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Name:  ________________________________________________________

Department of Medicine, Cardiology


Name:   _______________________________________
The minimum education, training, and experience qualifications for core privileges are as delineated in each facility’s Medical Staff Bylaws, Rules and Regulations, or policies.  Please consult these documents to determine your eligibility to request these privileges.

LEGEND:
1 – Emory University Hospital



6 – Wesley Woods – Long Term Hospital


2 – The Emory Clinic and Satellites



7 – Select Specialty Hospital at Midtown

3 – Ambulatory Surgery Center/TEC



8 – Cardiac Diagnostic Center at The Emory Clinic

4 – Emory University Hospital
 Midtown




5 – Wesley Woods – Geriatric Hospital
To request privileges, please place an “X” in the appropriate column

	1
	2
	3
	4
	5
	6
	7
	8
	CORE PROCEDURES

	
	
	
	
	
	
	
	
	Admission of patients

	
	
	
	
	
	
	
	
	Provide definitive care for adolescent and adult patients with medical illnesses, mild, moderate or severe, complicated or uncomplicated.

	
	
	
	
	
	
	
	
	Acting as a consultant to other physicians and may request consultations when a) diagnosis and/or management remains in doubt over an unduly long period of time, especially in the presence of life-threatening illness; b) when unexpected complications arise; or c) when hazardous and/or highly technical procedures are planned.

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

	1
	2
	3
	4
	5
	6
	7
	8
	SPECIFIC PROCEDURES (Procedures that are not routinely part of training and

require proof of training or experience)

	
	
	
	
	
	
	
	
	Moderate sedation (Must pass online moderate sedation test to qualify for these privileges.  Please access at http://ehnotes4.eushc.org/modsedation.nsf)

	
	
	
	
	
	
	
	
	Request for use of Fluoroscope & C-arm. Radiation Safety Training required. Please access at http://www.ehso.emory.edu/Fluoroscope.htm

	
	
	
	
	
	
	
	
	Swan-Ganz catheters

	
	
	
	
	
	
	
	
	Elective cardioversion

	
	
	
	
	
	
	
	
	Cardiac pacemaker (transvenous temporary only)

	
	
	
	
	
	
	
	
	Percutaneous intra-aortic balloon insertion

	
	
	
	
	
	
	
	
	Cardiac catheterization/arteriography 

	
	
	
	
	
	
	
	
	NOTE:
Initial Appointment; must have comp >250; documentation required 

	
	
	
	
	
	
	
	
	NOTE:
Reappointment; must have comp 75/yr, 8 of 75 at an Emory hospital; documentation required

	
	
	
	
	
	
	
	
	Coronary Angioplasty

	
	
	
	
	
	
	
	
	NOTE:
Initial Appointment; must have comp >150; documentation required 

	
	
	
	
	
	
	
	
	NOTE:
Reappointment; must have comp 75/year, 8 of 75 at an Emory hospital; documentation required

	
	
	
	
	
	
	
	
	
Laser atherectomy

	
	
	
	
	
	
	
	
	
Rotational atherectomy

	
	
	
	
	
	
	
	
	
Directional atherectomy

	
	
	
	
	
	
	
	
	
Thrombectomy

	
	
	
	
	
	
	
	
	
Stent implantation

	
	
	
	
	
	
	
	
	Cardiac monitoring

	
	
	
	
	
	
	
	
	Pericardiocentesis

	
	
	
	
	
	
	
	
	Transvenous or transarterial endomyocardial biopsy

	
	
	
	
	
	
	
	
	Vascular ultrasound

	
	
	
	
	
	
	
	
	Endotracheal intubation

	1
	2
	3
	4
	5
	6
	7
	8
	OTHER PRIVILEGES REQUESTED:

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


To request privileges, please place an “X” in the appropriate column
	1
	2
	3
	4
	5
	6
	7
	8
	THE SPECIFIC PROCEDURES LISTED BELOW ARE

**Available to Emory Clinic  physicians only**

(Procedures that are not routinely part of training and require proof of training and/or experience)

	
	
	
	
	
	
	
	
	Interpretation & supervision of non-invasive cardiovascular procedures (ECHO cardiography) 

	
	
	
	
	
	
	
	
	ECG interpretation

	
	
	
	
	
	
	
	
	Signal average EKG interpretation 

	
	
	
	
	
	
	
	
	Nuclear medicine interpretation  

	
	
	
	
	
	
	
	
	Performance of exercise stress testing  

	
	
	
	
	
	
	
	
	Interpretation of echocardiography  

	
	
	
	
	
	
	
	
	Performance of transesophageal echocardiography

	
	
	
	
	
	
	
	
	Interpretation of nuclear cardiology studies 

	
	
	
	
	
	
	
	
	Cerebrovascular and peripheral vascular studies

	
	
	
	
	
	
	
	
	Holter Monitor interpretation

	
	
	
	
	
	
	
	
	Elective cardioversion

	
	
	
	
	
	
	
	
	Cardiac electrophysiology testing and ablation

	
	
	
	
	
	
	
	
	Cardiac pacemaker (permanent)   

	
	
	
	
	
	
	
	
	Cardiac MRI

	
	
	
	
	
	
	
	
	


Acknowledgment of Practitioner:

I understand that (a) in exercising clinical privileges granted, I am constrained by each Healthcare institution’s Medical Staff policies, rules and regulations, and (b) any restriction on the clinical privileges granted to me is waived in an emergency situation and in such situation my actions are governed by the applicable section of each Healthcare institution’s Medical Staff Bylaws.

Applicant Signature:  _________________________________________________
Date:  ______________________
[Please send this form to the facilities where you currently perform Diagnostic Cardiac Catheterization/Coronary Intervention, and ask for the completed form to be faxed to our office:  404-778-4819.  NOTE:  Not required of Current Emory Faculty.
Date:
         _____________________________

TO:

Director, Cardiac Catheterization Laboratory



_____________________________




Facility Name

FROM:
System Credentialing-
Emory Healthcare

RE:

Dr. __________________________

The above named cardiologist has applied for privileges to perform:

· Diagnostic Cardiac Catheterizations

· Coronary Interventions

For this reason, we ask your cooperation in completing the following questionnaire at your earliest convenience.  A release of information form is enclosed.

1. Number of diagnostic cardiac catheterizations  ___________________________

Dates of Service  ___________________

Mortality Rate  ____________________

Complication Rates _________________
2. Number of PTCA’s  ________________  Dates of Service  ___________________

Number of Atherectomies  ___________  Dates of Service  ___________________

Number of Stents  __________________  Dates of Service  ___________________

Mortality Rate  _____________________

Success Rate (if available)  ____________

Other Complication Rates  _____________________________________________

___________________________________________________________________

___________________________________________________________________

Signature of person completing form                    Title                                Date

Please return to:

Emory Healthcare System Credentialing

101 W. Ponce de Leon Ave. Ste. 300

Decatur, GA 30030
05/21/10
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