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Request for Clinical Privileges As An Advanced Practice Nurse — Nurse Practitioner

Provider Name: ________________________________ RN    Supervising Physician: ____________________________ MD

Location Key:
	1
	Emory University Hospital
	5
	Wesley Woods-Long Term Hospital
	9
	Pain/Ambulatory Surgery Center

	2
	Emory University Hospital  Midtown
	6
	Wesley Woods-LTC Care (Budd Terrace)
	10
	Select Specialty Hospital at EUHM

	3
	The Emory Clinic & Satellites
	7
	Ambulatory Surgery Ctr/TEC
	11
	Emory Johns Creek Hospital

	4
	Wesley Woods-Geriatric Hospital
	8
	Orthopedic Spine Ctr
	12
	Emory Specialty Associates


Pertinet Age Groups (Specify all that apply):
	
	Infant (birth – 12 months)
	
	Adolescent (13 – 18 yrs.)
	
	Late Adult (60+ yrs.)

	
	Toddler/Pre-school/School Age (13 months – 12 yrs.)
	
	Early/Middle Adult (19 – 59 yrs.)
	
	


General Tasks
	Tasks
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	Approved

	Ordering Privileges. Must meet CPOE training requirements. To schedule training call 404-686-7559.
	
	
	
	
	
	
	
	
	
	
	
	
	

	Prescriptive Authority
	
	
	
	
	
	
	
	
	
	
	
	
	

	Assess/Plan/Evaluate
	
	
	
	
	
	
	
	
	
	
	
	
	

	Clinical Documentation
	
	
	
	
	
	
	
	
	
	
	
	
	

	Order Diagnostic Studies
	
	
	
	
	
	
	
	
	
	
	
	
	

	Formulate Differential Diagnosis
	
	
	
	
	
	
	
	
	
	
	
	
	

	Perform History and Physical
	
	
	
	
	
	
	
	
	
	
	
	
	

	Perform Mental Status Exam
	
	
	
	
	
	
	
	
	
	
	
	
	

	Assist with Drug Therapy
	
	
	
	
	
	
	
	
	
	
	
	
	

	Order non-Drug Therapy
	
	
	
	
	
	
	
	
	
	
	
	
	

	Coordinate Therapy
	
	
	
	
	
	
	
	
	
	
	
	
	

	Discharge Preparations
	
	
	
	
	
	
	
	
	
	
	
	
	

	Research Activities
	
	
	
	
	
	
	
	
	
	
	
	
	

	Teaching Activities
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other (specify)
	
	
	
	
	
	
	
	
	
	
	
	
	


Treatments & Procedures
	Tasks
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	Approved

	Peripheral Venous Access
	
	
	
	
	
	
	
	
	
	
	
	
	

	Central Venous Access
	
	
	
	
	
	
	
	
	
	
	
	
	

	CVP  Catheter Placement
	
	
	
	
	
	
	
	
	
	
	
	
	

	Arterial Puncture
	
	
	
	
	
	
	
	
	
	
	
	
	

	Arterial Line Insertion
	
	
	
	
	
	
	
	
	
	
	
	
	

	Electrocardiography
	
	
	
	
	
	
	
	
	
	
	
	
	

	Paracentesis
	
	
	
	
	
	
	
	
	
	
	
	
	

	Thoracentesis
	
	
	
	
	
	
	
	
	
	
	
	
	

	Thorocostomy Tube Insertion
	
	
	
	
	
	
	
	
	
	
	
	
	

	Thorocostomy Tube Removal
	
	
	
	
	
	
	
	
	
	
	
	
	

	Wet Smears/Cultures
	
	
	
	
	
	
	
	
	
	
	
	
	

	Bone Marrow Aspiration/Biopsy
	
	
	
	
	
	
	
	
	
	
	
	
	

	Bone Marrow Product Admin.
	
	
	
	
	
	
	
	
	
	
	
	
	

	Arterial Sheath Removal
	
	
	
	
	
	
	
	
	
	
	
	
	

	Lumbar Puncture
	
	
	
	
	
	
	
	
	
	
	
	
	

	Suture/Staple removal
	
	
	
	
	
	
	
	
	
	
	
	
	

	Simple Wound Closure
	
	
	
	
	
	
	
	
	
	
	
	
	

	Attend Normal Vaginal Delivery
	
	
	
	
	
	
	
	
	
	
	
	
	

	Attend High Risk Delivery
	
	
	
	
	
	
	
	
	
	
	
	
	

	Infant Resuscitation
	
	
	
	
	
	
	
	
	
	
	
	
	

	Amniotomy/Amnioinfusion
	
	
	
	
	
	
	
	
	
	
	
	
	

	Placement of Ripening Agents/OB
	
	
	
	
	
	
	
	
	
	
	
	
	

	Endotracheal Intubation
	
	
	
	
	
	
	
	
	
	
	
	
	

	Tasks
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	Approved

	Umbilical Vessel 

Catheterization
	
	
	
	
	
	
	
	
	
	
	
	
	

	Cerclage Placement
	
	
	
	
	
	
	
	
	
	
	
	
	

	Bladder Tap
	
	
	
	
	
	
	
	
	
	
	
	
	

	Infant Exchange Transfusion
	
	
	
	
	
	
	
	
	
	
	
	
	

	Fetal Scalp Electrodes
	
	
	
	
	
	
	
	
	
	
	
	
	

	IUP Monitoring
	
	
	
	
	
	
	
	
	
	
	
	
	

	Initial CPR in Emergency
	
	
	
	
	
	
	
	
	
	
	
	
	

	Ommaya Reservoir
	
	
	
	
	
	
	
	
	
	
	
	
	

	Una Boot Application
	
	
	
	
	
	
	
	
	
	
	
	
	

	Holter Monitor  Management
	
	
	
	
	
	
	
	
	
	
	
	
	

	IUD Placement
	
	
	
	
	
	
	
	
	
	
	
	
	

	Conscious/Moderate Sedation

(requires add’l check off)
(Must pass online moderate sedation test to qualify for these privileges.  Please access at http://ehnotes4.eushc.org/modsedation.nsf)
	
	
	
	
	
	
	
	
	
	
	
	
	

	Pleural Biopsy
	
	
	
	
	
	
	
	
	
	
	
	
	

	OR Procedures

 (requires separate sheet)
	
	
	
	
	
	
	
	
	
	
	
	
	

	Dressing Change
	
	
	
	
	
	
	
	
	
	
	
	
	

	Hematocrit Monitoring
	
	
	
	
	
	
	
	
	
	
	
	
	

	Other in Specialty:
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Description (List three sample care management protocols to be used)*
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	Approved

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	


*Note: A complete set of protocols should be kept in a file or notebook with a cover page documenting regular review with the sponsoring physician. 

Advanced Practice Nurse(Print)___________________________________, RN    Signature: _________________________________

Sponsoring Physician: (Print)_____________________________________, MD   Signature: _________________________________

AND

Co-Sponsoring Physician: (Print)__________________________________, MD   Signature: _________________________________

Attestation of Clinical Experience as Advanced Practice Nurse-- NP, CNM, CRNA, CNS-PMH (2 Pages)

Name: ______________________________________________RN

 Date:_____________

Pertinet Age Groups (Specify all that apply):
	
	Infant (birth – 12 months)
	
	Adolescent (13 – 18 yrs.)
	
	Late Adult (60+ yrs.)

	
	Toddler/Pre-school/School Age (13 months – 12 yrs.)
	
	Early/Middle Adult (19 – 59 yrs.)
	
	



You need only respond to those items that you are requesting in your current application

	General Tasks
	Years  of Experience
	General Task
	Years of Experience

	Assess/Plan/Evaluate
	
	Assist with Drug Therapy
	

	Clinical Documentation
	
	Order Non-Drug Therapy
	

	Order Diagnostic Studies
	
	Coordinate Therapy/Care
	

	Formulate Differential Diagnosis
	
	Discharge Preparations
	

	Perform History and Physical
	
	Research Activities
	

	Mental Status Assessment
	
	Teaching Activities
	

	Other (specify)
	
	Referral/Consultation Activities
	


You need only respond to those items that you are requesting in your current application
	Procedure
	Yrs. of Experience
	Estimated Number
	Procedure
	Yrs. of Experience
	Estimated Number

	Peripheral  Venous Access
	
	
	Endotracheal Intubation
	
	

	CVP Access
	
	
	Administer Anesthesia
	
	

	CVP Catheter Placement
	
	
	Hemodynamic Monitoring
	
	

	Arterial Puncture
	
	
	Anesthesia/OB-Admin. Local/Pudental/

Paracervical Agents
	
	

	Arterial Line Insertion
	
	
	Attend/Conduct Normal Vaginal Delivery
	
	

	EKG
	
	
	Attend High Risk Delivery
	
	

	Paracentesis
	
	
	Infant Resuscitation
	
	

	Thoracentesis
	
	
	Amniotomy/

Amnioinfusion
	
	

	Initial CPR in Emergency
	
	
	Placement of Ripening Agents/OB
	
	

	Thorocostomy Tube Insertion
	
	
	Cerclage Placement
	
	

	Thorocostomy Tube Removal
	
	
	Umbilical Vessel Catheterization
	
	

	HCT Monitoring
	
	
	Bladder Tap
	
	

	Wet Smears/ Cultures
	
	
	Infant Exchange Transfusion
	
	

	Bone Marrow Aspiration/Biopsy
	
	
	Fetal Scalp Electrodes
	
	

	
	
	
	
	
	

	Procedure
	Yrs. of Experience
	Estimated Number
	Procedure
	Yrs. of Experience
	Estimated Number

	Bone Marrow Product  Admin.
	
	
	IUP Monitoring
	
	

	Arterial Sheath Removal
	
	
	Psychiatric Clinical Assessment
	
	

	Lumbar Puncture
	
	
	Mental Status Examination
	
	

	Suture/Staple Removal
	
	
	Psychiatric Diagnostic Summary
	
	

	Simple Wound Closure (non OR)
	
	
	Psychiatric Therapeutic Interventions/

Evaluations
	
	

	Dressing Changes
	
	
	Psychiatric Case Management/

Treatment Planning
	
	

	Ommaya Reservoir
	
	
	Individual Therapy--Psychiatric
	
	

	Holter Monitor Management
	
	
	Group Therapy--Psychiatric
	
	

	Pleural Biopsy
	
	
	Family/Couples Therapy--Psychiatric
	
	

	Conscious/

Moderate Sedation
	
	
	Other in Specialty:

(specify)
	
	

	Una Boot 
	
	
	
	
	

	IUD Placement
	
	
	
	
	

	OR Procedures (requires separate form)
	
	
	
	
	


One of the following should complete/sign this attestation below: 

Training Program Director: 

I attest that the clinical training has been successfully obtained in the skills indicated above 


OR

Previous Supervising Physician: 

I attest that the applicant has demonstrated competency in the skills indicated above.

To my knowledge, the applicant does not 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.

Name & Title:____________________________  
Signature: ______________________________





Please Print)

Institution: _______________________________ 
Location:_______________________________

Phone Number: ___________________________

SUPERVISING PHYSICIAN’S STATEMENT

FOR MID LEVEL PROVIDERS (IF APPLICABLE)

I request that 





 who is registered with the Georgia Board to be supervised by me, be approved for appointment to the Allied Health Professional Staff to the Emory Healthcare facilities indicated on the Clinical Privileges form. I have read the Medical Staff Bylaws pertaining to my responsibility for utilizing a Mid Level Provider. I fully understand that any significant misstatement in or omission from this application may constitute cause for summary dismissal from the Medical Staff.

Physician Signature





Date




Physician Name (Printed)









LIST ALTERNATE SUPERVISING PHYSICIANS BELOW:

	PRINTED NAME
	SIGNATURE

	1.
	

	2.
	

	3.
	

	4.
	

	5.
	

	6.
	

	7.
	

	8.
	


ECLH / EUH / WWC / WWLTH
Effective September 26, 2007, the Medical Staff Bylaws have been amended to require that the member submit evidence of tail, or prior acts coverage, in the event of a change in professional liability carrier. Failure to do so within ten (10) days of the change will result in the practitioner’s clinical privileges being automatically suspended.

Signature:





Date:





NURSE PRACTITIONERS

YOU MUST ALSO SUBMIT A COPY OF THE AUTHORITY (THE TEXTBOOK THAT YOU REFERENCE WHEN PERFORMING PROCEDURES) BY WHICH YOU CURRENTLY PRACTICE.  YOU WILL NEED TO MAKE A COPY OF THE COVER SHOWING THE AUTHORS NAME AND THE TABLE OF CONTENTS AND HAVE IT SIGNED BY YOUR SUPERVISING/SPONSORING PHYSICIAN.
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