SSM ST. CLARE SURGICAL CENTER

CLINICAL PRIVILEGES IN ORTHOPEDIC SURGERY

Page 1 of 4 Initial [] Renewed [

Name Effective from [ to /[

Applicant: Please initial in the box in the R column for each privilege requested.

R = Requested G =Recommended As Requested C =Recommended with Conditions N =Not Recommended

Note: If Recommendations for clinical privileges are conditional, modified or are not recommended, the specific condition
and its reason must be stated where indicated on the last page of this form.

R G C N General Orthopedic Surgery Privileges

Amputations — Disarticulation - Minor

Anterior Cruciate Repair or Reconstruction

Application of Splints and Casts

Arthrodesis

Arthrogram

Arthrotomies of all Joints

Aspiration of Joints

Arthroplasty — Any Joints

Bone and Soft Tissue Biopsy of Musculo-Skeletal System
Bone Grafting Procedures

Carpal Tunnel Decompression

Cineplastic Procedures (Tunnels)

Closed Reduction of all Fractures and Dislocations
Debridement of Wounds of Back, Head, Neck and Extremities
Diagnostic and Surgical Arthroscopies

Discography

Epiphyseal Arresting and Stimulative Procedures
Excision of Bones and Portions thereof

Excision of Bursae

Excision of Tumors, Soft Tissue and Bone from Extremities, Back and Neck
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Fasciotomy and Fasciectomy
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Applicant: Please initial in the box in the R column for each privilege requested.

R = Requested G =Recommended As Requested C =Recommended with Conditions N =Not Recommended

Note: If Recommendations for clinical privileges are conditional, modified or are not recommended, the specific condition

and its reason must be stated where indicated on the last page of this form.

Py

N General Orthopedic Surgery Privileges

Intradiscal Electrothermic Therapy (IDET)

Extremities
Insertion of Artificial Joints (Small Joints)

Injections of Joints, Bursae, Cysts

Insertion of Skeletal Traction Wires and Pins (External Fractures)
Muscle Biopsy

Nerve Biopsy

Nerve Transplant and Neurolysis

Neurorrhaphy

Open Reduction of Fractures and Dislocations

Osteotomies — Any Bone

Peripheral Nerve Repair

Posterior Cruciate Repair or Reconstruction

Radio Frequency

Removal of Foreign and Loose Bodies in Extremities, Back and Neck
Repair of Acute or Old Ruptures of Ligaments

Skin Grafts — as related to Orthopedic Problems

Synovectomy — Any Joints

Tendon Fixation and Suture and Transplants

Triallete Procedure
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Vascular Repair - minor
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Incision and Drainage of Acute or Chronic Infectious Processes in Neck, Back and
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Applicant: Please initial in the box in the R column for each privilege requested.

R = Requested G =Recommended As Requested C =Recommended with Conditions N = Not Recommended

Note: If Recommendations for clinical privileges are conditional, modified or are not recommended, the specific condition
and its reason must be stated where indicated on the last page of this form.

R G C N Other Orthopedic Surgery Privileges

O O 0O 0O other (Please specify):

R G C N Other

O 0O 0O 0O X-Ray Interpretation: C-Arm
O 0O 0O 0O X-Ray Interpretation: Fluroscan
O 0O 0O 0O X-Ray Interpretation: Portable X-Ray
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I have requested only those specific privileges for which my education, training, current experience and demonstrated
performance | am qualified to perform and for which | wish to exercise at SSM St. Clare Surgical Center. | request
privileges for the above procedure(s) with the understanding that | consider myself to be in good physical and mental
health and | am capable of providing quality care that is acceptable to SSM St. Clare Surgical Center.

I verify/confirm that | have am currently privileged to perform the same procedures that | am requesting, above, at a local,
Joint Commission Accredited, State licensed, and Medicare approved hospital.

Practitioner Signature Practitioner Name: Type or Print Date

Approved by the Credential/Medical Advisory Committee of the Medical Staff and duly appointed to the
Medical Staff by the Governing Board.

Medical Director Approval Date

Governing Board Date

If Recommendations for clinical privileges are conditional, modified or are not recommended, the specific condition and reason(s) must be
stated on this last page and practitioner notified in writing within three days by Administrator and Medical Director.
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