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Fairview Health Services

HOSPICE AND PALLIATIVE MEDICINE
Delineation of Privileges
	Applicant’s Name (please print):
	


Instructions for Completing Privilege Form:
1.
Must be an MD/DO* and completed identified Threshold Criteria* as listed in the individual privilege sections.

2.
Request privileges by placing a check mark in the Fairview entity(ies) box for core and special request privileges, as appropriate.

3.
Submit required documentation or sign attestation(s), as directed in the individual privilege sections.

4.
Sign/date last page of privilege form and submit to Fairview System Credentialing Office with required documentation.

5.
If privileges require an additional form (indicated as AF), complete additional privilege form and submit with required documentation as listed on the additional form.

7.
If employed or contracted by Fairview Clinics or University of Minnesota Physicians - also complete ambulatory privilege form (attached).

* Completion of ACGME or AOA approved residency and fellowship programs.  Current primary specialty board certification by an American Board of Medical Specialties (ABMS) approved board or AOA/RCPSC approved board, or admissible for examination for certification and certified within 7 years of initial staff appointment.
	COMPETENCY MEASURES DOCUMENTATION REQUIREMENTS 

For New Applicants to Fairview or Requesting Additional Privilege(s) Not Currently Held at a Fairview Entity

	Core Privileges
	●
Out of Training Less Than 24 Months - Requirements may be met by verification of formal training program completion in past 24 months

●
Out of Training Greater Than 24 Months - Documentation of cases required for Competency Measures may be met by submitting the attached “Verification of Patient Management & Participation for Core Privileges

	Special Request Privileges
	Must provide one (1) of the following - training or cases must have been completed within the past 24 months:

●
Letter from a residency or fellowship program verifying training specific to the procedure;


OR
●
Letter or certificate from an additional training course specific to the procedure;


OR
●
Documentation of specified number of cases assigned to each procedure performed (copies of operative reports, chart notes, or a list of cases performed).  Documentation must include date the procedure was performed, type of procedure and where performed (e.g., name of hospital or other facility).  Laser cases must also list the type of laser used.  Please delete all patient identifiers such as name or medical record number from documentation to protect individual patient confidentiality.


Definitions/Abbreviations:

Core Privileges - Privileges routinely taught in residency/fellowship programs

Special Request Privileges - Privileges not routinely taught in residency/fellowship programs; new technology or procedure; high risk; or requires ongoing practice to maintain competency
N/A - Indicates privilege not available at the specific Fairview entity
AF - Indicates an additional form is required to request the privilege; additional form is attached 
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	HOSPICE AND PALLIATIVE MEDICINE

	Threshold Criteria
	· Residency in one of the following: Anesthesiology, Emergency Medicine, Family Medicine, OB/GYN, Pediatrics, Physical Medicine and Rehabilitation, Psychiatry and Neurology, Radiology or Surgery.
· Board certified or eligible for certification in the subspecialty of Hospice and Palliative Care through one of the Member Boards of the American Board of Medical Specialties.  Until 2012 eligibility may be gained through a fellowship program, training program or experience as identified by the ABMS.  Applicants, who meet the competency measure and are holding certification through the American Board of Hospice and Palliative Medicine, are also eligible.  


	Core Privileges

Adult (training must include working with adult patients)
	Cross out privileges you do not perform

Privileges include
· admission of adult patients with palliative diagnosis, evaluation, and management including history and physical exam, provision of primary palliative care 
· consultation to all patients with life-threatening illness who require or may require palliative care, to include provision of advanced symptom control and complex medical pain management.  
 Not ****Chronic pain management not meeting this description is not included in the core. 
	Competency Measures/

Required # Cases in Past 24 Months
	Check Entity(ies) Where Privileges Requested

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	

	Special Request Privilege Must provide documentation of training/experience completed within the past 24 months 
	Palliative Sedation 
	
	
	
	
	
	
	

	
	Chronic Pain Management
	
	
	
	
	
	
	

	
	Accupuncture
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Required Documentation 
	□
If you are a NEW APPLICANT to Fairview or Requesting Additional Privilege(s) NOT CURRENTLY HELD at a Fairview entity - Submit documentation required for Competency Measures as listed on page 1.

□
If you CURRENTLY HOLD the specific privilege(s) at a Fairview entity:  I attest to the completion in the past 24 months of at least the required number of cases listed above for each privilege(s) with acceptable results based on quality improvement activities and outcomes. 

_____________________________________________________
_______________________

Attestation Signature
Date
NOTE:  You do not need to provide additional documentation at this time; however, Fairview will randomly audit applicants and, if selected, you will be required to provide the required documentation.  Erroneous information related to the attestation may result in immediate suspension of privileges and lead to an investigation that may result in disciplinary action.


PRIVILEGE FORM SIGNATURE (REQUIRED):  I understand that by making these privilege requests, I am bound by the applicable bylaws or policies of the entity at which the privileges are requested. I also attest that my professional liability insurance covers the privileges I have requested.

_____________________________________________________
______________________

Signature
Date
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