenous Urogram, Tomography
· Interpretation of CT
· Abdomen, Chest, Extremity, Head, Neck, Pelvis, Spine, Neurological, Musculoskeletal
· Interpretation of Ultrasound

· Abdominal, Endovaginal, Neck, Pelvis Renal, Thyroid, Obstetrical
· Doppler (diagnostic)
· Arterial, Venous
· Nuclear Medicine
· Liver, Spleen, GI Bleed, Bone, Brain, Lung, Renal, Thyroid, Liver Function, HIDA
· MRI
· Head, MRA, Extremity, Spine, Abdomen, Pelvis, Musculoskeletal
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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