
SAMPLE PROGRAM DIRECTOR LETTER
                                                          
Doctors Name, MD
Address
City, State ZIP

Dear Dr. Lname
SUBJECT: VERIFICATION OF FELLOWSHIP FOR FNAME LNAME, MD

    The above-named practitioner has made application for privileges at our hospital.  The applicant indicates that he successfully completed a training program at your institution.  As part of the verification process, your assistance is requested in completing the information below and to provide primary source verification of training, competency, and ability to perform.

Degree/Training Received:  _________________________     
Dates of Training:  

_________________________      
Specialty: 


_________________________      
    The practitioner has authorized you to release the requested information as part of his application.  A signed release from the applicant is enclosed.

    This evaluation should be based on demonstrated performance compared to that reasonably expected of a physician at this level of training, experience, and background:

    






 POOR   FAIR   GOOD   SUPERIOR

    Basic medical knowledge

 
 _____  _____  _____   _____

    Technical skill and competence
 _____  _____  _____   _____

    Professional judgment


 _____  _____  _____   _____

    Ethical conduct



 _____  _____  _____   _____

    Practitioner-patient relations     _____  _____  _____   _____

    Participation in staff,   

    department, committee meetings     _____  _____  _____   _____



    Ability to work with peers and 

    support staff



 _____  _____
_____  _____                          

    Ability to supervise peers and 

    support staff



 _____  _____
_____  _____

    Professionalism                    _____  _____    _____  _____

    Interpersonal and communication

    skills                             _____  _____    _____  _____

    Please review the enclosed __________________core privileges and supplemental privileges.  Is the applicant clinically competent to perform the privileges requested? _____No _____Yes 

    To your knowledge, has this provider been involved in any malpractice claims, investigations, or actions while at your institution? _____ No              _____ Yes 

    Are you aware of any disability that would affect the provider’s ability to practice the privileges as delineated?   

             _____ No              _____ Yes

Comments:
Recommendation:

_____Recommend highly without reservation

_____Recommend as qualified and competent

_____Recommend with some reservations

_____Do not recommend

______________________________________       




 

Program Director’s Signature      Date
       Telephone Number                                        

    If you have any questions, please contact Fname Lname who can be reached at (757) 953-7550.




     

     SIGNATURE OF CREDENTIALS REP








TITLE 

     2


