
 
 

ALLIED HEALTH PROFESSIONAL STAFF 
Delineation of Privileges 

PHYSICIAN ASSISTANT 
 
Name: ____________________________________________  Date of last recertification exam:_____________ 
 
Supervising Physician:  ________________________________ Specialty: ______________________________ 
 
All Physician Assistants must be licensed through the Louisiana State Board of Medical Examiners, and 
recertified by exam every six years.  A copy of the following must accompany a request for privileging: 

a) Intent to Practice filed with the Louisiana State Board of Medical Examiners; 
b) Letter of Approval from the LSBME (with name of authorized supervising physician and prescriptive authority 

granted, if applicable); 
c) Evidence of satisfactory completion of the national certification exam administered by the NCCPA; and 
d) Clinical Practice Agreement between Supervising Physician and Physician Assistant. 

 
Privileges  Privileges 
Requested Granted   
    General Functions 
_________ ________ Perform initial histories and complete physical examinations (may not serve as a 

substitute for a physician’s History and Physical) 
_________ ________ Dictate / write History and Physical (to be countersigned by physician within 24 

hours) 
_________ ________ Dictate / write progress notes, signs appropriately (to be countersigned by 

physician within 24 hours) 
_________ ________ Dictate discharge summaries (to be signed by supervising physician) 
_________ ________ Initiate and transcribe orders as authorized by physician (to be countersigned by 

supervising physician within 24 hours for inpatient orders, 72 hours for outpatient 
orders.)  

 
    General Duties 
_________ ________ Administer injections (subcutaneous, intramuscular and intravenous) upon order 

of supervising physician 
_________ ________ Cleanse and dress wounds 
_________ ________ Suture lacerations after evaluation by supervising physician 
_________ ________ Remove sutures 
_________ ________ Remove drains 
 
    Surgical Duties 
_________ ________ Assist in Surgery (in the presence of supervising physician employer) 
_________ ________ 1)  Clamp bleeder 
_________ ________ 2)  Tie bleeder 
_________ ________ 3)  Wound closure 
_________ ________ Assist in management of injuries in presence of physician employer 
_________ ________ Apply splints and casts (physician employer must be readily available) 
_________ ________ Assist physician with spinal taps, paracentesis, thoracentesis, bone marrow 

aspiration or biopsy 
_________ ________ Assist in management of acute medical emergencies until such time as the 

physician arrives 
 
_____________________________________________  Date: _____________________ 
Signature of Applicant 
 
_____________________________________________  Date: _____________________ 
Signature of Supervising Physician           *produce copy of supervising physician license 
 
Requested Privileges:  Approved as indicated __________ Denied __________ 

*If denied, please provide explanation on separate sheet 
 
_____________________________________________  Date: _____________________ 
Signature of Service Chief 



 

 
 

 
HEALTH STATEMENT 

 
TO CHIEF OF SERVICE / CHIEF OF STAFF 

 
1. I HEREBY CERTIFY THAT I POSSESS THE NECESSARY COGNITIVE AND MOTOR SKILLS TO 

SAFELY PERFORM ALL PRIVILEGES REQUESTED AND DECLARE MYSELF TO BE FREE 
FROM ANY CONDITION, ILLNESS, OR INFECTIOUS DISEASE THAT COULD COMPROMISE 
PATIENT CARE OR MY ABILITY TO PERFORM THE PRIVILEGES REQUESTED. 

 
 YES    NO 

 
2. IF NO, DO YOU HAVE A PHYSICAL OR MENTAL CONDITION OR ILLNESS (INCLUDING ANY 

CHEMICAL OR ALCOHOL DEPENDECY) WHICH COULD AFFECT YOUR ABILITY TO 
EXERCISE THE CLINICAL PRIVILEGES REQUESTED WITHOUT SPECIAL ACCOMMODATIONS 
IN ORDER FOR YOU TO EXERCISE THE PRIVILEGES REQUESTED SAFELY AND 
COMPETENTLY?  TO ANSWER THIS QUESTION APPROPRIATELY, PLEASE REPORT ANY 
CONDITION WHICH IS, OR MAY BE INFECTIOUS, COULD AFFECT MOTOR SKILLS, 
COGNITIVE ABILITY OR JUDGMENT, OR COULD POTENTIALLY ADVERSELY AFFECT YOUR 
ABILITY TO CARE FOR PATIENTS OR TO INTERACT APPROPRIATELY WITH OTHER 
CAREGIVERS. 

 
 YES    NO 

 
If yes, please explain: 
________________________________________________________________________________
________________________________________________________________________________
______________________________________________________________________________ 

3. HAVE YOU TESTED POSITIVE FOR THE TUBERCULIN SKIN TEST?           YES          NO 
If yes, please give date of positive skin test. ___________________________________    

   If no, when was your last PPD test? ________________________ 
 

REGARDLESS OF HOW THIS QUESTION IS ANSWERED, THE APPLICATION WILL BE 
PROCESSED IN THE USUAL AND CUSTOMARY MANNER.  IF YOU HAVE ANSWERED THIS 
QUESTION AFFIRMATIVELY AND ARE FOUND TO BE PROFESSIONALLY QUALIFIED FOR 
MEDICAL STAFF APPOINTMENT AND CLINICALLY COMPETENT TO PERFORM THE CLINICAL 
PRIVILEGES REQUESTED, YOU WILL BE GIVEN AN OPPORTUNITY TO MEET WITH THE 
EXECUTIVE COMMITTEE TO DETERMINE WHAT ACCOMMODATIONS, IF ANY, ARE 
NECESSARY TO ALLOW YOU TO PRACTICE SAFELY. 
 
 
_______________________________    ___________________ 
SIGNATURE OF APPLICANT     DATE 
 
 
 
_______________________________    ___________________ 
CHIEF OF SERVICE       DATE 
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