

Proposed Start Date:




UNIVERSITY OF KENTUCKY CHANDLER MEDICAL CENTER

CONFIDENTIAL

APPLICATION FOR 

MEDICAL STAFF MEMBERSHIP

AND CLINICAL PRIVILEGES

2004

UNIVERSITY OF KENTUCKY CHANDLER MEDICAL CENTER

APPLICATION FOR MEDICAL STAFF MEMBERSHIP AND DELINEATION
FOR CLINICAL PRIVILEGES IN THE

DEPARTMENT OF 

Internal Medicine

Applicant:



Instructions:

Please type or print legibly all answers.  Answer all questions.  Do not leave any question blank.  If a question is not applicable, answer “N/A.”  If you need additional space, use the back of this form and reference the question being answered.

The burden of proof is on you to provide complete, truthful and accurate information (including copies of requested documents) in a timely fashion.  Failure to provide complete, updated information shall result in delay of processing and/or denial of your Application.  Providing false information shall result in the automatic denial of the Application.

You must immediately update this Application if there is any material change to any answer.  For example, you must notify us immediately if an investigation were commenced that could lead to your being declared an “Ineligible Person” debarred from participation in any federal health care program.  

If you have any questions, please refer to the Medical Staff Bylaws or call, Paula Bargo at 323-6122 or Arianna Paterson at 257-1259.

Please attach all of the following documents, which will be incorporated into and made part of your Application.

1. Two copies of current Kentucky Medical License

2. Two copies of current DEA Certificate (must have a KY address listed)
3. Two copies of current Curriculum Vitae
4. Two copies of Medical / Dental School Diploma

5. Copy of Internship/Residency/Fellowship Certificates

6. Two copies of Specialty Board Certificates
7. Two copies of Specialty Board Recertification Certificate 

8. Signed & Dated Behavioral Standards form

9. Signed & Dated Compliance form

10. Signed & Dated Government ID form (by person making the copy)

11. Copy of Malpractice insurance cover sheet (voluntary privileges only)

Name:


 M


 F


DOB:


(mm/dd/year)SS#:


(xxx-xx-xxxx)
Department:

Internal Medicine
Division:


 Phone:



Home Address:


 Phone:



Business Address: (If Voluntary)



Category of Medical Staff
[  ] Active 
[  ] Associate 
[  ] Consulting 
Category of Faculty Appointment
[  ] Fulltime
[  ] Part Time
[  ] Voluntary

University of Kentucky Faculty Rank Held/ Applied For By Applicant:

[  ] Professor
[  ] Associate Professor
[  ] Assistant Professor
[  ] Instructor
Visa status if non-U.S. citizen: (please attach copy) 



Board Certified   [  ]  Yes   [   ]   No
Specialty: 


Specialty:



Date:


Date:



MEDICAL/DENTAL SCHOOL
Institution: 



Address: 



City:


 State:


 Zip:


Country



Dates:  From 
     /      /                    
To      /      /                    

INTERNSHIP
Institution: 



Address: 



City:


 State:


 Zip:


Country



Dates:  From 
     /      /                    
To      /      /                    

Residencies

Institution: 



Address: 



City:


 State:


 Zip:


Country



Dates:  From 
     /      /                    
To      /      /                    

Institution: 



Address: 



City:


 State:


 Zip:


Country



Dates:  From 
     /      /                    
To      /      /                    

Institution: 



Address: 



City:


 State:


 Zip:


Country



Dates:  From 
     /      /                    
To      /      /                    

FELLOWSHIPS

Institution: 



Address: 



City:


 State:


 Zip:


Country



Dates:  From 
     /      /                    
To      /      /                    

Institution: 



Address: 



City:


 State:


 Zip:


Country



Dates:  From 
     /      /                    
To      /      /                    

Institution: 



Address: 



City:


 State:


 Zip:


Country



Dates:  From 
     /      /                    
To      /      /                    

PREVIOUS and OTHER CURRENT HOSPITAL APPOINTMENTS for past 5 years

Please explain any “gaps.”

Institution: 



Address: 



City:


 State:


 Zip:


Country



Dates:  From 
     /      /                    
To      /      /                    

Institution: 



Address: 



City:


 State:


 Zip:


Country



Dates:  From 
     /      /                    
To      /      /                    

Institution: 



Address: 



City:


 State:


 Zip:


Country



Dates:  From 
     /      /                    
To      /      /                    

OTHER WORK HISTORY (for past five years)

1.



2.



3.



4.



LEAVE OF ABSENCE OR TIME AWAY FROM HOSPITAL

PRACTICE OF MORE THAN 30 DAYS (for the past five years)

1.



2.



3.



RECOMMENDATIONS

(Please list names & Fax #’s of three individual peers whom we may contact regarding your professional qualifications)

Please note that written recommendations are confidential and are not shown to applicants. 

1. Name:


 Fax #:



2. Name:


 Fax #:



3. Name:


Fax #:



DEA#



Schedule
Issued


If not all schedules carried, please indicate why for each category:


2
[   ]




2N
[   ]




3
[   ]




3N
[   ]




4
[   ]




5
[   ]



Primary Admitting Facility If NOT UK Hospital



STAFF PRIVILEGES CURRENTLY HELD AT OTHER INSTITUTIONS


Institution
Category of Medical Staff
Clinical Service



(Active, Courtesy, Consultant, etc.)

· Please check if any appointment or staff privileges at other institutions has changed since your last appointment

Indicate yes or no and if the answer to any question is “YES”, please check each and every applicable action, and provide full explanation and details on a separate sheet.

1. Are there any investigations that have been initiated against you by any state licensing board?

Yes:
Pending  [   ]
Disciplinary action  [   ]
Resolved without disciplinary action  [   ]
No  [   ]

2. Has your license to practice in any state ever been restricted:

Yes:
Denied  [   ]
Limited  [   ]
Suspended  [   ]
Probated  [   ]
Revoked  [   ]


Voluntarily relinquished (Does NOT include allowing to lapse or expire)  [   ] Involuntarily relinquish [   ]
No  [   ]

3. Have you ever been declared “Ineligible,” debarred or  restricted from participating in any private, federal, or state health insurance program (e.g.         Medicare, Medicaid)?

Yes:
Suspended  [   ]
Sanctioned  [   ]
  Other  [   ]
No  [   ]

4. Have you ever been the subject of an investigation by any private, federal, or state agency concerning your participation in

any private, federal, or state health insurance program?

Yes:
Pending  [   ]
Disciplinary action  [   ]
Resolved without disciplinary action  [   ]
No  [   ]

5. Have any of your narcotics registration certificates ever been restricted:

Yes:

Limited  [   ]
Revoked   [   ]
Voluntarily suspended  [   ]

Involuntarily suspended [   ]


Not renewed  [   ]
Challenged  [   ]
No  [   ]

6.
Have you ever been accused of a felony?
Yes  [   ]
No  [   ]

7.
Have you ever been convicted of a felony?
Yes  [   ]
No  [   ]

8.
Have you ever been accused of a crime connected with the practice of medicine?
 Yes  [   ]
No [   ]
9.
Have you ever been convicted of a crime connected with the practice of medicine
Yes  [   ]
No [   ]

10.
Have you ever been investigated for submitted claims in violation of the False Claims Act?___________
Yes  [    ]
No [  ]
11.
Have you ever been the subject of a federal or criminal investigation involving children? 
Yes  [   ]
No  [   ]

(If “yes”, include the deposition of the arrest or charge on a separate sheet.  This statement is being answered under penalty of perjury.)

12.
Has your employment, medical staff appointment, clinical privileges anywhere ever been:

Yes:

Investigated  [   ]
Challenged  [   ]
Suspended  [   ]
Diminished  [   ]
Revoked  [   ]      Probated  [   ]


Limited  [   ]
Not renewed  [    ]
Voluntarily  relinquished[    ]
Involuntarily relinquished  [   ]
No  [   ]

*For purposes of this question, “suspended” includes voluntary, involuntary, summary or precautionary suspension, regardless of duration.

13.
Have you ever withdrawn any application for appointment, reappointment, or clinical privileges before a decision was made by a governing board of any health care facility or hospital? 
Yes  [   ]
No  [   ]

14.
Have you ever resigned from  the medical staff of any hospital or health care facility while:

Yes:

An investigation was ongoing  [   ]

or, a decision was pending regarding the status of your privileges?  [   ]
No  [   ]

15.
Have you ever been  the subject of an investigation by any hospital or health care facility?

Yes:

Pending  [   ]
Disciplinary action  [   ]
Resolved without disciplinary action  [   ]
No  [   ]

16.
Have you ever been the subject of an investigation by any medical or professional organization or society?

Yes:

Pending  [   ]
Disciplinary action  [   ]
 Resolved without disciplinary action  [   ]


Denied membership  [   ]
Denied renewal  [   ]
No  [   ]

17.
Have you ever been a defendant in a medical/professional liability suit?
Yes  [   ]
No  [   ]

18.
Have you ever had, or do you currently  have, any chemical or substance dependency?
Yes  [   ]
No  [   ]

19.
Have you ever chronically abused any chemical or substance?
Yes  [   ]
No  [   ]

20.
Have you ever voluntarily or involuntarily undergone treatment for any chemical or substance abuse?
Yes  [   ]
No  [   ]

CONTINUED

Indicate yes or no and if the answer to any question is “YES”, please check each and every applicable action, and provide full explanation and details on a separate sheet.

21.
Do you have any condition which may presently limit your full performance of the duties of an attending physician?


Yes [   ]
No  [   ]

If so, please describe how the condition may impact the performance of your duties and any measures

which you would propose to be taken to allow you to fully and safely perform your duties.

22.
Do you have a valid Kentucky Medical/Dental License that is duly registered with the Kentucky Board of Medical/Dental  Examiners?


Yes  [   ]
Kentucky License #: 



No  [   ]

23.
Have you ever lost your board certification or failed to recertify?
Yes  [   ]
No  [   ]

24.
Have you ever taken a leave of absence ( if yes please explain)? 
Yes  [   ]
No  [   ]

25.
Are you presently a party to an ‘aftercare’ agreement?
Yes  [   ]
No  [   ]

26.   Has Medicare/Medicaid investigated and/or taken action against you based on patient care issues or

allegations related to illegal billing practices?
Yes  [   ]
No  [   ]

27.
How many times have you been automatically suspended during the last 24 months for failure to 

complete medical records? 



28.
Do you maintain confidentiality of medical records and the Protected Health Information contained in them?
Yes  [   ]
No  [   ]
29.
Please list languages you speak in addition to English:



30.   Please list any other Medical/Dental License you have held in any other state:

License#


State:


Expiration Date:



License#


State:


Expiration Date:



License#


State:


Expiration Date:



License#


State:


Expiration Date:



License#


State:


Expiration Date:



PRIMARY ADMITTING FACILITY IF NOT UK HOSPITAL



Copy of government ID such as driver’s license or passport showing applicant’s picture and identifying information

I certify that this is a copy of the original identification and the applicant pictured in this identification is the applicant applying for privileges.

____________________________

Signature

_____________________________

Printed/Typed Name

University of Kentucky

Albert B. Chandler Medical Center
COMMITMENT TO BEHAVIORAL STANDARDS IN PATIENT CARE


I hereby acknowledge that I have received a copy of the Behavioral Standards in Patient Care.  I have been informed that the code of behavior described herein is the official behavior code for all employees, medical staff, faculty, students, and volunteers of University Hospital and the Ambulatory Care Program and that the standards apply to all individuals who come into contact with patients or participate in activities associated with patient care.


I understand that as a participant in patient care services, I shall be expected to maintain and uphold these specific standards and the intent of these standards in the performance of my duties and responsibilities.

________________________________________



Signature
Date

Name (Typed or Printed)


Internal Medicine

Please circle one:

College/Division
Faculty
Staff
Student


Voluntary/Auxiliary


Health Related Professional

UNIVERSITY OF KENTUCKY HOSPITAL MEDICAL STAFF COMPLIANCE FORM

By signing and returning this Compliance Form, the undersigned member of the University of Kentucky Hospital Medical Staff acknowledges and unconditionally agrees as follows:

1.
I have received and read the Medical Staff Bylaws, the Medical Staff Rules and Regulations, and the Medical Center Behavioral in Patient Care, as revised, which I promise to follow.

2.
I shall continuously satisfy all qualifications and requirements for membership, as described in Article II of the Medical Staff Bylaws, and shall immediately inform the Chief of Staff of any event that would affect or potentially affect my qualifications or continued membership.

3.
I shall participate and cooperate in performance improvement, peer review, risk management and utilization activities.

4.
I shall continuously practice in a professional, ethical, and legal manner and shall participate in and follow the Medical Center’s Corporate Compliance Program.  I understand that I have a responsibility to disclose to the Compliance Officer any known or suspected non-compliant or illegal activity.

5.
I shall continuously honor and maintain the confidentiality of patient records, including Protected Health Information, as defined by the HIPAA Privacy Rule, 45 CFR Parts 160 and 164, Subparts A and E, and of Hospital/ Departmental/Committee minutes, records, and information.

Further, I certify that:
1.
I am currently physically and mentally capable of exercising safely all delineated clinical privileges granted and of carrying out all responsibilities required of members of the Medical Staff.

2.
I have never been convicted (including plea bargain or other arrangement with prosecuting officials) or otherwise sanctioned or found liable for a health care-related criminal, civil, or administrative offense involving fraudulent or abusive conduct.

3.
I am not excluded from participation, or not otherwise debarred or ineligible to participate, in a Federal health care program or in any other government payment program.

4.
I understand that should I be excluded from participation, or otherwise become ineligible to participate in any government program, I must inform the Chief of Staff in writing within 24 hours of the time I receive such notice.



____________________________________



Signature
Date



Print Name and Social Security Number
UNIVERSITY OF KENTUCKY HOSPITAL

MEDICARE/CHAMPUS PHYSICIAN ATTESTATION

ACKNOWLEDGMENT STATEMENT

I ACKNOWLEDGE THAT I HAVE RECEIVED THE FOLLOWING NOTICE:


“Notice to Physicians: Medicare and CHAMPUS payment to hospitals is based, in part, on each patient’s principal and secondary diagnoses and the major procedures performed on the patient, as attested to by the patient’s attending physician by virtue of his or her signature in the medical record.  Anyone who misrepresents, falsifies, or conceals essential information required for payment of Federal Funds, may be subject to fine, imprisonment, or civil penalty under applicable Federal laws.”

*Signature – Attending Physician 


*Date                






Internal Medicine

Physician Name (Typed or Printed)


Department

*Signature and date must be in physician’s handwriting.

Date:


 (mm/dd/yy)
New _____
Change ___
Delete ____


LogonID 



SSN:



Needed for change/delete 

Name:










First



M.I.
Last

Job

Title:



Department:

Internal Medicine

Location/

Building:



Phone:



Identifying Facts: (For future use by support center to identify you when you call for assistance)

What is your father’s mother’s name? _________________________________________

What is your astrological sign?  _______________________________

What is your mother’s maiden name?  _________________________________________

Access Needed:
Network Server ___________________________________________


CICSPROD _____     SCM _____   SCV_____   WORx _____  RSS _____  

SOFTMED _____
MAGIC WEB ____
REMEDY  ____     TSO ____         







Please model access on LogonID
_______________

Special Instructions:
______________________________________________________

________________________________________________________________________

________________________________________________________________________

Director Signature: ________________________________________________________

Director Name: _____________________________ Phone: _______________________




(Please Print)

Department: _____________________________________________________________





(Please Print)

Send to Information Services – Information Security and Contingency Planning 2224B Regency  -  0084  



FAX  859-257-7848  Office 859-257-7879  

Client will be called when access is built, normally within 2 business days after authorizations and needed competencies verified. 

Applicant’s Name 


 UKID:




(Please print. First, Middle Initial, Last)

I agree to keep patient information confidential by observing the following:

1. I will protect my password from use or theft by others.

2. I will sign off the system when I leave the workstation and not allow others to use my access.

3. I will only look up information on patients for whom I have direct responsibility.  I will not look up my own medical information on the computer.

4. I will share patient information only with people who have a right to access the information in order to perform their job function.

5. When sharing information with people who have a right to access the information in order to perform their job function, I will ensure that I am in a private setting where others cannot hear or see the confidential information.

6. I will follow all University, Medical Center, Hospital and department rules of conduct whenever I use e-mail.

7. I will password protect any personal digital assistant device that contains patient (or confidential) information.

8. I will not disseminate confidential patient information from my home computer without appropriate authorization for release of information.

9. I will dispose of confidential information properly in accordance with all applicable policies.

10. I understand that audits will be perform on computer usage to ensure compliance with all computer related policies and this confidential agreement.

11. I will follow other specific confidentiality rules for special situations.  When departments have standards more stringent than this statement, I will abide by their standards.

12. I understand that my employer has the right to take disciplinary action up to and including termination of my employment for breaches of confidentiality.

_______________________________________________________       ______________________



Signature





Date

This form is kept on file with UK Health Care Information System Security.


FAX:  859.257.7848

Office:  859.257.7879
UNIVERSITY OF KENTUCKY MEDICAL CENTER

DEPARTMENT OF INTERNAL MEDICINE
DELINEATION OF CLINICAL PRIVILEGES

APPLICANT NAME:



Please check all appropriate boxes in Privileges Requested column.

PRIVILEGES REQUESTED

(The exercise of all privileges may occur only in the context of prevailing bylaws, rules and regulations, and hospital policies.)

GENERAL


[ ]
Hospital Admission












[ ]
History & Physical Examination


[ ]
Patient Care Orders



[ ]
Emergency Room Consultation/Treatment


[ ] 
In Hospital Consultation

[ ]  Supervision of Residents



Currently ACLS Certified
Yes [ ]         No [ ]

Currently ATLS Certified
Yes [ ]         No [ ]

It should be recognized that in the case of an emergency, any individual who is a member of the medical staff or has been granted clinical 

privileges is permitted to do everything possible within the scope of his/her license to save a patient’s life or to save a patient from serious 

harm, regardless of staff status or privileges granted.

Consultations are expected to be obtained when the diagnosis or management is in doubt for an unduly long period of time, when complications arise or when specialized treatments or procedures are contemplated, that are different from privileges granted.

PLEASE SELECT A SINGLE CLASS OF PRIVILEGES
CRITERIA:
Clas  I, II and III -  Completion of ACGME approved Internal Medicine residency program; board certification, or


equivalent training/experience per department standards.

[ ] CLASS I

Diagnosis and therapy of minor general medical illnesses, injuries or conditions, and performance of procedures, with no 



threat to life.
[ ] CLASS II
Diagnosis and therapy of major general medical illnesses, injuries or conditions, and performance of procedures, with 



minimal threat to life.
[ ] CLASS III
Diagnosis and therapy of major general medical illnesses, injuries, or conditions, and the performance of procedures, with



possible serious threat to life.
CLASS IV
Diagnosis and therapy of unusually complex medical illnesses, injuries, or conditions and the performance of procedures,


With possible serious threat to life, within area of specialization.


Criteria:
Completion of ACGME approved fellowship program, subspecialty board certification; or possess equivalent 




credentials per department standards.


[ ] Allergy and Immunology


[ ] Cardiology


[ ] Clinical Cardiac Electrophysiology


[ ] Endocrinology and Metabolism


[ ] Gastroenterology


[ ] Geriatrics


[ ] Hematology


[ ] Infectious Disease


[ ] Nephrology


[ ] Oncology


[ ] Pulmonary


[ ] Rheumatology


[ ] Sports Medicine


[ ] Critical Care Medicine

PROCEDURES

PLEASE SELECT ALL APPLICABLE PRIVILEGES

CRITERIA:  Relevant subspecialty training, or training/experience per department standards beyond that obtained in most 


Internal Medicine residency programs [except for General Medicine Category].

Allergy

Infectious Disease


[ ] Skin Testing

[ ] Prescription of antietroviral therapy and





 monitoring of HIV infection

Cardiology




[ ] Cardiac Transplantation; complete medical management
Hematology/Oncology



[ ] Diagnostic cardiac catheterization

[ ] Bone marrow aspiration



[ ] with valvuloplasty

[ ] Bone marrow biopsy



[ ] with electrophysiologic testing

[ ] Bone marrow transplantation


[ ] Permanent transvenous pacemaker/defibrillator insertion

[ ] Therapeutic phlebotomy


[ ] Echocardiographic interpretation




[ ] Elective Cardioversion
Nephrology



[ ] Electrocardiographic interpretation

[ ] Hemodialysis


[ ] Endovascular procedures (Criteria: See attached sheet)

[ ] Kidney biopsy


[ ] Exercise treadmill testing

[ ] Kidney biopsy


[ ] Intraaortic balloon counter pulsation

[ ] Peritoneal dialysis


[ ] Nuclear cardiographic interpretation

[ ] Renal transplantation; complete medical management


[ ] Pericardiocentesis

[ ] Temporary vascular access


[ ] Temporary pacemaker placement

[ ] Continuous renal replacement

Endocrinology
Pulmonary and Critical Care





[ ] Bronchoscopy


[ ] Thyroid aspiration


[ ] with bronchoalveolar lavage


[ ] Pancreas transplantation


[ ] with transbronchial biopsy





[ ] Chest tube placement


Gastroenterology

[ ] Swan-Ganz catheter placement






[ ] Complex ventilator management



[ ] Endoscopic (Criteria: See departmental liaison for separate form)

[ ] Transthoracic biopsy


[ ] Esophagogastroduodenoscopy

[ ] Thoracentesis with biopsy



[ ] with bleeding treatment

[ ] Thoracentesis without biopsy



[ ] with gastrostomy placement

[ ] Supervision and interpretation of pulmonary function testing


[ ] Flexible sigmoidoscopy

[ ] Supervision and interpretation of pneumograms and


[ ] Colonoscopy

 multichannel sleep recordings



[ ] with polypectomy

[ ] Lung transplantation 


[ ] ERCP, diagnosis





[ ] with sphincterotomy
Rheumatology





[ ] with stenting

[ ] Joint aspiration


[ ] Endoscopy ultrasonography



[ ] Esophageal dilation
Other Procedure Privileges Requested

[ ] Liver Biopsy

[ ] Gastrointestinal motility studies


[ ] Laparoscopy

[ ] Liver Transplant; complete medical management


General Internal Medicine

[ ] Paracentesis


[ ] Abdominal paracentesis

[ ] Conscious sedation


[ ] Advanced cardiopulmonary resuscitation




[ ] Arterial puncture




[ ] Arterial line placement




[ ] Arthrocentesis of knee




[ ] Bladder catheterization


[ ] Central line placement


[ ] Endotracheal intubation


[ ] Lumbar puncture


[ ] Nasogastric intubation


[ ] Thoracentesis



I REQUEST PRIVILEGES AS INDICATED ABOVE AND SHALL RESTRICT MY CLINICAL ACTIVITIES TO SAME.

I AM MENTALLY AND PHYSICALLY ABLE TO PERFORM CLINICAL PRIVILEGES INDICATED ABOVE.

Date ____________

Applicant Signature ______________________________________

____________________APPLICANT: DO NOT WRITE BELOW THIS LINE_______________________
Comments / Special Conditions (If any)
I ACKNOWLEDGE MODIFICATION OF REQUESTED PRIVILEGES.

Date__________
Applicant Signature___________________________________________________

ATTESTATION & CONSENT

I have read this application, the Bylaws of the Medical Staff (which I acknowledge are not a contract), the Rules and Regulations of the Medical Staff of the University Hospital and Ambulatory Care Programs, the governing regulations of the University of Kentucky, the Hospital’s Corporate Compliance Plan and Behavioral Standards in Patient Care, and I agree to conduct my practice in accordance with them and agree to be bound by them.

I certify that all information contained and accompanying this Application is true, accurate, complete and current.  I understand that any misrepresentation, misstatement or omission from this Application, whether or not intentional, shall constitute cause for automatic and immediate rejection of this Application.

I REQUEST PRIVILEGES AS INDICATED WITHIN AND SHALL RESTRICT MY CLINICAL ACTIVITIES TO SAME.  I AM MENTALLY AND PHYSICALLY ABLE TO PERFORM CLINICAL PRIVILEGES AS INDICATED WITHIN.  

I understand it is my responsibility to keep this Application current and that I must immediately notify and inform the Medical Staff Affairs Office of any change to answers or information provided, both during the application process and as changes may occur even after I am granted appointment and privileges between credentialing cycles, including, but not limited to, any changes in my professional liability coverage (in effect if I am involved in practicing at other facilities outside the scope of my appointment at the University of Kentucky), the occurrence of any claim or lawsuits, the initiation of any investigation or action that affects or could affect my medical staff appointment, restrict my license, affect participation in Medicare or Medicaid, or restrict or limit my clinical privileges or ability to exercise privileges competently, completely and safely.  

I understand that medical staff membership and the granting of clinical privileges is not a right.  Only if I satisfy my continuing burden and obligation of demonstrating qualification, current competence, ethical character (including the ability to work with others) and compliance with the law can I receive and maintain medical staff membership and clinical privileges.

I understand and agree to provide continuous care and supervision of my patients, to accept, attend and complete required committee assignments, to complete medical records in a timely manner and to accept consultation assignments.

I hereby consent to the inspection by the University Hospital / Ambulatory Care Program, the University of Kentucky (to include but not limited to: Aetna, Anthem, Humana, Cigna, CHA Health, United Healthcare and Bluegrass Family Health) and its Medical Staff for their acts performed in good faith and without malice in connection with evaluating my application, credentials and qualifications and I hereby authorize and consent to the release of information by individuals and organizations to the University Hospital in connection with evaluating my application, credentials and qualifications and I hereby release from liability and hold harmless any and all individuals and organizations who provide information to University Hospital / Ambulatory Care Program and to members of its Medical Staff, in good faith and without malice, concerning my professional competence, ethics, character and other qualifications for clinical privileges and I hereby consent to release of such information.  

I understand and agree that recommendations and actions that adversely affect my application or my exercise of clinical privileges, which are taken according to the Medical Staff Bylaws, Rules and Regulations, and the procedures required by the Health Care Quality Improvement Act of 1986 (as amended), are deemed to be “professional review actions,” which are covered by the immunity provisions of the Health Care Quality Improvement Act and comparable provisions under the Kentucky law.      

I hereby further authorize and consent to the release of information (including responses to written and verbal requests) by University Hospital to other hospitals, medical associations, managed care organizations and other interested persons on request regarding any information the University Hospital may have concerning me as long as such release of information is done in good faith and without malice, and I hereby release from liability and hold harmless the University Hospital / Ambulatory Care Program, and members of its Medical Staff, for so doing.  

I understand and agree that I, as an applicant for membership and clinical privileges, have the burden of producing adequate information for proper qualifications and for resolving any doubts about such qualifications.  I hereby testify that all information provided in this application is true and complete.  I acknowledge that any misrepresentation or failure to fully disclose requested information shall be sufficient cause to result in the immediate revocation of my appointment or denial of my application for membership and/or privileges.  Furthermore, I will consent to an interview if requested.

__________________________________________________



Signature of Applicant 






Date
RECOMMENDATION OF DIVISION DIRECTOR (IF APPLICABLE)

My review of the applicant’s last 5 years of clinical work history reveals that this applicant is able to perform the health related professional responsibilities and clinical privileges as requested. In accordance with the Bylaws, Rules and Regulations of the Medical/Dental Staff of the University Hospital and Ambulatory Care Program, I recommend privileges as delineated on the attached request for clinical privileges.

_______________________________________________________  Date: __ __/__ __/__ __ __ __

Signature

RECOMMENDATION OF DEPARTMENT CHAIRPERSON

My review of the applicant’s last 5 years of clinical work history reveals that this applicant is able to perform the health related professional responsibilities and clinical privileges as requested. In accordance with the Bylaws, Rules and Regulations of the Medical/Dental Staff of the University Hospital and Ambulatory Care Program, I recommend privileges as delineated on the attached request for clinical privileges.

________________________________________________________  Date: __ __/__ __/__ __ __ __

Signature

RECOMMENDATION OF CREDENTIALS COMMITTEE

In accordance with the Bylaws, Rules and Regulations of the Medical/Dental Staff of the University Hospital And Ambulatory Care Program, privileges are recommended as delineated on the attached request for clinical privileges.

________________________________________________________  Date: __ __/__ __/ __ __ __ __

Signature

RECOMMENDATION OF CHIEF OF STAFF

In accordance with the Bylaws, Rules and Regulations of the Medical/Dental Staff of the University Hospital And Ambulatory Care Program, privileges are recommended as delineated on the attached request for clinical Privileges.

________________________________________________________  Date: __ __/__ __/ __ __ __ __

Signature

RECOMMENDATION OF MEDICAL EXECUTIVE COMMITTEE

The Medical Executive Committee of the University Hospital recommends the privileges as delineated.

Recommended by Medical Executive Committee   Date: _____________________

APPROVAL OF THE HOSPITAL BOARD OF DIRECTORS

The Board of Directors of the University Hospital approves the privileges as delineated

Approved by Hospital Board of Directors   Date: _____________________

Name of physician requesting privileges:


 Date:



Physician’s academic appointment is in the Department of 

Internal Medicine

Below is the list of service codes which are used to register both inpatients and outpatients at the University of Kentucky Medical Center.  Service codes are entered at the time of patient registration.  Their primary function is to assign an inpatient and/or outpatient chart location for the patient and to direct lab reports.  In consultation with your registration staff, please check the appropriate outpatient and/or  inpatient service code(s) for the above named physician requesting hospital/clinical privileges. IF YOU HAVE MORE THAN ONE SERVICE, PLEASE NUMBER BY PRIORITY (1 BEING PRIMARY, 2 BEING SECONDARY, ETC.)  PLEASE NOTE - A PHYSICIAN NUMBER WILL NOT BE ASSIGNED WITHOUT THIS INFORMATION.

	
	Code(s)
	Department of Anesthesiology 

	
	ANS
	ANESTHESIA

	
	Code(s)
	Department of Diagnostic Radiology

	
	NUC
	NUCLEAR MEDICINE

	
	XRAY
	XRAY

	
	Code(s)
	Department of Emergency Medicine

	
	ER
	Emergency Room

	
	Code(s)
	Department of Family Medicine

	
	FM
	Family Practice

	
	Code(s)
	Department of Medicine

	
	ALL
	ALLERGY

	
	CAR
	CARDIOLOGY

	
	CA1
	CARDIOLOGY/PRIVATE

	
	CPR
	CARDIOPUL REHAB

	
	DER
	DERMATOLOGY

	
	END
	ENDOCRINOLOGY

	
	EN1
	ENDOCRINOLOGY/PRIVATE

	
	GAS
	GASTROENTEROLOGY

	
	GME
	GENERAL MEDICINE

	
	GM1
	GENERAL MEDICINE/PRIVATE

	
	GMP
	GENERAL MEDICINE PRIMARY CARE

	
	HO
	HEMATOLOGY-ONCOLOGY (MCC)

	
	HO1
	HEMA-ONCOLOGY/PRIVATE (MCC)

	
	ID
	INFECTIOUS DISEASE

	
	MD1
	MEDICINE TEAM 1

	
	MD2
	MEDICINE TEAM 2

	
	MD3
	MEDICINE TEAM 3

	
	MD4
	MEDICINE TEAM 4

	
	PUL
	PULMONARY

	
	PUL1
	PULMONARY/PRIVATE

	
	REN
	RENAL

	
	RE1
	RENAL/PRIVATE

	
	RTY
	RHEUMATOLOGY

	
	Code(s)
	Department of Neurology

	
	NEU
	NEUROLOGY

	
	EPI
	EPILEPSY PROGRAM

	
	NCD
	NEUROSENSORY/COMM

	
	Code(s)
	Department of Obstetrics/Gynecology

	
	CWO
	BG High Risk OB

	
	GYO
	GYN ONCOLOGY

	
	GYN
	GYNECOLOGY

	
	IEN
	INFERTILITY/ENDOCRINE

	
	MFN
	MATERNAL FETAL MEDICINE

	
	OB
	OBSTETRICS

	
	Code(s)
	Department of Ophthalmology

	
	OPH
	OPHTHALMOLOGY

	
	Code(s)
	Department of Pathology

	
	PAT
	PATHOLOGY

	
	Code(s)
	Department of Pediatrics

	
	PED
	PEDIATRICS

	
	NBN
	NEWBORN NURSERY

	
	NEO
	NEONATAL

	
	Code(s)
	Department of Psychiatry

	
	PSY
	PSYCHIATRY

	
	Code(s)
	Department of Radiation Medicine

	
	RAD
	Radiation Medicine

	
	Code(s)
	Department of Rehab Medicine

	
	RHM
	REHAB MEDICINE

	
	Code(s)
	Department of Surgery

	
	CVT
	CARDIO-THORACIC SURGERY

	
	ENT
	OTOLARYNGOLOGY

	
	NS
	NEUROSCCIENCES

	
	ORF
	ORTHOPEDICS/FRACTURE

	
	ORH
	ORTH/HAND & UPPER EXTREMITIES

	
	ORR
	ORTHOPEDICS/RECONS.

	
	OSM
	ORTHOPEDICS/SPORTS MEDICINE

	
	PDS
	PEDIATRIC SURGERY

	
	PLA
	PLASTICS

	
	SGB
	SURGERY BLUE

	
	SGG
	SURGERY GREEN

	
	SGO
	SURGERY GOLD

	
	SGR
	SURGERY RED

	
	URO
	UROLOGY

	
	Code(s)
	Transplant

	
	TXC
	CVT TRANSPLANT

	
	TXL
	LIVER TRANSPLANT

	
	TXR
	RENAL TRANSPLANT

	
	Code(s)
	Miscellaneous

	
	BCC
	COMP. BREAST CARE CENTER

	
	BMT
	BONE MARROW

	
	CRC
	CLINICAL RESEARCH CENTER

	
	DS
	DENTAL SURGERY

	
	DPE
	DRUG PRODUCT EVALUATION

	
	HHC
	HOME HEALTH CARE

	
	KCF
	KY CLINIC FRANKFORT

	
	KCN
	KENTUCKY CLINIC NORTH

	
	KDW
	KY DEPT WORKER CLAIM

	
	KDW
	KY WOMENS HEALTH ST JOE EAST

	
	LIT
	LITHOTRIPSY SERVICE

	
	PT
	PHYSICAL THERAPY

	
	UH1
	UNIVERSITY HEALTH SERVICE

	
	Code(s)
	Kentucky Clinic South

	
	KSP
	KY CLINIC SO PREV MED

	
	KS1
	FAM MEDICINE 1ST FLOOR

	
	KS2
	FAM MEDICINE 2ND FLOOR

	
	KSG
	KY CLINIC SO GYN

	
	KSO
	KY CLINIC SO OB

	
	KSI
	KY CLINIC SO INFERTILITY

	
	KSE
	KY CLINIC SO OPHTHALMOLOGY

	
	KSS
	KY CLINIC SO GEN SURGERY
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