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NAVAL MEDICAL CENTER, PORTSMOUTH

         APPLICATION FOR PROFESSIONAL STAFF APPOINTMENT

    WITH CLINICAL PRIVILEGES
From:






To:
Commander, Naval Medical Center, Portsmouth

Via:
(1)  Head, Medical Staff Services Department

(2)  Department Head

Subj:
STAFF APPOINTMENT WITH CLINICAL PRIVILEGES

Encl:
(1)  Clinical privilege sheet


(2)  Individual Credentials File (ICF) or Inter-facility Transfer Brief (ICTB), if ICF is not available

1.  Request: (initial the applicable paragraph) 

 
_____ a.  Initial staff appointment with clinical privileges as reflected in enclosure (1).


_____ b.  Active staff appointment with clinical privileges as reflected in enclosure (1).

_____ c.   Renewal of active staff appointment with clinical privileges, _______with or ______without changes from current privileges as reflected in enclosure (1).


_____ d.  Affiliate staff appointment with clinical privileges as reflected in enclosure (1).

_____ e.  Modification of clinical privileges as reflected in enclosure (1).

_____ f.  Active staff appointment with clinical privileges, as reflected in enclosure (1), based on the active staff appointment with core and supplemental clinical privileges granted at my previous command.

_____ g.  Active staff appointment with clinical privileges as reflected in enclosure (1), based on the successful completion of my Navy

full-time in service.

    ____Internship 

    ____Residency

    ____Fellowship

2.   Enclosure (2) provides information in support of this application.

3.  I certify that: (initial applicable paragraphs)

_____ a.  I possess the credentials and current clinical competence to justify the granting of the staff appointment with clinical privileges as requested.             

_____ b.  I have been provided a copy of or access to, have read, and agree to comply with the facility professional staff policies, procedures, and by-laws.

_____c.  I have been provided access to and agree to comply with the applicable credentials and privileging directives.

_____d.  I have no current mental or physical impairment that could limit my clinical abilities.

______e.  I will notify the privileging authority and my commanding officer, if different from the privileging authority, of any change in my mental or physical condition that could limit my clinical ability or performance.

______ f.  I pledge to provide for the continuous care of my patients.

______ g.  To my knowledge, I am not currently under investigation involving substandard clinical practice, malpractice, or personal misconduct.
4.  I authorize NMCP, its professional staff and legal representatives, for the purpose of evaluating my professional competence, character and ethical conduct to contact and consult with: (initial applicable paragraphs)
______ a.  Administrators and members of the professional staff of any other MTF/DTF, institution, or practice with which I have been associated.
______ b.  Current or past malpractice carriers.

______ c.   My professional colleagues.

5.  I consent to the inspection by NMCP, its professional staff and lawful representatives of all records and documents, including health records at other MTFs/DTFs that may be material to evaluation of my professional qualifications for staff membership and clinical privileges.                        
6.  I release from liability all individuals or organizations who
              respond honestly and in good faith to inquiries authorized in 

paragraphs 4 and 5.
7.______   I understand that I will not participate independently in patient care without the authorization of the Commander, NMCP.
____________________________________________________ 

Provider’s Signature                                                      Date

Attestation:  Based on available information, this provider is

physically and mentally qualified to perform privileges requested.
____________________________________________________

Chief of Service/Peer/Credentials Chairman                 Date
(Physician/Dentist signature is required)
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