Artesia General Hospital
NAME: Privilege Request: PEDIATRICS

PRIVILEGES WILL BE GRANTED ON AN INDIVIDUAL BASIS, BASED ON DOCUMENTED
EXPERIENCE, TRAINING AND DEMONSTRATED COMPETENCE. ANY CHANGES OR
EXCEPTIONS ARE SUBJECT TO REVIEW AND APPROVAL BY THE APPROPRIATE
COMMITTEES OF THE MEDICAL STAFF.

PRIV. PRIV.

REQ. GRANTED MINOR SURGICAL PROCEDURES
( ) I & D abscess
Circumcision
Meatotomy

Spinal tap

Cut down

Subdural tap
Thoracentesis
Paracentesis
Pericardicentesis
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MEDICAL PEDIATRIC CARE
Uncomplicated or complicated infections of:
Respiratory tract
Gastrointestinal tract
Genitourinary tract
Genitourinary
Skin
Peripheral nervous system

CARDIOVASCULAR
Hypertension

Congenital heart disease
Rheumatic heart disease
Subacute bacterial endocarditis
Management of failure
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ALLERGIC DISORDERS
( ) «( ) Asthma, uncomplicated or complicated
() ( ) Serum sickness

ENDOCRINE METABOLIC DISORDERS
Diabetes, uncomplicated or complicated
Diseases of the thyroid
Diseases of the adrenal gland
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DISTURBANCE OF WATER & ELECTROLYTE BALANCE
Mild
Moderate
Severe
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Privilege Request: Pediatrics

Page 2:
PRIV. PRIV.
REQ. GRANTED DISEASES OF BLOOD & BLOOD~FORMING ORGANS
( ) ( ) Leukemia
« ) ( ) Aplastic anemia
( ) ( ) Hemolytic anemia
( ) ( ) Hemophilia
( ) ( ) Iron deficiency anemia

Requiring transfusion
« ) ( ) NURSERY PRIVILEGES
( ) ( ) Routine newborn care
( ) ( ) Circumcision
« ) ( ) Clip frenulum

PREMATURE INFANT CARE
(« ) ( ) Without complication - over 4 1lbs.
( ) ( ) Without complication - under 4 1bs.
( ) ( ) With complications - life threatening
medical

( ) ( ) Without complications-

non-life threatening, medical
( ) ( ) FULL TERM INFANT CARE
( ) ( ) With complications, life threatening,

medical

{( ) ( ) Without complications,

non-life threatening, medical
( ) ( ) ERYTHROBLASTOSIS
( ) ( ) Mild
( ) ( ) Severe
( ) «( ) Requiring exchange

OTHER
( ) «( ) Emergency Room Back-up call
« ) ( )
APPLICANT’S SIGNATURE: DATE:
Do Not Write Below This Line --For Committee Use Only
RECOMMENDED NOT RECOMMENDED

Chairman, Credentials Committee Date
Chairman, Executive Committee Date
APPROVED:

Chairman, Board of Trustees Date




@ Artesia General Hospital

CONFIDENTIALITY STATEMENT

I, , understand that in performance of my duties at
Avrtesia General Hospital, | am required to have access to and am involved in the processing of
patient care data. | understand that | am obligated to maintain the confidentiality of these data at
all times, both at work and off duty. | understand that a violation of these confidentiality
considerations may result in disciplinary action, including termination. | further understand that
I could be subject to legal action. | agree to comply with information security policies for
Artesia General Hospital concerning the privacy and confidentiality consideration of patient care.

Signature Date

702 N. 13" Street Artesia, NM 88210 Phone (575) 736-8127 Fax: (575) 748-8540



@ Artesia General Hospital

MEDICAL STAFF SIGNATURE AUTHENTICATION FORM

Medicare regulation 482.24, authentication of signature, requires that the medical records
department maintain a current list of authenticated signature, written initials, codes and stamps,
when such are used for authorship.

Physician Name and Title (PRINTED) Date

Physician Signature Physician Initials

Approved Signature Stamps or Seals:

Original: Credential File
CC: Pharmacy, Medical Records

702 N. 13" Street Artesia, NM 88210 Phone (575) 736-8127 Fax: (575) 748-8540



@ Artesia General Hospital

PHYSICIAN'S ACKNOWLEDGEMENT STATEMENT

The Centers for Medicare & Medicaid Services (CMS) requires hospitals to obtain a signed
Physician’s Acknowledgement Statement from any physician who is being granted admitting
privileges at that Hospital.

Your signature acknowledges that you have received the following notice [42 CFR 41246 (b)]:

Notice to Physicians: Medicare payment to hospitals is based in part on each patient’s principal
and secondary diagnosis, and the major procedure performed on the patient, as attested to by
the patient’s attending physician by virtue of his or her signature in the medical record. Anyone
who misrepresents, falsifies, or conceals essential information required for payment of federal
funds, may be subject to fine, imprisonment, or civil penalty under applicable federal laws.

Physician Name and Title (PRINTED) Date

Physician Signature UPIN/NPI #

702 N. 13" Street Artesia, NM 88210 Phone (575) 736-8127 Fax: (575) 748-8540



@ Artesia General Hospital

BYLAWS ACKNOLEDGEMENT OF RECEIPT

I, , acknowledge that I have read and understood the Medical
Staff Bylaws, Rules and Regulations of Artesia General Hospital.

Furthermore, | agree to abide by all such Bylaws, Rules and Regulations, Hospital Policies and
Directives during the time | remain appointed to the Medical Staff or Allied Health Professional
Staff of Artesia General Hospital.

Physician Name and Title (PRINTED) Date

Physician Signature

702 N. 13" Street Artesia, NM 88210 Phone (575) 736-8127 Fax: (575) 748-8540
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