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	APPLICATION FOR MEDICAL / PROFESSIONAL STAFF APPOINTMENT
State Form 45307 (R4 / 6-14)

LOGANSPORT STATE HOSPITAL


	NAME
	     
	DEA NUMBER
	     

	STREET ADDRESS
	     
	MEMBERSHIP
	     

	CITY/STATE
	     
	LICENSE NUMBER
	     

	ZIP CODE
	     
	SPECIALTY
	     


	1.
	I hereby apply for appointment to the Medical/Professional Staff of Logansport State Hospital as a medical/professional in the status as indicated below and I am obligated to provide proof of continuing education, qualifications and clinical competence. I consent to the inspection of records and documents pertinent to my licensure, specific training, experience, current competence, health status and, if requested, to appear for an interview.

	
	
	 FORMCHECKBOX 
 Full Time – Active
	 FORMCHECKBOX 
 Consulting

	
	
	 FORMCHECKBOX 
 Part Time – Active
	 FORMCHECKBOX 
 Temporary

	
	
	 FORMCHECKBOX 
 Professional (Non-Medical)
	

	2.
	I further request that I be granted staff privileges as indicated below (details for privileges attached):

	
	A.
	General Psychiatric Privileges
	 FORMCHECKBOX 


	
	B.
	Special Psychiatric Privileges
	

	
	
	1.
	Individual Psychotherapy
	 FORMCHECKBOX 


	
	
	2.
	Group Psychotherapy
	 FORMCHECKBOX 


	
	
	3.
	Family Therapy
	 FORMCHECKBOX 


	
	C.
	General Medical
	 FORMCHECKBOX 


	
	D.
	Neurology
	 FORMCHECKBOX 


	
	E.
	Radiology
	 FORMCHECKBOX 


	
	F.
	Podiatry
	 FORMCHECKBOX 


	
	G.
	Audiologist
	 FORMCHECKBOX 


	
	H.
	Dietitian
	 FORMCHECKBOX 


	
	I.
	Medical Staff Supervision
	 FORMCHECKBOX 


	
	J.
	Medical Officer On-Call Duty
	 FORMCHECKBOX 


	
	K.
	Dentistry
	 FORMCHECKBOX 


	
	L.
	Psychology – Category I
	 FORMCHECKBOX 


	
	M.
	Psychology – Category II
	 FORMCHECKBOX 


	
	N.
	Nurse Practitioner
	 FORMCHECKBOX 


	
	O.
	Speech Consultant
	 FORMCHECKBOX 


	
	P.
	Substance Abuse
	 FORMCHECKBOX 


	
	Q.
	Cardiology
	 FORMCHECKBOX 


	3.
	 R.    Optometry                                                                  FORMCHECKBOX 

In support of my request for clinical privileges, I have the following credentials:

	
	
	Graduate Training:

	
	
	     
	
	     
	
	     

	
	
	School
	
	Diploma
	
	Year

	
	
	Medical Training (For Physician):

	
	
	     
	
	     
	
	     

	
	
	Medical School
	
	Address (number and street, city, state, and ZIP code)
	
	Date of Graduation
(month, day, year)

	
	
	ECFMG Certificate (For International Medical Graduates):
	     

	
	
	Post Graduate Training:

	
	
	
	Location
	
	Date 

(month, day, year)
	
	Internship/Residency

	
	
	1.
	     
	
	     
	
	     

	
	
	2.
	     
	
	     
	
	     

	
	
	3.
	     
	
	     
	
	     


	
	
	4.
	     
	
	     
	
	     

	
	
	Licenses and Certificates:

	
	
	
	State Boards
	
	Date
(month, day, year)
	
	Number

	
	
	1.
	     
	
	     
	
	     

	
	
	2.
	     
	
	     
	
	     

	
	
	3.
	     
	
	     
	
	     

	
	
	Specialty Board Certification:

	
	
	
	Type:
	

	
	
	Hospital Experience:

	
	
	
	Location
	
	Date
(month, day, year)
	
	Type of Appointment

	
	
	1.
	     
	
	     
	
	     

	
	
	2.
	     
	
	     
	
	     

	
	
	3.
	     
	
	     
	
	     

	
	
	4.
	     
	
	     
	
	     

	
	
	5.
	     
	
	     
	
	     


	
	
	Teaching Experience:

	
	
	
	Location
	
	Date
(month, day, year)
	
	Type of Appointment

	
	
	1.
	     
	
	     
	
	     

	
	
	2.
	     
	
	     
	
	     

	
	
	References:

	
	
	
	Name
	
	Address
(number and street, city, state, and ZIP code)
	
	Telephone Number

	
	
	1.
	     
	
	     
	
	     

	
	
	2.
	     
	
	     
	
	     

	
	
	3.
	     
	
	     
	
	     

	
	

	4.
	I understand that any designation of privileges shall be automatically waived in case of a lifesaving emergency, which is defined as a condition in which the life of a person is in immediate danger.

	
	
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO

	5.
	I understand that if there are any changes in my credentials, I must present valid credentials verifying all changes in qualifications required by Logansport and the State of Indiana.

	
	
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO

	6.
	Do you have any health problems that would interfere with your job performance? (I agree to submit any reasonable evidence of current health status required by the Executive Committee.)

	
	
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO

	7.
	Do you have any alcohol or drug abuse problems that would interfere with your job performance?

	
	
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO

	8.
	Have you been or are you currently involved in any professional liability action? (If yes, please attach details and final judgment or settlements.)

	
	
	 FORMCHECKBOX 
 YES 
	 FORMCHECKBOX 
 NO

	9.
	Have you ever been involved in any previously successful or currently pending challenges to any licensure, certification or registration, or the voluntary relinquishment of such licensure or registration or certification?

	
	
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO

	10.
	Have you ever been denied or voluntarily given up Medical/Professional Staff membership or have you ever voluntarily or involuntarily had reduction or loss of clinical privileges at another hospital?

	
	
	 FORMCHECKBOX 
 YES
	 FORMCHECKBOX 
 NO


I understand that upon appointment to the Medical/Professional Staff of the Logansport State Hospital I must conform to all By-Laws, Formulary, regulations and policies of the Hospital, and conform to all appropriate professional ethical standards that may be established subsequent to the date of my appointment.

I understand the Governing Body has the ultimate authority to grant, restrict, or deny privileges, which may include modification of my request.  In the event I believe I have been inappropriately restricted or denied privileges to practice my profession at the Logansport State Hospital, I understand I shall the right to appeal.

I pledge to provide continuous quality of care to my patients.

	     
	
	

	Date of Application (month, day, year)
	
	Signature of Applicant


APPLICATION FOR MEDICAL / PROFESSIONAL STAFF APPOINTMENT (continued)
State Form 45307 (R4 / 6-14)

LOGANSPORT STATE HOSPITAL
	Applicant’s Name:
	     


After careful consideration of the application and validating evidence, the Executive Committee of the Medical Staff recommends that this application be:

	 FORMCHECKBOX 
 Approved
	 FORMCHECKBOX 
 Rejected


	It is recommended that this appointment be effective on (month, day, year):
	     


	     

	     

	     


	     
	
	

	Date (month, day, year)
	
	Chairperson, Medical/Professional Staff Executive Committee


We have reviewed the recommendation of the Medical/Professional Staff Executive Committee and hereby 

	 FORMCHECKBOX 
 Approve
	 FORMCHECKBOX 
 Reject


the request of the applicant for:

	  FORMCHECKBOX 

  FORMCHECKBOX 

	Temporary Appointment to the Medical/Professional Staff (120 days)
Provisional Appointment to the Medical/Professional Staff (6 months)

	 FORMCHECKBOX 

	Initial Appointment to the Medical/Professional Staff

	 FORMCHECKBOX 

	Reappointment to the Medical/Professional Staff


In addition, we grant the attached list of clinical privileges to practice at Logansport State Hospital.

	Governing Body Representatives:

	     
	
	

	Date (month, day, year)
	
	Medical Director

	     
	
	


	Date (month, day, year)
	
	Chief Executive Officer


Clinical Privileges for Medical/Professional Staff Appointment/Reappointment

	General Psychiatric Privileges
	Requested
	Approved
	Limitations

	 FORMCHECKBOX 

	Admission and Intake Assessments
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Psychiatric Assessments
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Establishing Diagnosis According to DSM IV/V
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Prescribing and Monitoring of Psychotropic Medication
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Providing Short Term Individual and Group Therapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Discharge Planning
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Geriatric Psychiatry
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Forensic Psychiatry
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	General Medical Assessment and Triage
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Specialty Psychiatric Privileges
	Requested
	Approved
	Limitations

	 FORMCHECKBOX 

	Individual Psychotherapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Family Therapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Group Therapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Developmental Disability / Mental Retardation Specialty
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Forensic Psychiatry
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Medical On Call Privileges
	Requested
	Approved
	Limitations

	 FORMCHECKBOX 

	General Medical Assessment and Triage
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Admission and Initial Assessments
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Psychiatric Assessments
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Establish Diagnosis According to DSM IV/V
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Prescribing and Monitoring Psychotropic Medications
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Consultation in General Psychiatry
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	General Medical Privileges
	Requested
	Approved
	Limitations

	 FORMCHECKBOX 

	General Medical Examination
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Establish Medical Diagnosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Prescribe / Recommend Medications
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Direct / Recommend Course of General Medical Treatment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	General Medical Therapies (Including Initial Emergency Care)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Minor Surgical Procedures not Requiring Specialized Surgical Training (e.g., Incision and Drainage (I & D) of Abscess, etc.)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Consultation in General Medicine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Interpretation of X-Rays, EKG’s and Other Investigative Reports
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Neurology Privileges
	Requested
	Approved
	Limitations

	 FORMCHECKBOX 

	Neurological Examination and Assessment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Establish Neurological Diagnosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Interpretation of Electroencephalograms (EEG’s)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Perform Lumbar Puncture
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Direct / Recommend Course of Neurological Treatment or Consultation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Prescribe Appropriate Neurology Consultation to General Medical Physician and Psychiatrist
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Radiology Privileges
	Requested
	Approved
	Limitations

	 FORMCHECKBOX 

	Interpretation of Routine X-Ray Studies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Interpretation of Advanced Studies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Consultation in Radiology Investigation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Podiatry Privileges
	Requested
	Approved
	Limitations

	 FORMCHECKBOX 

	Podiatry Assessment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Establish Podiatry Diagnosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Prescribe / Recommend Medication Directly Related to Podiatry Practice
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Consultation for Podiatry
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Medical Staff Supervisor
	Requested
	Approved
	Limitations

	 FORMCHECKBOX 

	Supervision of Medical Staff, Chairing Medical Staff Committees, Evaluation, and Medical Staff Competency
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Providing Direction and Consultation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Measuring Performance of Medical Staff Function
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Dentistry Privileges
	Requested
	Approved
	Limitations

	 FORMCHECKBOX 

	Diagnostic Procedures
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Preventive Dentistry
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Education
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Dental Restorations
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Emergency Treatment
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Oral Surgery
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Postoperative Care
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Dental Prosthetics
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Prescribe Medications
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Periodontal Procedures
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Forensics
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Consultation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Psychology: Category I Privileges
	Requested
	Approved
	Limitations

	 FORMCHECKBOX 

	Perform Initial Psychological Assessments
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Intensive Review (For Patient Care Monitoring)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Behavioral Assessments
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Psychological Testing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Participate in Treatment Planning
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Devise Behavioral Programs
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Provide Group and/or Individual Therapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Psychology: Category II Privileges
	Requested
	Approved
	Limitations

	 FORMCHECKBOX 

	Forensic Assessments
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Psychological Testing (Neuro-psychological and Projective)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Group and/or Individual Therapy, Systematic Desensitization, Biofeedback Training, Substance Abuse, Adult Children of Alcoholics, Victims of Sexual Abuse, Perpetrators of Sexual Abuse and Forensic Problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Family Therapy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Supervision of Behavior Clinicians
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Consultant for Research and Supervise Research
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Psychology Staff Supervision
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Audiology Privileges
	Requested
	Approved
	Limitations

	 FORMCHECKBOX 

	Audiologic Screenings
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Audiologic Evaluations
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Basic Speech Screenings
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Maintenance and Repair of Hearing Aids
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Counseling of Patients
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Referrals
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Participation in Team Meetings When Appropriate
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Teaching Staff
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Speech Privileges
	Requested
	Approved
	Limitations

	 FORMCHECKBOX 

	Comprehensive Speech and Language Evaluations
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Direct Speech / Language Therapy with Patients
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Consultation Regarding Speech/Language Interventions
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Participate in Treatment Planning
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Dietitian Privileges
	Requested
	Approved
	Limitations

	 FORMCHECKBOX 

	Assessments
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Counseling of Patients Regarding Dietary Issues
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Participation in Team Meetings When Appropriate
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Nurse Practitioner Privileges
	Requested
	Approved
	Limitations

	 FORMCHECKBOX 

	Treatment of Patients According to Agreed Protocol with Physician
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Biopsychosocial Assessments
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Prescriptive Authority as Regulated by the Indiana Health Professions Bureau
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Cardiology Privileges
	Requested
	Approved
	Limitations

	 FORMCHECKBOX 

	Diagnostic Procedures
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	EKG Assessments / Screenings / Interpretations
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	Consultation as needed
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Optometry Privileges




                Requested       Approved      Limitations
 FORMCHECKBOX 
      Comprehensive Examinations





 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 
      Routine Ophthalmology Examinations




 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 
      Refraction








 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 
      Post Operative Care







 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 
      Extended Ophthalmoscopy






 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

 FORMCHECKBOX 
      Gonioscopy







 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 



 FORMCHECKBOX 
      Evaluation and Office Management Visits




 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

	
	
	


SECTION I: APPLICATION – Page 3

