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DELINEATION OF PRIVILEGES RECORD 1. peAioo
Far use of this form, ses AR 40-68; the propunent sgency Is 0TSG FROM 10
2. Check the Appropriate Catugosy
A, ‘ Anpsthasis . Pedigtrics 0.  Nwse Practitioners (4dult)
B. I'lcn_tlslry J. Podiatey R.  Nurse Practitionmss /Pediatrc/
C.  Family Practice K. Psychistry 5. OBIGYN Nurse Practitionsrs
0. Intornal Madicine & Subspacialty L. Psychology T.  Physician Assistants '
E. Neuralagy M.A Radiology/Nucloar Medicine U Emcrgency Medicing
F.  Obstatrics & Gynecology N.  Surgery V. Other Specialty [Spoeify)
G.  Optometry Sorvice 0.  Nurze Anestholists _4 -
H. Pathology P.  Nurse Midwives
3. Recommendations
A MEDICAL TREATMENT FACILITY/DENYAC [ BTATUS €. GLINICAL PAIVILEGLS
1) Yernporary
U {2} Provisiona! D [V) Granted a5 Roguested
{ | v Couttasy D (2) Modifiod a3 Raronmendsd
[J e Eonsulting [T] ™0t fSro hamarsy
[':J 15) Fult fAppomtment
D.  DEPTBVC /&pacity £ DATE G CREDENTIALS COMMITTEE H.  DATE
RICHARL T. BEITZ, LTC, MC, DCCS/Chair
F SIGNATURE ! SINATURE
4. Approvel
A NAME OF HOBPITALIDENTAC COMMANDER o SIGRATURE 2 oATE
RONALD J. JONES, COL, MC, Commanding

5. Remarks

8. Psactitioner’s Education/Training Update

A BDARD ELIGIBLE FROM  1Date) . BOARD EXAMINAYION C. BOARD CERTIFIFR

TAKIN [Oric)

D No D Yae (Give Nome
(J 1o [T raceat of Bosrd)
. . . . > S

0. RCCLRTIFICATION (Boord endt Mais) t UNILIZED IN PRIMARY t YEARS ANU DATES OF SPECIALTY TRAINING  (Spocily only trabing

SPECIALYY 5000 Inltidd applichiim!
d TOTAL HOURS OF CONTINUING H. TOTAL HOURS OF 3UB-SPECIALTY J. NAME OF APPLICANT OR PRAC 1 HUNER

EDUTATION THIS PERICD DOARD THIS PERIDD (Spasify)

8 MEMBEREHIP IN BPECIAITY BOCILTV(IES) /Spechry/ K SHINATURF L. bRTE

DA FORM 5440A-R, JUN 91 DA FORM 5440-K, JUL 84 IS OBSOLETE USAPPC V1.00
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USAR OR ARNG APPLICATION FOR CLINICAL PRIVILEGES TO PERFORM ACTIVE OR INACT:VE
DUTY TRAINING

For use ot this torm. soo AR 40.68, the froponeal ayoncy is QTSG

OATA REQUIRED BY THE PIIVACY ACT OF 1974
Authonity TiHy 5, Linltod Siates Cude (USG), Sections 301, Ttk 44, USC, Section 3101, and Tile 10, USC, Seclion 1071

Principsl Purpose: To doting the ol and s of tho prochiiona's clinicat privilegous as a function of his o hor 3iNiNg Uxpernence

floutine 1)- p3: Delerming amd assuss capabiiity of praciitione’s chnical puaclice A copy of this tarm will be tulainod in your crodonbialy fite.

tnturmation mar b provided 10 coitain civilian hosputais. ths Fodetstion of State Medical Boards of the U S., Statv |icensyre
asutharitios, and othet approgiaty snatesskmal togutating tuxdng.

QU % S ST SN Disciosura of inturmation toguastad is voluntaty  Howevar, failure to provida thy requined (nformation may rosult in the henitation
or lerminalion ol yout choical privilegos
SECTION A - IDENTIFICATION
1 NAME ust. licwd. msding 2 SOCIAL SCCORITY NO. (S$A) K] [viel:] 4 GRAQL
b CORPS [ UNIT IDENTIFICA DV ION 7 SPECIALTY BY TRAINING
SECTION B - BASIC INFORMATION
¥, LCENSURE/CERT. ¥ DATES) 10 EXPIRATION DATE(S)
a  Sale Lcensure (I any)
b, DEA Number (If any)
¢ CPR Cerficalo
d.  ACLS Cuniticate
¢.  BCLS Cenificalp
tt. BOARD ELIGIBLE tdu BOARD EXAM 12b. CHECK 4 MUMBE RSHIP IN SPECIALTY SOCIETIES {Spocay)
FROM (Dt} TAKEN (Dalv) -
(J Totat D Puriial
13 BOAI) GERTIFIED? (i yas. giva name of
Bownt g ‘
o TSN g S
V6. Current Hospital Privilages
s NAME OF HUSHITAL b LOCATION ¢ TYPE OF APPOINTMENT

16, interval Inlonmation (it Yes to any of the lollowing questions, give Rull detaiis on a ceparate sheet of paper)

Ity the laat your, have you: YES NO

YES NO

8 Have you had any haal unlavorgbito hatbhity
Juthgriantg?

h Wundd you toel comtortably snd compiunt 10
perform your AR Tiaining as 8 Geneisl Modicat
Otticer i Hw Outpationt Clinic?

b W vus. any halulity psymonis abova $100.0007

[ Wuuld you toel comtortable and compelont o

c. 1 vo you heen the subpsct of any disciphnary aclion
1, any local of Riale iedica) sociely or any
heonsmg aguency?

porlorm your AD Training 85 8 Ganeral Medical
Otlicor in 1he: Emergency Care area?

1 Du you centity thatl you st ewntally ang physicatly

d Have you had your cluucal rivilogous limitad, savoked,
or othorwise mndilied at BNy instituticn?

oblo lo practics mudeine?

17 COMMLENES

@ Rusigiod trom the stalf of any hospwtal?

! Boon Loalud lur drug of slcohol Bhusy?

1] Nut mantsinod yout siate's conlinuing modical
educ. won (ulrgments?

The info:mation contaned herein 1s true 1o
the besi of my knowledge and belef.

180. SIGNATURE OF APPLICANT

L. DATE

DA FORM 5753-R, JUL 89
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SECTION C - ARNG OR USAR UNIT COMMANDER'S RECOMMENDATIONS
That chimical privileges bo granied 1o the narmed applicant for Aclive ot ' NAME

Inactive duty.

2 PCRIGD 3 MEDICAL TREATMENT FAGILITY QK DENTAG
FROM 0
4 BY EOUCATION AND YRAINING. THIS PRACTITIONE R 5 PHACTITIONER'S DEMIUNSTRATED CLINICAL COMPE YENCY
S QUALIFILL IN THE FOLLOWING REMARKS
SPECIALNES Kdﬁ“u YLS NO
8 Primary ——— W/
’o
b Secondaty e g V///
7

6 Tins praculiona has the (:npabihly ol pattotanng

1hu mtbicst duties roquisd vl 8 Gunural
Mudiiel Otticen or General Denligt

7. Al documents ol sducstion, Wasining,

hcunsuefcettiticalionsiogistretion snd EGCFMG (it
applicablo) have boon veritid with 8 primaty

Sourcy /
- Z
Ha NAMF OF VERIFYING INDIVIDUAL vl OGRADL Be SIGNATURL
|18 NILF B NATE
- —_—
91 NAMEC OF UNIT COMMANDE R b GRADE . SIGNATUHE
B TME 9U  DATE

SECTION D - RECOMMENDATIONS OF SITE CREDENTIALS COMMITTEE

19 NCMARKS

(7] congmenar

1] RLCOMMENDED STATUY

{2 Fou

D Ax Reguesiag

12 GLINICAL PRIVILEGES RFECOM S NDED

D Ottwr (SpocHy in Hem 12.)

130, NAME OF CREDENTIALS COMMIIEE CHAIR t3L. GRADF
N
13¢ SIGNATURL 13d DATE
SECTION E - APPROVING AUTHORITY
t44  NAME OF MTF OR DENTAC COMMANDE R tdb  SIGNAYURE 4 DAIE

“HEVERSE, DA FORM 5753-R, JUL 89
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STATEMENT OF APPLICANT
(Please read carefully before singing)

All information sulmitted by me in this application is true to my best knowledge
and belief. I fully wnderstand that any significant mis-statements in or anissions
fram this application constitute cause for denial of appointment or cause for
sumary dismissal from the medical staff.

In making this application for appointment to the medical staff of this hospital,

I acknowledge my cbligation to provide continuous care and supervision of my
patients, to accept cammittee assignments, to accept conmsultation agslgments and
to participate in staffing the emergency service area and other special care units.

By applying for appointment to the medical staff I hereby signify my willingness to
appear for interviews in regard to my applicatiem. T hereby authorize the hospi -
tal, its medical staff and their representatives to consult with administrators and
members of the medical staffs of other hospitals or institutions with which T have
been associated and with others, including past and present malpractice carriers,
who may have information bearing on my professianal carpetence, character and
ethical qualificaticns. T hereby further consent to the inspection by the
hospital, its medical staff and its representatives of all documentg, including
medical records at other hospitals, thal may be material to an evaluation of my
professianal qualifications and conpetence to carcy out the clinical privileges
requested as well as my moral and ethical qualifications for staff mexrbership.

I hereby release fram liability all representatives of the hogpital and its medical
staff for their acts performed in good faith and without malice in connection with
evaluating my application and my credentials and qualifications, and I herely
releage from any liabilicy any and all individuals and organizationg who provide
informaticn to the hospital, or its medical staff, in good faith and without malice
concerning my professional campetence, ethics, character and other qualifications
for staff appointment and clinical privileges, and I hereby congent to the releasge
of such informationm.

I hereby further authorize the hospital to cammmicate to other hospitals and to
other persons or organizations with a legitimate interest therein any informaticn
concerning my professicnal campetence, character and ethics that the hosgpital may
have or acquire, and where such coamumication is made in good failth and without
malice, and I consent thereto to agrea to hold the hogpital and its authorized
representatives free of liability therefor.

I undarstand and agree that I, as an applicant for medical staff menbership or
privileges, have the burden of producing adequate information for proper evaluation
of my professional campetence, character, ethics and other qualifications and for
resolving any doubts about such qualifications.

I particularly agree to subject my clinical performance to, and faithfully parti-
cipate in, the hospital's quality assurance programg as the same sbhall from timae
to time be in effect, and I agres to hold memberg of the medical staff and other
authorized representatives of the hospital emgaged in these quality assurance
activities free of all liability for their actions performed in good failth in
connection therewith.

DATE SIGNATURE OF APPLICANT

bmbmc Form 334 (Qa)
1l Mar 87
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MALPRACTICE AND PRIVILEGES QUESTIONNAIRE

For uso of this form, see AR 40-68, the proponant agency is OTSG

DATA REQUIRED BY THE PRIVACY ACT 1974

Authority: Titls 5, United States Code (USC), Sections 3109 and 3301. (Title 5, USC. Section 552a)

Princlple Purpose: Yo obtain U.S. Civil Service appointment.

Routine Uses: Basis for determination of qualifications and background Infomation for the eligibllily for appointmant. Basis or credentialing health care providars.
Disclosure: Disclosure of information requestad is voluntary, However, fallure to provide the required Information will result In nonacceplabikty of the application,

The palicy of the Army is to screen, verity and validate stalements, asserlions and documents of all applicants for health care provider positions. As part of this
process, please complote the following statements (as applicable to your profession).

1. NAME OF INDIVIDUAL 2. SOCIAL SECURITY NUMBER (SSN)
HAVE HAVE NOT STATEMENTS
(YES} {NO)

3. Had medical liability claims, settiements, judicial o administrative adjudications, or any other resolved or open charges of
inappropiiate, unethical, unprofessional or substandard profcssional practice. (If affirmative explain each incldent In item 43
helow.)

4. lam tioensed/registcredlceniﬁed by the authority named in item 13 bolow, {List ali curront and past licensos held, include

lssuo and expiration date. Explain the suspension or revocation of licensure previously held.)
5. Had my professional license denled, withdrawn or restricled voluntarilyfinvoluntarily by a state or local ficensing board or other
authority. (f affirmative, give the organization name, address and dates involved in ftem 13 below.)

6. Had professional privileges denied, withdrawn, or restricted voluntarilyfinvoluntarily by a health care facility. (Hf affirmative,
fiva the organization name, addrass, and dates Involved in item 13 helow.}

7. Resigned or otherwise disassociated myself from employment or practice after being notified of intent to start action against me
for failure to properly accomplish my professional responsibilities. (If affirmative, glve organization name, address and
dates Involved In item 13 below.)

8. Arg you now or have you ever been required to sppear before any medical or stale regulating authority regardiess of the result,
concerning your status as an impaircd, hindered, or otherwise restricted practitioner? (If affirmative, give brief explanation
in item 13 below,)

9. Had a history of drug or alcohol abuso of misuss. (if affirmative,_explain In Item 13 below.)

10. Do you have any disease or impaliments which make your etployment a hazard fo yourselt or other? (If affirmative, please
listin item 13 below.) In addition, please provide a brigf description of your health status as it periains to the priviieges
being requested.

11. Lhereby authorize the U.S. Army to contact my current and provious malpraclice carrierfiicensing organizations for the
purpose of verilying the above information.

§ 11a. CARRIERS (Name and Address - curren! and prév!ous) 11¢. LICENSING ORGANIZATIONS {Name and Address
current and previous)

L 11b. Policy Number.

12. 1 hereby authorize the U.S. Army to contact tho following institution(s) for the purpose of verifying the status of my current
professional privileges:

12a. ORGANIZATION (Name and Address) 12b. DATE{S)

A 13. CLARIFICATIONS, EXPLANATIONS, ETC. REGARDING ITEMS 3-10 ABOVE. (identify by appropriate number, continue on reverse if necessary.)

#4. List all current and past icenses ever held. Inciude Issue and explration date.

#10. Please provide a briel description of your health status as i pertains to the privileges being requested.

14a. TYPED/PRINTED NAME OF APPLICANT 14b. SIGNATURE OF APPLICANT 14c. DATE

DA FORM 5754-R, JUN 91 DA FORM 5754-R, JUL 89 IS OBSOLETE



