CARLSBAD MEDICAL CENTER
APPLICATION FOR CLINICAL PRIVILEGES
HEMATOLOGY/ONCOLOGY

NAME: DATE:

Life threatening emergencv: At the time of a clinical emergency, any practitioner may render whatever care he/she believes to
be indicated.

Criteria for requesting privileges include board certification in Hematology/Oncology, or board eligible within the current time
limits specified by the American Board of Internal Medicine, Hematology/Oncology or the American Osteopathic Board of
Internal Medicine, Hematology/Oncology.

Those privileges marked with an * require documentation of training (See attached documentation requirements).

Hematology/Oncolo

Requested Granted
Treatment of malignant disorders
o - Treatment of non-malignant hematology (diseases outside of leukemia/lymphoma/myeloma), anemias, etc.
Bone marrow aspiration/biopsy
Chemotherapy
Intravenous
Intra-arterial
Intra-peritoneal
Intra-pleural
Intra-thecal

*Conscious sedation

APPLICANT’S SIGNATURE:

Specific privileges denied:
Yes No
If yes, please comment:

REVIEWED BY:
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CARLSBAD

MEDICAL CENTER

AUTHORIZATION FOR BACKGROUND CHECK

By signing below, | grant permission to the Hospital, its medical staff and
representatives (“Hospital”) to obtain an investigative report, to include state and federal
criminal records and driving arrest records, for purposes of processing my medical staff
application. | understand that | may request the Hospital to disclose the nature and
scope of the investigation requested within five (5) days of my written request made
within a reasonable time after the Hospital obtains the information. | also understand
that | am entitled to request a summary of my rights with respect to consumer reporting
agencies.

Print Name

Signature

Date
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