MEREY

REGIONAL MEDICAL CENTER

Ville Platte/Eunice

GASTROENTEROLOGY

CORE PRIVILEGES

Name: Physician ID:
REQUESTED Minimum Formal Training Reappointment NOT
PRIVILEGES Criteria GRANTED | GRANTED
Conscious Successful completion of an accredited residency of Demonstrates clinical
Sedation at least three year’s duration. competency through I:l I:l
Note: If the applicant’s training did not include at Performance
least four weeks of anesthesia training (including 1V Improvement/Clinical
sedation, indications, contra-indications, Outcome activities.
pre-anesthesia assessment, intra-operative care,
procedure monitoring, and post-anesthesia care), the
applicant must demonstrate successful completion of
| an accredited training sequence involving both
didactic and practical components.
Flexible Successful completion of an accredited residency or Demonstrates clinical

Sigmoidoscopy

fellowship in gastroenterology, colon and rectal
surgery, Gl surgery, or internal medicine.

Note: If the residency did not include training in
flexible sigmoidoscopy, the applicant must
demonstrate successful completion of 20 hours of
Category I continuing medical education.

competency through
Performance
Improvement/Clinical
Outcome activities.

Gastrointestinal

Endoscopy

Successful completion of an accredited residency or
fellowship in gastroenterology, gastrointestinal
surgery, or colorectal surgery.

Note: If the residency or fellowship did not include
training for each procedure requested, the applicant
should be required to have completed hands-on
training program for each procedure requested
through a preceptorship or proctorship, under the
supervision of an experienced endoscopist.

Demonstrates clinical
competency through
Performance
Improvement/Clinical
Outcome activities.

Special Privileges-Gastroenterology

£

Other privileges requested for which you have current clinical competency may be listed below.

2. Documentation of training and/or experience must be provided for any special privileges requested.

Requested

Requested

Granted

Granted

Not Granted

Not Granted

I 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









