Lane Regional
Medical Center

LANE REGIONAL MEDICAL CENTER
PRIVILEGES APPLICATION FORM
Radiology and Nuclear Medicine

Abdominal ultrasound

Arteriography (cerebral, viseral, peripheral, and pulmonary)

Arthrography

Bone scan

Brain scan

Cholangiography

CT directed drainage and biopsies

CT Scan of head, spine, body

Cystography

Discography

Gallium scan

General radiographic-fluoroscopic procedures

Hysterosalpingography

Intravencus pyelogram

Liver/spleen scan

Lung scan

Mammography and localizations

MRI

Myelography

Nephrotomography

Obstetrics ultrasound

Radiation Oncolcgy

Percutaneous needle biopsy (CT, US, floro) and drainage




Percutaneous cholangraphy & biliary drainage
Percutaneous transluminal angioplasty & embeolus infusion tx
Percutaneous nephrostomy
LANE REGIONAL MEDICAL CENTER
PRIVILEGES APPLICATION FORM
Radiology and Nuclear Medicine
Pipida scan
Radiography
Radioscope examination
Radiocactive iodine therapy for thyroid cancer
Radiographic iodine uptake
Radiocactive iodine therapy for hyperthryoides
Radioissotope yenography & arteriography (mapping)
Radiography - nasiolacrimal duct & sinuses
Radioscope shunt study
Renal scan
Sailography
Small parts ultrascund
Special radiographic-flucoroscpoic procedures
Teleradiology
Thyroid scan
U/S directed drainage and biopsies
Vascular ultrasound
Venography
Ventilation perfusion scan

White blood cell scan

Applicant signature Date




STATEMENT OF CONFIDENTIALITY

It is the policy of Lane Regional Medical Center and the Medical Staff that any and all
information concerning a patient of the facility is of a strictly confidential nature. THIS
APPLIES TO VERBAL, WRITTEN OR FAX TRANSMISSIONS. Confidentiality is a right
entitled to each patient beginning at admission or upon making a reservation for admission
and the right is never terminated. It is the duty and responsibility of every physician,
employee and volunteer of Lane Regional Medical Center to ensure that right, both at work

and off duty.

By signing below, I signify that ] understand and agree to the following:

L.

I acknowledge that all information in the patient record (a medical/legal
document) including evidence of patient identity as well at the course of
clinical treatment is strictly confidential. 1 will abide by the policy of Lane
Regional Medical Center and I will not jeopardize the patient’s right to
confidentiality (either verbally, in writing or via Fax transmission) of any
information which may be used to identify a patient.

2. I agree that in reviewing records, data or hospital documents containing
patient information that this information will be used only for the treatment of
the patient.

3. I further understand that I could be subject to legal action for violation of any
confidences related to patient information.

Name
(Please Print)

Signature

Date



PHYSICIAN

STATEMENT OF ACKNOWLEDGMENT

This is to verify that I have received a copy of the following notice to physicians:

NOTICE TO PHYSICIANS: Medicare/Champus payments to hospital is based in part on
each patient’s principal and secondary diagnoses and the major procedures performed on the
patient, as attested to by the patient’s attending physician by virtue of his or her signature in
the medical record. Anyone who misrepresents, falsifies, or conceals essential information
required for payment of Federal Funds may be subject to fine, imprisonment, or civil penalty
under applicable Federal law.

Signature Date

» M.D.

Printed Name



