
Dermatology Core Privileges  
July 2008  
 

1

Memorial Medical Center   
Dermatology  

 
Basic Education:  MD or DO 
Minimal formal training 
Category I: Successful completion of any ACGME or AOA-approved residency 

program.  Must be Board Eligible or Board Certified.  
Required previous 
Experience: Demonstration that the applicant has provided care to at least 50 

patients as attending physician (or senior resident) during the past 12 
months.  

 
Core Privileges Admission, work-up, consultation and provision of non-surgical 

therapy to patients with illnesses and injuries of the integumentary 
system, including performance of the following procedures, simple 
excision, biopsy and repair, skin and nail biopsy, scalp surgery, 
grafting, sclerotherapy, electrolysis and collagen injections. 

    Surgical special requests, which require separate threshold criteria,  
    Include laser surgery, Mohs micrographic surgery, and lipsuction.  
 
 
Other privileges requested for which you have current clinical competency may be listed below.  
Documentation of training and/or experience must be provided for any special privileges 
requested. I understand that by making this request, I am bound by the applicable laws and 
policies of the Medical Center and hereby stipulate that I meet the minimum threshold criteria for 
this request. 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
I understand that it is my obligation to notify the President of the Medical Staff of any procedure 
or mode of medical care in which I might engage that is not listed.  I certify to the best of my 
knowledge, I am qualified and have professional liability insurance coverage for practice within 
the scope of privileges requested. 
 
 
 
Practitioner’s Signature _______________________________________  Date__________________ 
         
Practitioner’s Printed Name ____________________________________ 
 
 
APPROVED AS INDICATED: 
 
Department Chairman’s Signature: ______________________________ Date ______________ 


