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MUST BE COMPLETED AND SUBMITTED DIRECTLY FROM THE PEER

PROFESSIONAL REFERENCE:_________________________________

ADDRESS:____________________________________________________________

CITY, STATE, ZIP:_____________________________________________________

	RE:   


The above named practitioner has applied for privileges in one or more facilities at Emory Healthcare. Based on your direct observation and/or to the best of your knowledge of the applicant’s competence in his/her specialty, please answer the following:

	Question
	Comments
	Yes
	No

	1
	How many years have you known the applicant?
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2
	In what capacity have you observed this individual’s clinical practice?
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3
	Has the applicant attempted procedures beyond his/her skill, training and/or privileges?
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4
	To your knowledge, does this applicant have any medical or psychiatric condition(s) that may affect his/her ability to practice or exercise the clinical privileges or responsibilities typically associated with the specialty and position for which the application is being made?    
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5
	If the answer to the any of the above questions is “YES” please give details in comments area below
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6
	Does the practitioner get along with patients, colleagues, administrative, and ancillary staff?
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Please base your evaluation on the applicant’s demonstrated performance compared to that reasonably expected of a practitioner at his/her level of training, experience and background.


	Demonstrated Performance
	Comments
	Poor
	Good
	Superior
	Unknown

	1
	Basic Medical Knowledge
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	2
	Professional Judgment
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3
	Sense of Responsibility
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4
	Clinical Competence
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	5
	Patient Management/Technical Skill
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	6
	Medical Records Completion
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	7
	Participation in Medical Staff Affairs
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	8
	Ethical Conduct
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



PLEASE CHECK ONE:              FORMCHECKBOX 
 I RECOMMEND              FORMCHECKBOX 
 I DO NOT RECOMMEND


Comments (optional): 








Signature of Professional Reference



Date

If you have any questions regarding this request, please call Emory HealthCare Inc.’s Office of System Credentialing at (404)778-5034 or Fax to (404) 778-4819.  Thank you for your prompt attention to this matter.
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