SSM ST. CLARE SURGICAL CENTER
CLINICAL PRIVILEGES IN PODIATRIC SURGERY

Page 1 of 4 Initial L 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 LevellPodiatric Surgery Procedures

O 0O 0O 0O -cast Application

[J O 0O 0O closed Reduction, Digital

O 0O 0 0O Drainage of Abscess, Bursa, Hematoma, Foot/Toes
[J 0O [ 0O Excision of Skin Lesion

O 0O 0O O Fulgeration, Curretage or Excision of Wart

0 O 0O 0O incision and Drainage, Superficial Abscess

O 0O 0O 0O Surgery of Toenails

R G C N Levelll Podiatric Surgery Procedures

O 0O 0O O Arthroplasty, Digital

[0 O O O Bunion Repair with/without Osteotomy or Implant
O 0O 0O 0O Capsulotomy, Forefoot

1 O [1] [ Closed Fracture, Forefoot

1 [ 1 [ Digital Fusion, I.P.J.

1 [ [1 [ Excision of Accessory Bones, Forefoot

[0 O 0O 0O Eexcision of Nevi

[J O 0O 0O Eexcision of I.P. Sesamoids

[J 0O [ 0O Excision of Morton’s Neuroma (Intermetatarsal)
[J 0O [ 0O Excision of Flantar Fioroma

[0 0O [0 0O Excision of Soft Tissue Tumors

1 O 1 O Exostectomy, Forefoot

=
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CLINICAL PRIVILEGES IN PODIATRIC SURGERY
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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 Level Il Podiatric Surgery Procedures

O 0O 0O 0O Exploration for Removal of Foreign Body

O O [ [0 Hammertoe Operation

O 0O 0O 0O Open Reduction, Digital

O 0O 0O 0O Open/Closed Reduction of I-P Joint Subluxation
O 0O 0O 0O Phalangectomy

0 O 0O 0O Pprosthesis, Digital

J O 0O 0O Tendon Lengthening, Forefoot

1 O [1] [0 Tendon Transfers, Digital

0 O 0O 0O uUseofK-Wires

R G C N Levellll Podiatric Surgery Procedures
O O [ [0 Bone Cysts and Tumors

O O 0O 0O BoneGraft

O 0O 0O O Bunionectomy with Arthrodesis

1 O [1 [0 Excision of Accessory Bones, Rearfoot

0 O 0O 0O Excision of Arthrosteotomy

0 O 0O 0O Excision of Hemangioma

[0 O 0O 0O Excision of Metatarsal

[J O [0 0O Excision of Tumor, Ankle, Soft Tissue

0 O 0O 0O Fracture/Trauma, Forefoot

[ O 0O 0O Fracture/Trauma, Midfoot

N
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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 Levellll Podiatric Surgery Procedures

Heel Spur Resections

Implants, Forefoot

Incision and Drainage, Deep, Rearfoot
Management of Osteomyelitis, Forefoot
Metatarsal Head Resection
Metatarsal/Tarsal Fusions

Osteotomy, Lessar Metatarsal
Osteotomy, Rearfoot, Calcaneus
Osteotomy, Tarsus

Plantar Fasciotomy

Removal of Foreign Body, Ankle
Repair Hallx Rigious/Hallux Limitus
Repair Hallux Varus

Repair of Osteomyelitis

N N I s N I A I A
N N A I I
N N I s N I A I A
N N A I I

Ruptured Tendon Repair, Forefoot, Midfoot

Py
®
@]
2

Special Procedures

]
]
]
]

Microscopic Assisted Surgery
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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 I 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 I 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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