IRWIN ARMY COMMUNITY HOSPITAL. {|lACH)

CLINICAL PRIVILEGE APPLICATION INSTRUCTIONS

FORMS FOR COMPLETION: NAME:

| 1. DA Form 5440A (Approval of Clinical Privileges/Staff Appointment): Fill out only 1-3 and 5 of this form. The remaindar of
this form will be completad by the Credentials Office, DO NOT write anywhere else on the form.

2. DA Form 4691 {Application for Initial Clinical Privileges and Staff Appointment): Cornplete all portions of this form. If any
part of the form does not apply to you, mark it “N/A",

3. DA Form 5440-XX (Delineation of Clinical Privileges for appropriate specialty). Read the instructions carefully and
theroughly and complete form using the appropriate Provider Codes as directad. Mark "N/A" next o privileges not being
requested, \Write in privileges being requested if not on form, i.e., manipulative therapy privileges for D.O.

4. DA Form 5754 (Malpractice History and Clinical Privilages Questionnaire): Farm must be completed in its entirety; sign and
date the second page of form. Please use your INITIALS In boxes, not check marks. If any part does nat apply 1o you, mark it
ANJAS.

5. DA Form 5753 (USAR/ARNG Application for Clinical Privileges): This form is only required for USAR/ARNG Heslth Care
Providers requesting privileges to perform Active or [nactive Duty training.

6. Statement of Affirmation/Raleass of Information Form: Read and complete bottom three lines.

7. DD Form 577 (Signature Card): Complete bloecks 1, 2, 3, and sign block 5.

DOCUMENTATION REQUIRED:

1. Copy of orders {if Active Duty/USAR/ARNG).

2. Copy of current certification in BLS/ACLS/ATLS/PALS. {Current certification in BLS is required for all providers. ACLS is :
required for EMS and OR providers but does not meet requirement for BLS. ATLS & PALS are documented in the file, but do
not fulfill requirement for BLS or ACLS. ATLS & PALS are required for all primary EMS physicians.)

3, Capies of all (active and inactive) licenses - original license and wallet copy which indicates expiration date.

4. Capy of current DEA registration.

5. Copy of all diplomas.

6. Copy of ECFMG certificata (if foreign medical graduata).

7. Copy of all post-graduate training certificates.

3. Copy of hoard certification certificates and sub-specialty board certificates [if applicable).

9. Copy of all membarship certificates (if applicabla), i.e. AANA, NCCPA, AOTA, APTA, AMA, ADA.

10. References: Must be in writing with address and telephona number provided, dated within six months, and attest to
current lwithin last year) clinical competance. Twa references are required. One must be from a paet in a position to evaluate
vour professional standing, character, and ability to perform privileges requested. Non-physicians must provide at least ane
reference from a physiclan supervizor or a physician director of a training program completed within the last year.

11. Copy of current and dated Curricelum Vitas,

12. Copy of maipractice insurance policy (contract providers only). History of all malpractice claims.

13, Copies of all CME certificates during past 12 months, or time peried directed by Credentials Office.

Commenis:

If you have any questions or need assistance, please contact the Quality Management Office, Credentials Coordinator at (785) 238-71658
ar DSN 858-7155. At least thirty days should be allowed from the time all requested forms and documentation are received far privileging
action to be completed.

Mailing Address: Commander, rwin Army Carmmunity Hospital, ATTN: MCXX-CR (Credentials], 600 Caisson Hill Read,
Fort Riley, KS 66442-5037, ;
: PLEASE RETURN THIS DOCUMENT WITH YOUR APPLICATION.




APPROVAL OF CLINICAL PRIVILEGES/STAFF APPOINTMENT
(For use of this form, see AR 40-68: the proponent agency is O7TSG.)

1. NAME OF PROVIDER (Lest, First, Mi) 2. RANK/GRADE | 3. SSAN 4, EFFECTIVE PERIOD 1 yyyymmpo)
FROM T0
&. PRIVILEGES REQUESTED, (Specify disciplinalsl
a. Aerospace madicing k. Neurology u. Physician assistant
b, Anesthesia [.  Nurse anesthasia v. Podiatry
c. Audiclagy . m. Nurse midwifery w, . Psychiatry
d, Chirppractic n. Nurse practitioner x. Psychology
¢, Clinical pharmacy 0, Obastetrica and gynacology y. Radiology/Nuclear medicina
f.  Dentistry p. Occupsational therapy z-  Social wark
g. Dietatics q. Optometry aa., Speech pathology
f.  Emergency medicing r. Pathology ab. Surgery
i. Family practice s. Pediatrics ac. Other (specify)
internal madicing 1. Physical therapy

g
6. RECOMMENDATIONS. The following department/service and credentials committae racommendations are based on a review of the
provider's verified licensure, education and training, experience, physical and mental capabilities te parform the requested privileges and
demonstrated current competence, Exceptions or stipulations are noted below in block 7.

a. MEDICAL TREATMENT FACILITY/DENTAC (Nams and locstion) b. APPOINTMENT STATUS c. CATEGORY OF PRIVILEGES
TIRWIN ARMY COMMUNITY HOSPITAL 0] Initial L Nore ] Reguiar
L] Active [ supervised

600 CAISSON HILL ROAD

FORT RILEY, KS 66442-5037 L] Asfiliate [ Temporary

] Temporary

d. ADMITTING PRIVILEGES e, PLAN OF SUPERVISIGN f. NAME OF SUPERVISOR (i1 appiicebis)
[l Requested [ Granted [ Required
] Not requested ] Mot granted [ Not required
g. AGE GROUPS: rchack sit that appiy.t || Naonates (Birth - 28 days) [ ] Infants (1-24 mos) (] childran (2-12 yrs)
[ Adalescents (13-17 yrs} [[] Young Adults (18-23 yrs) (] Adults {24-85 yrs) [ ] Geriatrics (> 6% yrs)
h. DEPARTMENT/SERVICE CHIEF (Typed name and titie) i. SIGNATURE i. DATE ¢ vvvvmmop;

k. The credentials committea met on 1o review the metits of this provider's application for staff appointment and/or
clinical privilages. It is the decision of this cammittes to [} concur Ll NOT CONCUR with the above racommandations. Exceptions
or stipulations are noted balow in block 7.

1. CREDENTIALS COMMITTEE CHAIRPERSON (Meme and ranki m. SIGNATURE n. DATE orrrrmmom

7. REMARKS

8. The Executive Committas of the Medical/Dental Staff (ECMS/ECDS) reviewed this provider’s request for privilages and medical staff

appointmeant, as applicable, on . It Is the decision of this committee ta O] CONCUR NOT CONCUR with the above
regcommandations.

8a. ECMS/ECDS CHAIRPERSON tvame end rank} Bb. SIGNATURE Bc. DATE tyyvymmon:

3. APPROVAL. Basad on my review of the information submitted in support of the provider's licensure, education and training, and his/her
demaonstrated competence, privileges are approved and madical staff membarship is awarded as requasted. The period for which clinical

privilages and staff membarship are in effect is as notad above in Block 4.
9a., NAME OF HOSPITAL/DENTAC COMMANDER 9b, COMMANDER'S SIGNATLURE 9c. DATE rrvvvamoo

DA Form 5440A, TEST DA FORM 5440A-R, JUN 91 1S OBSOLETE Page 1 of 1 Fages



APPLICATION FOR INITIAL CLINICAL PRIVILEGES AND STAFF APPOINTMENT

Ay 1ian AFf thin Fazms pma A AN _L£0. dbhn o e m o 8 e me s e Nresa
Fgr use of this form, ses AR 4d0-68 the gropgnent 5gency I;l [XivICN]

Authority:

Principal Purpose:

Routine Usas:

Disclosure:

DATA REQUIRED BY THE PRIVACY ACT OF 1974
Title 5, United States Code (USC), Sactions 301 and §52a; Titla 44, USC, Section 3101; Title 10, USC, Section 1071.
To dacument the provider's professional qualifications as the basis for clinical privileges and staff appointmant.
To support the credentialing and privileging processes. A copy aof this form will be retained in provider credentials file.
Information may be provided to certain civilian institutions, the Fedsration of State Medical Boards of the U.S,, Stete
Licensure Authorities, and othar appropriate professional regulatory bodies.
Disclogure of mfnrmstmn requasted is valuntary. Howaver, fallure ta provide the required infaermation may interfare
with the timely granting of yeur clinical privileges or professional swaff appointment.

INSTRUCTIONS. This form is to be completed by all providers (military/clvilian) who are first time applicants for clinicai privileges and for
fnirigl medical staff appeintment, if requested. initial staff eppointmant is granted on the cccasion of the providar's first assignment/
employment at @ DoD MTF, or if there has been a lapse in DoD MTF appointment status of greater than 180 days, e.g., the provider nas
been involved in givilien training program,

SECTION | - IDENTIFICATION

1. NAME OF PROVIDER (Last. First, M) 2. 3. SSAN 4, DATE OF BIRTH rrvyymane,

RANK/GRADE

5, SPECIALTY/AQC

[ 6. MEDICAL/DENTAL FACILITY (name and Addrass: City/State/2ip Code|
IRWIN ARMY COMMUNITY HOSPITAL, FORT RILEY, KS§ 66442=5037

SECTION Il - PROFESSIONAL EDUCATION

7a. COLLEGE OR UNIVERSITY 7h. LOCATION (City/State) 7c. DEGREE 7d. GRADUATION DATE tvyyvmsoo)

SECTION Il - POSTGRADUATE TRAINING

8a. HOSPITAL OR INSTITUTIQON 8b. LOCATION (ciry/state) 8c, PROGRAM (Residency. 8d. COMPLETION DATE wryvrmmom

SECTION IV - PREVIOUS PROFESSIONAL AFFILIATIONS (Past 10 years. Continue on réverse in block 23.)

Ba. HOSPITAL OR INSTITUTION 9b, LOCATION (Citysstares 8c. FROM/TO (vvmum-vymmy | Sd. DEPARTMENT

SECTION V - BOARD CERTIFICATION/PROFESSIONAL SOCIETY MEMBERSHIP

10. Are you eligible to take your board examination? D NA - [ NO |:] YES ur YES. incicera specisity In block 22.)

11. Have you takan your boards? D NO D YES f vES, note date.] D TOTAL D PARTIAL

12. Are you ABMS board certified? D NO D YES if YES, indicate specialty in biosk 23.)

13. Memberships in Specialty Societies. rLisr el active membarships.]

DA Form 4691,

TEST PREVIOUS EDITION JUL 8S IS OBSOLETE Page 1 of 2 Pages v, 1.0




SECTION Vi - LICENSURE/CERTIFICATION/REGISTRATION. (lnclude alf current and previaus states of licensure.)
14a. STATE OR AUTHORIZING AGENCY 14b. LICENSE NUMBER 14c. EXPIRATION DATE (yyyrmumoo

SECTION VII - CONTROLLED SUBSTANCES REGISTRY
15a. DEA OR CDRS NUMEER 15b, STATE OF ISSUE (i appiicasie) 15¢.

EXPIRATION DATE rryyvmmon:

SECTION Vil - CLINICAL PRIVILEGES REQUESTED

16. | attest that basad on my professional qualifications and credentials, | am ¢linieally competent to fully perform the clinical privileges for
which | am.applying. | request privileges in the following disciplinas:

17. | reguast privilegas in the following category: (Check one.) 18. irequest admitting privileges.
(] Regular (7] Tempoarary [] supervised Clves [ JwNo
13. | request to manage and treat patients in age Groupsa: [Check af thar apply.) ] Neonates (Birth - 28 days) E] Infants (1-24 mos)

D Childran {2-12 yrs] D Adolescents (13-17 yrs) D Young Adults (18-23 yrs} D Adults (24-65 yrs) l:] Geriatrics (> 65 yrs)
SECTION X - STAFF APPOINTMENT REQUESTED

20. irequest initial sppointment to the medical/dental staff of this heslth care fecility, (] vyes [jnNo
SECTION X - OTHER
21. Do you pussess ECFMG certification? [:] N/A [j NO [:] YES wr vES, note dare of issue.!

22. Which of tha following do you possass? (Check ait that apply.) D BLS E] ACLS l:] ATLS D PALS m Other (spscirys
SECTION Xl - COMMENTS

23. Provide explanation or additiona! detsils for any of the numbered iterns above. (Note iters number.)

24. | harsby cartify that the information contained herein iz true, accurate, and complate to the best of my knowledge.
24a, SIGNATURE OF PROVIDER 24b, DATE ryyyvmmon

DA Faorm 4691, TEST PREVIOUS EDITION JUL 89 IS OBSOLETE Psge 2 of 2 Pages v. 1.0



MALPRACTIGE HISTORY AND CLINICAL PRIVILEGES QUESTIONNAIRE

s oo o

(For use of this form, see AR 40-88; the proponant agency 15 O7T5G./

Authority:
Peincipal Purpose: To document the provider's professional qualifications a2 the basis for clinical privileges and staff appointment.

Routine Uses:

Disclosure:

DATA REQUIRED BY THE PRIVACY ACT OF 1974
Title 5, United States Code (USC), Sections 301 and 552a; Title 44, USC, Section 3101; Titla 10, USC, Section 1071,

To support the credentialing and privileging processes. A copy of this form will be retsined in provider sredentials file.
Information may be provided 1o certain civilian institutions, the Federation of State Medical Boards of the U.S., Staie
Licensure Autharitiss, and other appropriate professlonal regulatory bodias.

Disclosure of infarmation sequested is voluntary. However, failure 1o provide the required information may interfera
with the timely grenting of your clinical privileges ar professional steff appointmant. .

INSTRUCTIONS. This form is to be completed by all health care providers (military/civilian) upon initial entry or re-antry into Federal Service,
and as part of the periodic clinical privileges renewal process.

1. NAME OF PROVIDER rtast, First, M)

2. RANK/GRADE | 3. SSAN 4. DATE OF BIRTH (vvyvmmoos

5. SPECIALTYrAQC 6. MEDICAL/DENTAL FACILITY (Nome and Address: City/Siate/2ip Code)

TRWIN ARMY COMMUNITY HOSPITAL, FORT RILEY, KS 66442-5037

7. Placa a chack (X) in the column that corresponds to your answer to each of the following questions. (Any "YES~ enswar must be fully exglained on
the bottorn of this page in piack &) Note! An answer iz raquirad for every question.

YES | NO | ARE YOU NOW OR HAVE YOU EVER:

a. Been raquired to appear before any medical or State regulating authority, regardless of the rasult, concerning your status
as an impaired, hindered, or otherwise restricted providar?

b. Had a histary of aleohol or other drug abuss or misuse?

c. Hed your narcotics registration suspended or revoked?

d. Had your professional privileges veluntarily or Involuntarily deniad, revoked, suspended, reducad, or restricted by a health

cara facility?

&. Had your raguest for any specific clinital privilege(s) denied or granted with specific limitations?

£.  Voluntarily or involuntarily resigned or otherwise disassociated yoursalf from employment or practice after being notified of
the intent to initiata action against you for failure to properly exacute your professional rasponsibilities?

g. Had medical liahitity claims, settlemants, judicial or administrative adjudicstions, or any other resolvad or apen charges of ]

inagpropriate, unethical, unprofessional, or substandard professional practice?

n. Mad your professional license voluntarily or involuntarily denisd, restricted, withdrawn, suspended, or revoked by a State or
local licensing board or other autharity?

i. Heen asked to voluntarily surrender your licanza?

j. Had a previously successful or currently pending challenge(s] to any license or registration (e.g., State or District, Drug
Enforcement Agency, etc.}) that you heid now, or have held?

k. Been refused membership in an institution's medical or dental staff?

I. Been deniad mambership, or renawal thereof, or been subject to disciplinary action in any medical/dantal organization?

m, Been suspended, sanctioned, or otherwise rastricted from participating in any private, federal, or state health insurance
programs (L,e., Medicare or Medicaid}?

n. Had your professional liabitity coverage cancelad, limited, denied, or not renewad?

B. COMMENTS. Note item by number (78. - 7n.) and provide clarification of any question with a "YES” anawer. Include ciarification for any
circumstance not already addressed in detail on a previous DA Form 5754, (Continue on & sepsrate pags.)

DA Form 5754, TEST DA FORM 5754, JUN 91 1S OBSOLETE Fage 1 of 2 Pages v. 1.0

EXEMPT FROM DISCOVERY UNDER 10 U.S.C. 1102



9. HEALTH STATUS. Provide a briaf descri

ption of your current physical end mental health status and your ability to parform the clinical
privitegas appropriate to your discipline.

10. MALPRACTICE INSURANCE, Initial applicants addrass past 10 years, all othars list only current carriers,

10a. CARRIER (Current and previgus)

| 10b, ADDRESS (strest/Cry/srorozip Codel | 10c. POLICY NUMBER

11, CLINICAL PRIVILEGES,
heald. -

11a. HOSPITAL/INSTITUTION

Initial applicants address past 10 yaars, gll others list tha hospitals/institutions where priviteges are currently

11b. ADDRESS (Swest/City/State/ZIP Code) 11c. FROM/TO rvvmmrvymay

12. | heraby certify that the information containsd herein is true
the U.S. Army 1o contact the maipractice carriers and the hos
provided.

. accurate, and complete to the bast of my knowledge. | heraby authorize
pitals/institutions listed above far the purpose of verifying tha information

12a. SIGNATURE OF PROVIDER 12b., DATE rryvemmes:

DA Form 5754, TEST DA FORM 5754, JUN 91 IS OBSOLETE Page 2 of 2 Psges v. 1.0




DEPARTMENT OF THE ARMY
USA MEDICAL DEPARTMENT ACTIVITY
600 GAISSON HILL ROAD
FORT RILEY, KANSAS 86442-5037

REPLY TO
ATTENTION OF

STATEMENT OF AFFIRMATION/RELEASE OF INFORMATION

I FULLY UNDERSTAND THAT ANY SIGNIFICANT MISSTATEMENTS IN OR
OMISSIONS FROM THIS APPLICATION CONSTITUTE CAUSE FOR DENIAL OF
APPOINTMENT OR CAUSE FOR WITHDRAWAL OF STAFF PRIVILEGES. ALL
INFORMATION SUBMITTED BY ME ON THIS APPLICATION IS TRUE TO THE BEST OF
MY KNOWLEDGE.

By applying for appointment/reappointment to the medical staff, of Irwin Asmy Commnunity
Hospital, Fort Riley, Kansas, | make this ethical statement and pledge that I will provide continuous care to
my patients and will refrain from delegating the responsibility for diagnosis or care of hospiralized patients
to a medical or dental practitioner who is not qualified to undertake this responsibility and -who is not
adequately supervised. I will seek consultation whenever necessary, will refrain from providing "Ghost"
surgical and/or medical services, and will refrain from fee splitting or other inducements to patient referral.

I will not conduct or assist in the practice of medicine at any other institution unless specific
approval is granted in writing by the Commander in accordance with applicable regulations,

I have been provided a summary defining the rules, regulations, and by-laws of Irwin Army
community Hospital, Fort Riley, Kansas, as currently written or hereafter amended, pertaining to medical
practice and agree to abide by the rules delineated therein. Moreover, I specifically pledge that I wiil not
accept any compensation from patients, insurance companies or other sources for services rendered at [rwin
Anmy Community Hospital, Fort Riley, Kansas. I pledge not to receive compensation from beneficiaries
entitled to care by regulation regardless of where care and/or treatment is performed, nor will T accept
compensation directly or indirectly from the federal government through outside employment. Should I
receive such payment, I will release it to the Treasurer of the United States.

By applying for appointment/reappointment to the medical staff, | hereby signify my willingness to
appear for interviews necessary in regard to my application. I bereby authorize the Commander,
Credentials Committee, or their representatives to consult with administrators and members of medical
staffs of other hospitals or institutions with which I have been associated and with others, including past and
present malpractice carriers, who may have information bearing on my professional competence, character,
ethical and educational qualifications, I hereby further consent to release from any liability all individuals
and organizations who provide information to Irwin Army Community Hospital, Fort Riley, Kansas or its
medical staff, in good faith and without malice conceming my professional competence, ethics, character,
and other qualifications for staff appointment and clinical privileges, and I hereby consent to the release of
such nformation by said individuals and organizations, to include any adverse information deemed
appropriate, to Irwin Army Comununity Hospital, Fort Riley, Kansas. A copy of this statement shall be as
binding as the original.

DATE SIGNATURE

PRINT FULL NAME/RANK

DATE OF BIRTH/SOCIAL SECURITY #



PEER RECOMMENDATION

MEMORANDUM FOR Chairman, Credentials Committee, Irwin Army Community
Hospital, Fort Riley, KS 66442-5037

SUBJECT: Peer Recommendation for Clinical Privileges

R . R - Y .
1. Thr: uudclaiguﬁu 15 d pecr ol i

who 1s seeking clinical privileges.

2. I'have had the opportunity to observe his/her:

a. performance in this specialty, and in my judgement the health care standards of
practice expected of a clinician in that specialty are EXCEEDED / MET / NOT MET.

b. apparent emotional and physical health, and in my judgement, it is EXCELLENT
/ GOOD / FAIR / POOR and HAS / DOES NOT HAVE an adverse affect on this
provider's clinical practice. ‘

3. To my knowledge this health care provider:
a. HAS / DOES NOT HAVE sufficient experience to perform in this specialty.
b. HAS / HAS NOT actively pursued continuing medical education opportunities.
¢. HAS/HAS NOT fulfilled medical staff obligations in a satisfactory manner.

4. This recommendation is made voluntarily and without reservation.

5. ADDITIONAL COMMENTS:

Signature

Name, Rank, Corps

Phone Number Date



PEER RECOMMENDATION

MEMORANDUM FOR Chairman, Credentials Committee, Irwin Army Community
Hospital, Fort Riley, KS 66442-5037

SUBJECT: Peer Recommendation for Clinjcal Privileges

1. The undersigned is a peer of ;
who 1s seeking clinical privileges.

2. Thave had the opportunity to observe his/her:

a. performance in this specialty, and in my judgement the health care standards of
practice expected of a clinician in that spema]ty are EXCEEDED / MET / NOT MET.

b. apparent emotional and physical health, and in my judgement, it is EXCELLENT

/ GOOD / FAIR / POOR and HAS / DOES NOT HAVE an adverse affect on this
provider's clinical practijce.

3. To my knowledge this health care provider:
a. HAS / DOES NOT HAVE sufficient experience to perform in this specialty.,
b. HAS / HAS NOT actively pursued continuing medical education opportunities.
c. HAS /HAS NOT fulfilled medical staff obligations in a satisfactory manuer.

4. This recommendation is made voluntarily and without reservation.

5. ADDITIONAL COMMENTS:

Signature

Name, Rank, Corps

Phone Number Date



CURRICULUM VITAE
(SAMPLE)

FULL NAME:
SSN:
RANK:

DOB:
POB:

CURRENT ADDRESS AND PHONE:
HOME ADDRESS AND PHONE:

MARITAL AND FAMILY STATUS:

EDUCATION/TRAINING:
UNDERGRADUATE:
GRADUATE:
INTERNSHIP:
RESIDENCY:

FELLOWSHIP:
CERTIFICATIONS: (s cialty board w/exp. date; BLS, ACLS, etc.)

PROFESSIONAL ASSIGNMENTS:



1. NAME [Type or print) 2. PAY GRADE 3. DATE

SSN |

4. OFFICIAL ADDRESS

IRWIN ARMY COMMUNITY HOSPITAL
FORT RILEY, KS 66442-5037

5. SIGNATURE

6. TYPE OF DOCUMENT OR PURPOSE FOR WHICH AUTHORIZED

DD 1289
THE ABOVE IS THE SIGNATURE OF THE AUTHQRIZED INDIVIDUAL
7. NAME OF COMMANDING OFFICER (Type of Frintl B. PAY GRADE

9. SIGNATURE OF COMMANDING QFFICER

DD Form 577, MAY 88 Pravious edition may SIGNATURE CARD

be used untl axheusied USAFA V1.00



