SCOTLAND MEMORIAL HOSPITAL


Clinical Privilege Delineation Form


Specialty: ANESTHESIOLOGY





PHYSICIAN NAME: _________________________________________





I.	General Privileges





By virtue of being granted any level of clinical privileges, a physician is automatically granted the following privileges:





Performing physical examinations and ordering and interpreting diagnostic studies that are normally associated with the practice of anesthesiology, including, but not limited to, laboratory, diagnostic imaging, and electrocardiographic studies.





At the time of a clinical emergency, the provision of whatever care the physician believes to be indicated to prevent loss of life or serious injury to a patient.





II.		Manipulation Under Anesthesia





Professional liability insurance coverage issued by a recognized company of $1,000,000/$3,000,000 and includes coverage of MUA.





Specific privileges (check as requested):





Check the requested box of scope.  New applicants may be requested to provide documentation of the number and types of hospital cases during the past twelve (12) months.  Applicants have the burden or producing information deemed adequate by the hospital for a proper evaluation of current competence and other qualifications for resolving any doubts.





[   ]	Perform MUA (manipulation under anesthesia) in surgery department.  Follow the National Academy of MUA Physicians published guidelines and protocol for completion of MUA.





Required previous experience: Attend MUA instructional course that meets standards endorsed by The National Academy of Manipulation Under Anesthesia Physicians.





Documentation to support proper clinical protocol, which may require review of past patient records or they must complete ten (10) of these procedures with proctor present.


















































PATIENT AND SEVERITY GROUP  “RISK NOTED IN RED”


Patient Group�
Highest ASA Risk Class (circle one)�
�
Adult�
1   2   3   4   5�
�
Pediatric (Ages 1-15 years)�
1   2   3   4   5�
�
Newborn (Ages 0-11 months)�
1   2   3   4   5�
�












Procedure�






Requested�






Approved�
Not Approved/


Approved with


Restrictions�
�
General Anesthesia�
�
�
�
�
Regional Anesthesia�
�
�
�
�
Sedation/Analgesia�
�
�
�
�
Cardiopulmonary Resuscitation�
�
�
�
�
Pediatric Anesthesia (including neonates and infants)�
�
�
�
�
Obstetrical Anesthesia�
�
�
�
�
Induction of Hypothermia�
�
�
�
�
Induction of Hypotension�
�
�
�
�
Critical Care�
�
�
�
�
Central Venous Line Placement�
�
�
�
�
Arterial Line Placement�
�
�
�
�
Pulmonary Artery Catheterization�
�
�
�
�
Chronic and Acute Pain Therapy�
�
�
�
�
Management of Patient Controlled Analgesia�
�
�
�
�






Administer named special anesthetic agent/technique in circumstances described, including management of complications during intra- and post-operative periods:�






Approved�
Not Approved/


Approved with


Restrictions�
�
Agent/Techniques:_________________________________________________�
�
�
�
Circumstances: ___________________________________________________


________________________________________________________________�
�
�
�
Agent/Techniques: ________________________________________________�
�
�
�
Circumstances: ___________________________________________________


________________________________________________________________�
�
�
�
Agent/Techniques: ________________________________________________�
�
�
�
Circumstances: ___________________________________________________


________________________________________________________________�
�
�
�



I request clinical privileges in Anesthesiology, as outlined above.





Signature: _________________________________________________       Date: ___/___/___�



SERVICE/DEPARTMENT APPROVAL





NOTE: Any request indicated as "Not Approved or Approved with Restrictions" must be explained here, including listing any restrictions:


_________________________________________________________________________________________


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





I have reviewed this application and recommend clinical privileges as indicated above.














______________________________			_____/_____/_____


Chairman, Dept. of Anesthesia 				Date








