REY

REGIONAL MEDICAL CENTER
Ville Platte/Eunice

Otolaryngology

Core Privileges

Name: Physician ID:

Criteria for Appointment:
Basic Education: M.D. or D.O.

Minimal formal training: Applicants must have completed an ACGME/AOA accredited residency training program in
otolaryngology-head and neck surgery.

Required previous experience: Applicants must be able to demonstrate that they have provided otolaryngology
inpatient services or performed surgery for at least 50 patients during the past 12 months. Surgery should include the
operative interventions for which privileges are requested.

Core Privileges-Otolaryngology Requested Granted Not Granted
Privileges include admission, workup, diagnosis, and provision of nonsurgical and surgical care to patients of all ages
presenting with illnesses, injuries, and disorders that affect the ears, the respiratory and upper alimentary systems, and
related structures of the head and neck. Privileges also include operative intervention-and related preoperative and
postoperative care-of congenital, inflammatory, endocrine, neoplastic, degenerative, and traumatic states, including:

e Temporal bone surgery

e Paranasal sinus and nasal surgery

e Skull-base surgery

e Maxillofacial surgery including the orbits, jaw, and facial skeleton

e Aesthetic, plastic, and reconstructive surgery of the face, head, and neck

e Surgery of the thyroid, parathyroid, pituitary, and salivary glands

e Head and neck reconstructive surgery relating to the restoration of form and function in congenital anomalies
and head and neck trauma and neoplasms

e Endoscopy, both diagnostic and therapeutic
e Surgery of the lymphatic tissues of the head and neck of the respiratory system

Special Privileges-Otolaryngology

Documentation of training and/or experience must be provided for any special privileges requested.
e laser Surgery Requested Granted Not Granted
e Sinus Endoscopy 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








