REGIOMNAL MEDICAL CENTER

Ville Platte—Eunice

Certified Registered Nurse Anesthetist (CRNA)
REQUEST FOR CLINICAL PRIVILEGES DELINEATION & RECORD OF PRIVILEGES GRANTED

Name: Sponsoring MD:

[ Initial Privileges (Initial Appointment) [ Renewal of Privileges (Reappointment)

Please check the procedures for which you are making application:

[0 Preanesthetic assessment [ Regional anesthesia techniques
[0 Requesting laboratory/diagnostic studies O Subarachnoid
[0 Preanesthetic medication [0 Epidural
[J General anesthesia and adjuvant drugs O Caudal
[J Cardiopulmonary resuscitation management [0 Upper Extremity
[J Perianesthetic invasive and noninvasive monitoring O Lower Extremity
[0 Tracheal intubation/extubation [] Diagnostic and
[0 Mechanical ventilation/oxygen therapy therapeutic nerve blocks
[0 Fluid, electrolyte, acid-base management [ Local infiltration
[0 Blood, blood products, plasma expanders [ Topical
[J Peripheral intravenous/arterial catheter placement O Periocular block
[J Central venous catheter placement [0 Transtracheal
[J Acute and chronic pain therapy ] Intracapsular
[ Post anesthesia care/discharge [ Intercostal
O External Jugular Catheterization [J Bier block
[0 Conscious and deep sedation technigues [J Ankle block
[0 Perianesthesia management of patient using [ Intravenous Agents
accessory drugs or fluids [ Other
[0 Other
0 ADULT [J PEDIATRIC & NEWBORN
[ ASA Risk 5 [0 ASARisk 5
[0 ASA Risk 4 [0 ASARisk 4
[0 ASARisk 3 [0 ASA Risk 3
[J] ASARisk 2 & 1 [ ASARisk2 & 1

e MEC Recommended /BOT Approved

e  MEC Recommended /BOT Denied

| hereby certify that | possess the necessary skill and expertise to justify granting of clinical privileges in those areas
requested. | understand that in making this request, | am bound by the applicable bylaws and policies of the
hospital and hereby stipulate that | meet the threshold criteria for each request.

Applicant Signature Date








