REGIONAL MEDICAL CENTER
Ville Platte/Eunice

Orthopaedic Surgery

Core Privileges

Name: Physician ID:

Criteria for Appointment:

Basic Fducation: MD or DO

Minimal formal training: Successful completion of an ACGME/AOA- accredited residency program in orthopedic surgery.
Required previous experience: The applicant must demonstrate that they have performed at least 100 orthopedic
surgery procedures in the past 12 months.

Note: A letter of reference should come from the residency director or the chief of orthopedic surgery at the institution
where the applicant most recently practiced.

Core Privileges-Orthopaedic Surgery Requested Granted Not Granted
Privileges include the ability to admit, work up, and provide nonsurgical and surgical care to patients of all ages to
correct or treat various conditions, illnesses, or injuries of the musculoskeletal system, including the provision of
consultation. Core privileges also include the performance of procedures in the following areas:

e Arthroscopy

e Trauma, including multisystem trauma

e Surgery of the spine, including disk surgery, spinal trauma, and spinal deformities

e Hand and foot surgery in adults and children

e Athletic injuries, including arthroscopy

e Metastatic disease

e Orthopedic rehabilitation, including amputations and post-amputation care

e Musculoskeletal imaging

e Orthopedic oncology

e Rehabilitation of neurologic injury and disease

e Spinal cord injury rehabilitation

e Orthotics and prosthetics

Special Privileges-Orthopaedic Surgery
Documentation of training and/or experience must be provided for any special privileges requested.

e laminectomies Requested Granted Not Granted
e Use of the surgical laser Requested Granted Not Granted
e Hemipelvectomy Requested Granted Not Granted
e Vascular grafts of the hands and forearm Requested Granted Not Granted
e Complex hand surgery Requested Granted Not Granted

| 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








