
Appointment/Reappointment Recommendation from Department Chief

(CONFIDENTIAL and PRIVILEGED PEER REVIEW DOCUMENT)
Practitioner: _______________________________________________________________________________

Appointment/Reappointment time period: _______________________________________________________

I believe _____________________________________ is qualified for appointment/reappointment at Hospital.




Practitioner

Staff Category
 FORMCHECKBOX 
  Active 
Department Affiliation
 FORMCHECKBOX 
  Anesthesia
 FORMCHECKBOX 
  OB/GYN


 FORMCHECKBOX 
  Associate

 FORMCHECKBOX 
  Diagnostic Imaging
 FORMCHECKBOX 
  Pathology


 FORMCHECKBOX 
  Adjunct


 FORMCHECKBOX 
  Family Practice
 FORMCHECKBOX 
  Pediatrics


 FORMCHECKBOX 
  Consulting

 FORMCHECKBOX 
  Emergency Medicine
 FORMCHECKBOX 
  Surgery


 FORMCHECKBOX 
  Allied Health

 FORMCHECKBOX 
  Medicine
 FORMCHECKBOX 
  Other

This written recommendation is based upon the following review and appraisal:


Meets Requirements
Does Not Meet

Requirements (please specify why below)
Relevant Document(s) Reviewed*

Relevant Training and Experience


Credential File                             ______________

Response(s) from Affiliations      ______________

Other (list)                                    ______________

Level of Activity


Clinical Activity Profile               ______________

Computerized Case List(s)           ______________

Other (list)                                    ______________

Current Competence/Clinical Performance


Clinical Activity Profile                ______________

Current Affiliation Responses       ______________

Other (list)                                     ______________

Clinical/Technical Skills/Judgment


Clinical Activity Profile                ______________

Other (list)                                     ______________

Professional Performance Based on the

                    Results of PI Activity


Clinical Activity Profile                ______________

Other (list)                                     ______________

Adherence to Medical Staff Bylaws/

                         Rules & Regulations/Policies


Credentials File                             ______________

Other (list)

Able to carry out Duties


Application/Reapplication Form  ______________

Clinical Privileges Form              ______________

Other (list)

Participation in PI Activities


Clinical Activity Profile                ______________

Other (list)                                     ______________

Required: written comments by the reviewer to support the above appraisal is required here:

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

In addition, I recommend that _____________________________ be granted the privileges as requested and as is on file,* or with 



Practitioner
modification(s) as noted above.

Department Chief’s Name: _____________________________ Signature ____________________________ Date ______________

* Supporting documents are files as part of the provider file.
