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CLINICAL PRIVILEGES IN PATHOLOGY

{please print)

DIVISION OF ANATOMIC PATHOLOGY

Privileges requested but not limited to:

Administration of the histopathology laboratory including medical direction,
technical supervision, instifution and monitoring quality contro! activities.

Gross and microscopic interpretation of surgical pathology specimens with
subsequent published consultation reports.

Interpretation of frozen sections of surgical pathology specimens with attendant
operating room consultation.

Administration of the cytopathology laboratory including medical direction,
technical supervision, institution and monitoring of quality control activities.

Additional functions as defined by the College of American Pathologists
guidelines.

DIVISION OF CLINICAL PATHOLOGY

Privileges requested but not limited to:

Direct administration of the clinical pathology laboratory including medical
direction, technical supervision, institution and monitoring quality control activities
with attendant clinical consultation.

Medically direct the subdivisions of:

a. Hematology and coagulation

b. Blood Bank and Immunchematology

c. Clinical chemistry (including the subdivisions of special chemistry, automated
chemistry, endocrinology, radicimmunoassay, toxicology and electrophoresis)

d. Microbiology

e. Serology

Perform and interpret bone marrow aspiration and/or biopsy.

Interpret and register signed comments of special selected studies including
electrophoretic and immunoelectrophoretic procedures, isoenzyme
fractionations.




Additional functions as defined by the College of American Pathologists
guidelines.

Date Signature of Applicant

O Appointment Recommended 0O Appointment Not Recommended O Appointment Deferred

Date Chairman, Executive Committee

O Appointed OO0 Disapproved O Deferred

Date Chairman, Board of Directors
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HEALTH STATEMENT

Do you presently have a physical or mental health condition which would affect
or is likely to affect your ability to perform professional or medical staff duties as a
physician/allied health professional?:

Yes No

if yes, please explain:

During the last two years, have you been hospitalized or received any other type
of institutional care for a health problem?:

Yes No

Significant finding:

Signature Date

***IMPORTANT — MUST BE SIGNED BY VERIFYING PHYSICIAN*****

| affirm to the best of my knowledge that the above mentioned physician has no
physical or psychological impairments that would impede his/her ability to
perform quality health care services.

(Signature of verifying physician)

Date:




