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ORAL AND MAXILLOFACIAL SURGERY SERVICE
Delineation of Privileges

NAME

| hereby request privileges in the dental field, area, or specialty as indicated below as well as the privileges of
performing the special procedures as indicated. | understand also that completion of these forms at present time does
not preclude me from requesting additional privileges subsequent to my completion of satisfactory additional specialized
training. | further understand that in order to apply for these privileges, | must be licensed to practice in the State of
Louisiana, must be able to document training, background, experience and demonstrated competence, be able to
continuously meet the qualifications, standards, and requirements set forth in the Bylaws, and Rules and Regulations of
the Medical Staff. .

ORAL AND MAXILLOFACIAL SURGERY
To be eligible for privileges in oral and maxillofacial surgery, an applicant shall be required to be or be eligible as a
Diplomat of the American Board of Oral and Maxillofacial Surgery.

Privileges Privileges
Reguested Granted
Surgical removal of all erupted and unerupted teeth.
Alveloplasty and dental alveolar pathology and infections.
Open and closed reduction of fractured mandible,
Open and closed reduction of fractured zygomas and zymogomatic arches.
Emergency tracheostomy (routine tracheostomy requires surgery consultation).
Oral and facial lacerations
All pre-prosthetic surgery including alveolar ridge extensions, and vestibuloplasties with skin
and mucosal grafts,
Alveolar ridge augmentations with bone grafts and alloplasty.
Oroantral and oronasal fistula — closure of, from dental origin, trauma, development or in
association with or as a result of correction of dentofacial deformities.
Excision of benign cysts and tumors of the oral and maxillomandibular regions.
Biopsy of tumors of the oral and maxillomandibular regions
Tempromandibular joint surgery — arthroplasty, condylectomy, eminectomy, etc.
Submandibular and sublingual gland surgery as a result of benign obstruction,
Peripheral neurectomy V2 and V3.
Maxillary and mandibular bone grafting and reconstruction including alloplast and
metallic implants.
Osteotomies for correction of dento-facial deformities mandibular prognathism, mandibular
retrognathism openbite, maxillary prognathism, maxillary retrognathism mid-face deficiency
asymmetry, genioplasty.
Caldwell lvc procedure for recovery of root or other tooth fragments.
Surgical treatment of infections of dental etiology including incision and drainage and sequestrectomy.
Open and closed reduction of maxillary and mid face fractures:
LeForte |
LeForte Il
LeForte 11l
*Moderate Sedation  (non-anesthesiologist physicians must be ACLS certified, pass proficiency exam, or
receive training through residency program, documentation required)

Admitting Privileges: Requested Granted

Signature of Applicant Date

Requested Privileges: Approved as Indicated Denied

Signature of Service Chief Date
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HEALTH STATEMENT

TO CHIEF OF SERVICE / CHIEF OF STAFF

| HEREBY CERTIFY THAT | 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.

O ves 0 Nno

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 1S, 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.

1 YES 1 NO

If yes, please explain:

HAVE YOU TESTED POSITIVE FOR THE TUBERCULIN SKIN TEST? L YES 0 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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