GUAM MEMORIAL HOSPITAL AUTHORITY
APPLICATION FOR MEDICAL STAFF APPOINTMENT/PRIVILEGES
(PLEASE TYPE OR PRINT LEGIBLY)

Date:

PLACE
PASSPORT PHOTO
HERE

2” X 2}}

1. An initial application fee of $232 00 which is non-refundable MUST accompany this

application. The check must be made payable to *Guam Memorial Hospital Authority”,

2. Please ATTACH copies of the following documents to this application:

a.

b.

0.

Current Guam Medical License;
Current Guam Controlled Substance License (or signed statement explaining unavailability);
Current Federal Narcotics Registration Certification (DEA);

A letter from the facility of your most recent appointment stating staff status, dates affiliated and
standing.

Professional liability insurance policy certificate of coverage from insurance carrier showing your
name, the amount of coverage, dates of coverage and address of insurance company (If applicable);

ECFMG and/or Fifth Pathway Certificate (If international medical graduate);
Medical School Diploma
Internship and Residency Certificates;

Evidence of Board Certification and Re-certification (If application);

Current BLS, ACLS, ATLS, PALS certification, as appropriate, if requesting for privileges in
specialty areas. BLS requiired for all practitioners;

A curriculum vitae, if the dates of your academic activities or employment/affiliation are not
evident on this application; '

Copies of clinical privileges sheet;
CME Certificates within last two (2) years;

Physical/Mental Health Examination (most recent);

Passport size photo.

Revised Dates:
12/91, 4/93, 10/93, 6/94, +1/94, 2/95; 01/99
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NAME OF APPLICANT: DATE OF APPLICATION: __/ 7

If more space is needed for any items, attach additional sheets and make reference to the question bein
answered.

PERSONAL IDENTIFICATION DATA

Full Name Degree Sex

Other Name Used

Date of Birth / / Birth Place SSN

Citizenship If not a citizen of the United States, please indicate the status of your visa at the
present time:

Group Name:

Office Address Telephone
City/State/Zip

Mailing Address Telephone
City/State/Zip

Send mail to office: ____Yes ___No; Specify where:

Pager #/Beeper # Cellular, FAX
Home Address Telephone
City/State/Zip

Marital Status Spouse Name

DEPARTMENT AND SPECIALTIES:
[ ] MEDICINE DEPARTMENT: Check one (1) below:

[ ] Internal Medicine [ ] Dermatology [ ] Radiology/Nuclear Medicine
[ 1 Cardiology [ I Psychiatry [ ] Pathology
[ 1 Neurology [ ] Other:

[ ] SURGERY DEPARTMENT: Check one (1) below:

[ ] Anesthesia [ ] General Surgery [ ] Orthopedic

[ ] Ophthalmology [ ] Plastic Surgery [ ] Oral Maxillofacial/Dentistry
[ ] Otolaryngology [ ] Podiatry [ 1 Urology

[ ] Vascular [ ] Other:

Revised Date
12/37; 4/93; 10/93; 6/94; 11/94,; 2/85
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NAME OF APPLICANT: DATE OF APPLICATION: __ / [

CONTINUATION OF DEPARTMENT AND SPECIALTIES: Check one (1) below:
[ JEMERGENCY MEDICINE, [] FAMILY/GENERAL PRACTICE, [ ] PEDIATRICS,

[ ] OBSTETRIC/GYNECOLOGY

Do you wish to apply for additional privileges? Yes No;
If "Yes", check the following that applies: [ JEMD {]JICU [ ]JCCU [ JPICU [ INICU
[ ] Other:

To which STAFF CATEGORY do you wish to apply?
[ JActive [ JActive Associate [ JCourtesy [ JHonorary [ ]JLocum Tenens [ ]Visiting Consultant

NOTE: All new members are initially appointed to the Provisional Medical Staff for one (1) year.

What other languages do you speak fluently?

HMO/PPO Affiliation on Guam:
BOARD CERTIFICATION

Names of specialty boards by whi:h you are certified.
Board Certification Date Recertification Date Expiration Date

Name of Board you are eligible for: Date eligibility expires

If not certified, have you applied for certification examination? Yes No; If "No", do you intend to

apply for certification examination? Yes No; If "Yes", when?

Have you been accepted to take the certification examination? Yes No; If yes, what dates are you

scheduled to take the certification exarnination?

LICENSURE

Drug Enforcement Administration (DEA) REGISTRATION NUMBER, CLASSES and EXPIRATION DATE

Guam Controlled Substance REGISTRATION NUMBER, CLASSES EXPIRATION DATE

Guam Medical License NUMBER and EXPIRATION DATE

Revised Date
12/21; 4/93; 10/93; 8/94; 11/94; 2/95
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OTHER STATE MEDICAL LICENSES (Certificates; all past/present)

State License Number Expiration Date
State License Number Expiration Date
State License Number Expiration Date
State License Number Expiration Date

PROFESSIONAL LIABILITY INSURANCE DATA

Insurance Carrier Policy Number

Expiration Date: Amount (PER OCC) Amount AGG

Complete Address

Coverage Limits Class #

LIST ALL PAST PROFESSIONAL LIABILITY INSURERS BELOW:

Insurance Carrier

Beginning Date Ending Date Policy #

Complete address

Coverage Limits Class #

Insurance Carrier

Beginning Date Ending Date Policy #

Complete address

Coverage Limits Class #

1. Has your professional liability insurance coverage ever been terminated by action of the insurance
company? Yes No

2. Have you ever been denied professional liability insurance coverage? Yes No

3. If the answer to questions 1 or 2 is "Yes", state when, why, and by what company

Revised Date
12/91%; 4/93; 10/93; 6/94; 11/94; 2/95
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PROFESSIONAL LIABILITY DATA CONTINUATION

4.  Has your present professional liability insurance carrier excluded any specific procedures from your
coverage? Yes No

If the answer to question 4 above is "Yes", list the procedures which have been excluded and provide a full
explanation on a separate sheet, including the name of the carrier, the date and specific information

concerning any limitations.

LEGAL ACTIONS

Have any professional liability suits been filed against you? Yes No
Have any professional liability suits been filed against you which are presently pending? Yes No
Have any judgements or settlements been made against you in professional liability cases? Yes No

Have you any involvement in a professional liability action under circumstances specified in the medical staff
bylaws, rules and regulations, and policies? Yes No

If the answer to any of the questions above is "yes", please provide a full explanation of the details on a
separate sheet and attach. The explanation must include the NAME OF THE COURT in which the suit was
filed, the CAPTION AND DOCKET NUMBER OF THE CASE, and the NAME AND ADDRESS OF THE
ATTORNEY DEFENDING YOU and THE NATURE OF THE SUIT. Indicate if the suit is settled, pending,
if any judgement or settlement has been made and all other relevant details.

EDUCATION COMMISSION OF FOREIGN MEDICAL GRADUATES, (if applicable)

Are you a Foreign Medical Graduate (FMG)? Yes No

ECFMG Number USME Number

PROFESSIONAL SCHOOL

Undergraduate School Degree
Address '* Date of Graduation /19
© Street City/State Zip
Medical/Dental/Podiatric School Degree
Address Date of Graduation 19___
Street City/State Zip

IF MORE THAN ONE SCHOOL, PLEASE LIST ON SEPARATE SHEET AND ATTACH.

Revised Date
12/91; 4/93; 10/93; 6/94; 11/94; 2/95
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NAME OF APPLICANT: DATE OF APPLICATION: /

— S

CONTINUATION OF PROFESSIONAL SCHOQL

INTERNSHIP
Institution Type
Address Date (Month/Year)
Street City/State Zip From To
Institution Type
Address Date (Month/Year)
Street City/State Zip From To
RESIDENCIES
Institution Type

Residency Director,

Address Date (Month/Year)
Street City/State Zip From To

Institution . Type

Residency Director,

Address Date (Month/Year)
Street City/State Zip From To

IF MORE THAN TWO RESIDENCIES WERE BEGUN OR COMPLETED, PLEASE SUPPLY THE
SAME INFORMATION ON A SEPARATE SHEET AND ATTACH.

FELLOWSHIP

Institution Type

Fellowship Director

Address Date (Month/Year)
Street City/State Zip From To

IF MORE THAN ONE FELLOWSHIP WAS BEGUN OR COMPLETED, PLEASE SUPPLY THE SAME
INFORMATION ON A SEPARATE SHEET AND ATTACH.

Revised Date
12/97; 4/23; 10/93; 6/94; 11/24; 2/25



Page 7 of 12 Pages
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HOSPITAL AFFILIATIONS (Do not include internship, residency, fellowship)

List in CHRONOLOGICAL ORDER all former and current hospital affiliations since completion o
postgraduate education. This includes all hospitals, corporations, military assignments or government agencies
Complete address must be included. If more space is needed, attach additional sheet.

Institution

Complete Address

Telephone Number FAX Number
Department Staff Status
Department Chair

Dates of Affiliation (Month/Year) From To

Reason for Leaving, if no longer affiliated

Institution

Complete Address

Telephone Number FAX Number
Department, _ Staff Status
Department ‘Chair

Dates of Affiliation (Month/Year) From To

Reason for Leaving, if no longer affiliated

Institution

Complete Address

Telephone Number FAX Number
Department Staff Status
Department Chair

Dates of Affiliation (Month/Year) From To

Reason for Leaving, if no longer affiliated

Institution

Complete Address

Telephone Number FAX Number
Department Staff Status
Department Chair

Dates of Affiliation (Month/Year) From To

Reason for Leaving, if no longer affiliated

Institution

Complete Address

Telephone Number FAX Number
Department Staff Status
Department Chair

Dates of Affiliation (Month/Year) From To

Reason for Leaving, if no longer affiliated

ATTACH COPIES OF CLINICAL PRIVILEGES SHEETS for all hospitals listed above.

Revised Date
12/2%; 4/93; 10/93: 6/94; 11/94; 2/95
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PROFESSIONAL REFERENCES -

List 3 professional references and character references, do not include your residency director, fellowsh
director or current partners or associates in practice, The references should be those who have had rece
extensive experience in observing and working with you and who can provide adequate information pertainir
to your present professional competence and character. Provide current and complete addresses.

Name Specialty

Address

Phone FAX: Number of years known
Name Spectialty

Address

Phone : FAX: Number of years known
Name Specialty

Address

Phone, FAX: . Number of years known

HEALTH STATUS

Date of last complete physical/imental health examination

Present health status: _ Good _____Fair __ Poor

Have you ever been hospitalized or had any surgery any time during the past five years? __Yes __ No
Have you ever been denied health, life or disability insurance? Yes No

Have you any limitations on your health, life, or disability insurance? Yes No

Have you ever had any problems with alcohol or drug dependency? Yes No

Are you currently under any limitations, concerning your activities or work load? _ __Yes ___ No
Are you currently under the care of a practitioner? ___ Yes __ No

If you have answered "Yes" to any questions above, please give a full explanation of the details on =z
separate sheet and attach. Also, providea copy of your most recent Physical/Mental Health Examination.

Revised Date
12/91; 4/93; 10/93; 6/94; 11/94; 2/95
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MISCELLANEOUS INFORMATION .

Medicare No. Medicaid Neo, UPIN No.

Military Service __Yes ___No; If yes, provide the following and a copy of your DD Form 214 if possible.

Branch of Service Type of Discharge

From To Specialty Training (Specify)

CONTACT PERSON IN CASE OF EMERGENCY:

Name Relationship
Address City/State/Zip
Telephone, FAX:

OTHER INTERESTS in practice, research, etc.

NAME TWO (2) PHYSICIAN(S) WHO WILL ATTEND YOUR PATIENTS IN YOUR ABSENCE:(Must be
in the appropriate area of clinical practice and privileged by GMHA)

PRACTICE INFORMATION

Please answer each of the following questions in full. If the answer to any question is "YES", please provide
full explanation and details on a separate sheet and attach.

1. Have you previously successful or currently pending challenges to any licensure or registration (state
or district, Drug Enforcement Administration) or the voluntary relinquishment of such licensure or

registration? Yes No

2. Have you ever been suspended, sanctioned or otherwise restricted from participating in any private,
federal or state health insurance program? Yes No .

3. Have you ever been the subject of an investigation by any private, federal or state agency concerning
your participation in any private, federal or state health insurance program? Yes No

4.  Have you ever been named as a defendant in any criminal proceeding (other than minor traffic

violations)? Yes No
5. Has your employment, medical staff appointment or privileges ever been suspended, diminished,
revoked or refused at any hospitals or other health care facility? Yes No

6.  Have you ever voluntarily or involuntarily terminated medical staff membership or voluntary or
involuntary limitation, reduction, or loss of clinical privileges at another hospital? Yes No

Revised Date
12/91; 4/93; 10/93; 6/94; 11/94; 2/95
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NAME OF APPLICANT: DATE OF APPLICATION: __/__ /

CONTINUATION OF PRACTICE INFORMATION

7. Have you ever been the subject of disciplinary proceedings at any hospital or health care facility?
Yes No

If the answer to any of the questions above is "Yes", please provide a full explanation of the details on
a separate sheet and attach.

CONTINUING MEDICAL EDUCATION

To what official recording bedy (e.g., AMA, CMA) do you report your CME hours?

Please list

Please attach copies or list of CMEs taken in the past two years on a separate sheet.

PROFESSIONAL ASSOCIATIONS

Have you ever been denied membership or renewal thereof, or been subject to disciplinary proceedings in
any professional organizations? __Yes ___No  If yes, please provide full explanation of the details.

IF NOT ON ISLAND, HOW SOON WILL YOU RELOCATE? ; and HOW
LONG DO YOU INTEND ON STAYING ON GUAM?

PRIVILEGES

1. COMPLETE, SIGN and DATE the checklist for privileges requested at Guam Memorial Hospital
Authority,

2. The clinical privilege checklist should be completed to reflect your pattern of practice. Privileges will
be granted on the basis of training, experience and demonstrated competence. You should, therefore,
not request privileges simply because you may encounter a particular condition, but rather your request
should reflect your intended practice. Carefully select the privileges for which you apply for; because
if you are denied, the denial may be reported to the National Practitioner Data Bank.

IF THIS FORM IS NOT COMPLETED INITS ENTIRETY, INCLUDING THE ATTACHMENTS, THIS
COULD RESULT IN A DELAY IN YOUR APPOINTMENT AND PRIVILEGES.

Medical Staff Bylaws 5.1-3 states that "Applications remaining incomplete for consideration by the
Credentials Committee for six (6) months after issuance and NOT ACTIVELY BEING PURSUED BY
THE APPLICANT shall be considered withdrawn without prejudice and must be resubmitted in their

entirety,"

Revised Date
12/23; 4/83; 10/93; 6/94; 11/94; 2/95
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APPLICANT’S CONSENT AND RELEASE

I hereby apply for medical staff appointment and/or clinical privileges as requested above. I am willing to make myself available
for interview in regard to this application.

As an applicant, I have the burden of producing adequate information for proper evaluation of my application. Ialso agree to provide
the hospital with updated, current information regarding all questions on this application form as such information becomes available
and such additional information as may be requested by the hospital or its authorized representatives. Failure to produce this
information or additional information will prevent my application from being evaluated and acted upon.

Informnation given in or aftached to this application is accurate and fairly represents the current level of my training, experience,
capability and competence to practice the clinical privileges requested. As a condition to making this application, any
misrepresentation or misstatement in, or omission from this application, whether intentional or not, shall constitute cause for automatic
and immediate rejection of this application resulting in denial of appointment and clinical privileges. In the event that appointment
or clinical privileges have been granted prior to the discovery of such misrepresentation, misstatement or omission, such discovery

may resull in immediate termination of such appointment or privileges.

By applying for appointment and clinical privileges, 1 accept the following conditions during the processing and consideration of my
application, regardless of whether or not I am granted appointment or privileges, and for the duration of such appointment as I or

reappointment as I may be granted:

I extend absolute immunity to, and release from any and all liability, the hospital, its authorized representatives and any third
parties, as defined in subsection (¢) below, for any acts, communications, reports, records, statements, documents,
recommendations or disclosures involving me, performed, made, requested, or received by this hospital and its authorized
representatives to, from or by any third party, including otherwise privileged or confidential information, relating, but not

a.

limited to the following:

(1) applications for appointment or clinical privileges, including temporary priviiéges;
2) periodic reappraisals undertaken for reappointment or increase or decrease in clinical privileges;
(3 proceedings for suspension or reduction of clinical privileges or for denial or revocation of appointment, or any

other disciplinary sanction;

(4) summary Suspension;

(5) hearing and appellate roviews;

(6) medical care evaluations;

)] utilization reviews; —

(8) any other hospital, medical staff, department, services or committee activities:

(9) matters or inquiries concerning my professional qualifications, credentials, clinical competence, character, mental

or emotional stability, physical condition, ethics or behavior; and

(10) any other matter that might directly or indirectly have an effect on my competence, on patient care or on the orderly
operation of this or any other hospital or health care facility.

Revised Date
12/81; 4/83; 10/93; 6/94; 11/24; 2/95
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The foregoing shall be privileged to the fullest extent permitted by law. Such privileges shall extent to the hospital and jt:
authorized representatives, and to any third parties.

b. I specifically authorize the hospital and its authorized representatives to consult with any third party who may have
information, including otherwise privileged or confidential information, bearing on my professional qualifications, credentials,
clinical competence, character, mental or emotional stability, physical condition, ethics, behavior or any other matter bearing
on my satisfaction of the criteria for initial or continued appointment to the medical staff, as well as to inspect or obtain any
and all communications, reports, records, statements, documents, recommendations or disclosures of said third parties
relating to such questions. 1 also specifically authorize said third parties to release said information to the hospital and its

authorized representative upon request.

c. The term "hospital and its authorized representatives” means the Guam Memorial Hospital Authority and any of the following
individuals who have any responsibility for obtaining or evaluating my credentials, or acting upon my application or conduct
in the hospital: the members of the hospital’'s Board of Trustees and their appointed representatives, the Hospital
Administrator or his designees, other hospital employees, consultants to the hospital, the hospital’s attorney and his partners,
associates or designees, and all appointees to the hospital medical staff. The term "third parties” means all individuals,
including appointees to the hospital’s medical staff, and appointees to the medical staff of other hospitals or other physicians
or health practitioners, nurses or other government agencies, organizations, associations, partnerships and corporations,
whether hospitals, health care facilities or not, from whom information has been requested by the hospital or its authorized
representatives or who have requested such information from the hospital and its authorized representatives.

I acknowledge that (1) medical staff appointment and/or clinical privileges at this hospital are not a right of every licensed professional
who makes application for the same; (2) my request will be evaluated in accordance with prescribed procedures defined in the haspital
and medical staff bylaws, rules an regulation, (3) all medical staff recommendations relative to my application are subject to the
ultimate action of the hospital Board, whose decision shall be final; (4} if appointed, my initial appointment and clinical privileges
shall be provisional for the time period determined by the Board; (5) I have the responsibility to keep this application current by
informing the hospital and the medical staff, through the Hospital Administrator, of any change in my professional liability insurance
coverage, the filing of a lawsuit against me and any change in medical staff status at other hospital; and (6) reappointment and/or
continued clinical privileges remain contingent upon my continued demonstration of professional competence and cooperation, my
general support of the hospital, as evidenced by almission, treatment and continuous care and supervision of patients for whom I have
responsibility and acceptable performance of all responsibilities related thereto as well as other factors deemed relevant by the hospital,
Reappointment and/or continued clinical pri vileges shall be granted only on formal application, according to hospital and medical staff

bylaws, rules and regulations, and upon fitel approval of the hospital Board.

I have received and had an opportunity to read a copy of the medical staff bylaws including rules and regulations of the medical staff
presently in force. I specifically agree to abide by all such bylaws, policies, directives and rules and regulations as are in force during
the time I am appointed or reappointed to the medical staff or exercise clinical privileges at the hospital.

If appointed and/or granted clinical privileges, specifically agree to: (1) refrain from fee splitting or other inducements relating to
patient referral, (2) refrain from delegafing responsibility for diagnoses or care of hospitalized patients to any other practitioner who
is not qualified to undertake this responsibility or who is not adequately supervised; (3) refrain from deceiving patients as to the
identity of any practitioner providing treatment or services; (4) seek consultation whenever necessary or required; (5) abide by
generally recognized ethical principles applicable to my profession; (6) provide continuous care and supervision as needed to all
patients in the hospital for whom I have responsibility; and (7) accept committee assignment and such other duties and responsibilities

as shall be assigned to me by the hospital Board and medical staff.

Date: Applicant:

Revised Date
12/91; 4/93; 10/93; 6/94; 11/94: 2/95
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GUAM MEMORIAL HOSPITAL AUTHORITY s

850 GOV. CARLOS G. CAMACHO ROAD
OKA, TAMUNING, GUAM 96911
TEL: B46-5B01; 646-6876; 646-6711 thru 18
TELEX 671-6227, FAX 671-649-0145

=7

AUTHORIZATION TC OBTAIN AND
FOR THE RELEASE OF INFORMATION

As an applicant for Allied Health Professional privileges or an applicant for Medieal Staff Membership, I understand that I am
responsible for providing adequate information for proper evaluation of my competence, character, physical and mental health
status, ethics and other qualifications, and of resolving any doubts about such qualifications. I have the responsibility nf
providing evidence that all statements made and information given on the application are factual and true. Until I have provided
all information requested by the Hospital, my application will be deemed incomplete and will not be processed.

I authorize the release of information related to all reported, pending or settled malpractice claims and coverage information from
my present/past professional liability insurance agents/carners. | also consent 1o the Hospital's query of the National Practitioner

Data Bank.

T authorize the Guam Memorial Hospital Authority and its authorized representatives to consult with any third party who may
have present and past information bearing on my professional qualifications, credentials, clinical competence, character, mental
or emotional stability, physical condition, ethics, behavior or any other matter reasonably having a bearing on the my meseting
satisfactorily the criteria for initial and continued appointment to the staff,

I also authorize the hospital to inspect or obtain any and all communications, reports, records, statements, documents,
recommendations or disclosures of said third parties that may be relevant to such questions. I also authorize said third parties to
release said information to the hospital and its authorized representatives upon request.

I authorize the hospital and its authorized representatives to release such information to other hospital, health care facilities and
their agents, who solicit such information for the purpose of evaluating the applicant's professional qualifications pursuant to the

applicant’s request for appointment or clinical privileges,

I understand that it is my responsibility to provide a complete application, including adequate responses from references. An
incomplete application will not be processed, and 1 will be informed in writing.

I further understand that approvals of applications to the Medical Staff of the Hospital will be limited in number so as to be
consistent with the stated goals of the Hospital, its manpower needs, and the ability of the Hospital's facilities to accommodate

additional Staff Members.

I'also agree that there shall be no legal liability on the part of, and no cause of action for damages shall arise against, any
individual or organization providing information in good faith to the hospital or its medical staff concerning my professional
competence, ethics, character and other gualifications for staff appointment and clinical privileges.

APPLICANT’S SIGNATURE WITNESS’ SIGNATURE
APPLICANT'S PRINTED NAME WITNESS' PRINTEU NAME
Date Signed Date signed \

mec:ha#l: AORI 6/90;rev 12/92
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GUAM MEMORIAL HOSPITAL AUTHORITY — fyibe)
850 GOV. CARLOS G. CAMACHO ROAD E‘\ 7
KA, TAMUNING, GUAM 963911 I

TEL: 646-5801 thru 5; 646-6710 thru 19
FAX: (671) 649-0145

MEDICAL STAFF PEER REVIEW
CONFIDENTIALITY AGREEMENT

As a member of the Guam Memorial Hospital Authority Medical Staff, | recognize that
effective credentialing, peer review and quality improvement cannot be achieved unless
the confidentiality of all discussions, deliberations, records and other information generated
in connection with these activities is maintained.

| further recognize that such confidentiality is necessary to ensure the candid participation
of staff members in these activities which is critically important for the evaluation and
improvement of the quality of care rendered in the hospital.

Therefore, | agree to respect and maintain the confidentiality of all discussions,
deliberations, records and information related to these activities.

| agree not to disclose voluntarily any information to anyone, except to persons authorized
to receive it in the conduct of medical staff affairs or as directed by the Medical Executive
Committee or the hospital’s Board of Trustees. If | have any questions regarding whether
information is confidential, | will consult with the President of the Medical Staff and the
Hospital Administrator prior to disclosing it.

| understand that the hospital and its medical staff are entitled to undertake such action as
deemed appropriate to ensure that this confidentiality is preserved as defined in PL 22-87
(Section 413, Title 6 Guam Code Annotated} and classified as client-attorney privilege. |
further understand and acknowiedge that any breach of this agreement, or threatened
breach of this agreement, may subject me to legal action to prevent disclosure as well as
to corrective action under the medical staff bylaws. '

I understand that the Hospital Administration and Hospital Attorney have pledged the
support of the Guam Memorial Hospital Authority to fight through fegal means any attempt
to discover peer review proceedings.

PRINTED NAME:

SIGNATURE:

Date:

BOT Approved: B/24/94: rovised 11/15/94.
Lorrms £ 2:CONFI-AG "
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850 GOV. CARLOS G. CAMACHO ROAD
OKA, TAMUNING, GUAM 95911
TEL: B46-5801; 646-6876; 646-6711 thru 18
TELEX 671-6227, FAX 671-849-0145

Ur.

ALTERNATES FOR GMHA ON CALL SCHEDULE

Kindly submit two practitioner alternates who must be in the appropriate area of
clinical practice and privileged by GMHA to the Medical Staff Office as soon as
possible. This will help in updating the Practitioners Alternate Listing. In addition,
please have practitioner alternate #1 and #2 sign acknowledging their acceptance.

Thank you.

Print Full Name

PRACTITIONER ALTERNATE #1

PRINT FULL NAME SIGNATURE

PRACTITIONER ALTERNATE #2

PRINT FULL NAME -~ — SIGNATURE

cec: Ascociate Administrator Medical Services
Department Chairperson

il



| REsRVIUGLLY AY GUVERNMENT OF GUAM o

IORIAL HOSPITAL AUTHORITY

850 GOV. CARLOS G. CAMACHO ROAD
OKA, TAMUNING, GUAM 95914
TEL: 648-5801 thru 5; 6846-6710 thru 19
FAX: (671) 649-0145

GUA

Date:

Dear Dr.

As a staff physician with the Cuam Memorial Hospital Authority,
please be advised that the following guidelines must be adhered to
in utilizing GMHA Internal Controlled Substances Codes.

Practitioners under the employment of GMHA, acting in the usuail
course of his/her employment, may dispense, administer and

a. Such dispensing, administering or Prescribing is done in
the usual course of his/her professional practice as an
employee of GMHA;

b. Such employed individual practitioner is authorized or
permitted to do so by the laws of Guam;

c. Such individual practitioner is acting only within the
- scope of his/her employment in the hospital.

Gohdl SOt

Frederick s.(Jestrab, R.Ph
Director of Pharmacy

ACKNOWLEDGED BY:

A copy of this letter will be forwarded to the Pharmacy.




GUAM MEMORIAL HOSPITAL , UTHORITY

B50 GOV, CARLOS 6. CAMACHO ROAD
OKA, TAMUNING, GUAM 95913
TEL: 646-5801; 645-6876: 646-6711 thru 18
TELEX 671-8227, FAX 671-649-0145

| , acknowledge as a practitioner with clinicai privi,
Print or type name )

at Guam Memorial Hospital that when | resign or take a Leave of Abssnce Status that | will be responsible for cla;

with the following Departments listed beiow, Please bear in mind that failure 10 comply may result with a neg:

response to any future primary verification request(s) regarding hospital affiliation and/or clinical privileges.

SIGNATURE - ' DATE

f , Fractitioner #

THE SEPARATING PRACTITIONER MUST PERSONALLY CLEAR WITH THE FOLLOWING:

YES NO - CLEARED BY DATE
1. MEDICAL STAFF OFFICE

Request for Leave of Absence —
Letter of Resignation —
FParking Decal No. —
I am a Proctor for
I am a Sponsor for {Name of AHP or SET)
I am an Alternate for
Forwarding Address/Phone No.:
Telephone { }

‘ YES NO . CLEARED BY DATE

2. PHARMACY

Notify Pharmacy to flag
signature card/prescriptions



GUAM MEMORIAL HOSPITAL MEDICAL STAFF

Medical Records Subcommitiee
Name:

Dr.

T YES NO DATE
3. F?SCAUAQCQUMT%N@ DEPARTMENT
House Patients Accounts Cleared
YES NO CLEARED BY DATE
1. MEDICAL RECORDS DEPARTMENT
Medical Records completed and
up to date -
Library Clearancs -
Books Returned
Fines Paid —_— ———
YES NO CLEARED BY DATE
COMMUNICATION CENTER
Inform Comm Center of your
status and return Beeper/Radio:
YES NOQ AR BY DATE
DEPARTMENT CHAIR
Endorsement of Patients to
Endorsement/Compietion:
Assigned Proctors
Committee Duties
Other

undersigned practitioner hereby acknowledges tha above certification to be true and correct.
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GUAM MEMORIAL HOSPITAL AUTHORITY

ADMINISTRATIVE MANUAL
AFPPROVED RESPONSIBILITY ORIGINATION NUMBER PAGE
) Medic'ai Staff Office DATE
#N Business Office 1/99 6170-5 10£2

L TITLE: HOUSE PATIENT PAYMENT POLICIES

PURPOSE:

To establish rules and regulation. and clarify procedures for the billing and payment of house
patient claims. :

POLICY:

The Guam Memorial Hospital Authority will accept and process claims for the reimbursement of
professional fees for house patients in accordance with established Hospital Rules and Regulations

and policies,

PROCEDURE:

I.

1I.

II1.

IV.

VI

House Patients will be limited to those covered by the Medical Staff Bylaws definition of such,
House Patient Compensation will be made only to physicians participating in the Hospital” house

call program.

Payment to remain at the present rate: 1970 RVS conversion factor 1.6 or 16. All services not
on this fee schedule will be paid in accordance with the present MIP fee schedule at the

participating provider rate,

Claims must be submitted no later than 45 days from the date of discharge of the patient in order
to be paid. All physicians must have an Assignment Statement completed and filed with the
Hospital in order to participate in we program. All necessary documentation must be filed prior
to the payment of compensation hy the Hospital. Any claims submitted beyond the 45-day

deadline will not be honored.

All claims must be billed in accordance with Medicare Part B billing rules and regulations.
Claims for professional services will be reviewed and processed for payment in accordance with
these guidelines. Claims that do not conform to the guidelines will be rejected and returned to the
Physician for correction, Claims that continue to be out of conformance will not be paid.

Professional Service billings will be reviewed for compliance with Medicare Fraud and Abuse
statutes.  Physicians submitted billings found 10 be out of compliance maybe reported in
accordance with the Medicare Fraud and Abuse Statutes, and such action will be reported to the

MEC for disciplinary disposition.

Claims written off by the Hospital due to the untimely processing of Medical Record
documentation by the physicians may be presented to the Medical Director, President of the
Medical Staff, and Department chairpersons to indicate the revenue losses experienced as a result
of physician activities. This may result in recommendations for termination in participation in the

Reviewed: 1/99

Revised:
Approved by:  MEC: 1/99; EMC: 3/99; JA"2 3/99: BOT 3/99



b2

Date:

Reviewed: 1/99
Revised;

iwuam Memorial Hospital Authority N

Aturidat Espetdt Mimuriat Guahan e

850 GOV. CARLOS CAMACHO ROAD
OKA, TAMUNING, GUAM 969711
TEL: 647-2444 or 647-2330
FAX: (671) 649-0145
HOUSE PATIENT PROGRAM ASSIGNMENT CLAUSE

I acknowledge that under the terms of my participation in the Guam Memorial Hospital House
Patient Program, that only the Guam Memorial Hospital will be entitled to claim or receive any
fees or charges for my services furnished to House Patients of the Hospital. Tam, by signing this
form, assigning all of my rights to reimbursement under the Medicare Part B or any other third

party payment program and from individual patients, to the Hospital.

I agree not to bill the patient for any and all services for which I receive House Patient Program
compensation from the Hospital.

I also agree that it is the sole prerogative of the Hospital to determine the circumstances under
which fees or charges for my services are to be claimed or received.

I also agree to prepare and submit my claims for House Patient Services in accordance with the
established Medicare Part B rules and regulations governing the submission of claims for

professional services.
I hereby authorize the Hospital to execute on my behalf complete reports of services rendered by

me. The execution of these reports shall constitute certification that the professional services
shown on the report were rendered by me at the Hospital, and that the charges indicated on the

reporis are proper and correct.
I also hereby agree to fully cooperate in all matters with regard to efforts by the Hospital to claim
and receive fees and charges for my services. This includes reviewing all elaims for validity,

keeping appropriate records and reports, and providing the Hospital with my Medicare UPIN
number for billing purposes or completing the Medicare UPIN and Provider Number application

when necessary,
I'hereby authorize the Hospital to obtain necessary medical licensure information from the Guam
Board of Medical Examiners as may be necessary to complete the Medicare UPIN application
forms.

This assignment to the Hospital shall continue for my term of employment or the term of my

privileges as the Hospital. 1 understand that the termination of this clause will not be binding
upon Medicare until after the Medicare claims period for services rendered to House Patients has

expired.
Print Name:

Signature:

CC:  Medical Director
Comptroller/Acct.

Approved by: MEC 1/99; EMC 3/99; JAC 3/99; BOT 3/99 Credentials File




GUAM MEMORIAL HOSPITAT, AUTHORITY
MEDICAL STAFHF

DEPARTMENT OF MEDICINES

FAME CF PHYSICIAN:

Last Name, First Name, Middle Initial
DATE OF APPLICATTON: MEDICAL STAFF STATUS:
YPE: [ ] Initial [ 1] Reappointment {3} Addition(s)/change{sj

CLINICAL BAREA: Internal Medicine Delineation of Clinical Privileges
_ Lt es.WEELIVI tegas

Carrent demonstrated competence and an adequate volume of current experience with
acceptalyle results in the privileges requested. Privileges generally restricted to
care of patients 16 years of age and older, patients between 12 and 16 years of age

may be t-reated.

Please indicate gualification by bPlacing yourxr INITIALS by appropriate space,
QUALIFICATIONS

CATEGORY I ~ INTERNAL MEDICINE

Board certification by, or current active participation in the examination process
leading to certification by the American Board of Internal Medicine; or

Successzful completion of an approved three year residency in Internal Medicine and
demonstrated aceeptable practice in the privileges being requested for the last three
[3) consecutive years; or

A total of two (2} years of full-time pos tgraduate general medical training in a
approved residency or fellowship prior to 19%0 and demonstrated atceptable practices in
the privileges being requested for the last three (3) consecutive years. R :

CATEGORY II - INTERNAY, MEDICINE

Board certification by or current active participation in the examination process
leading to certification by the American Beoard of Internal Medicine; or

demonstrated acceptable practice in the privileges being requested for the last three
{3] consecutive years.

CATEGORY III - INTERNAL MEDTCINE

Board cerxtification in or current active participation in the examination process
leading to cerxtification by the American Board of Internal Medicine.

AMD/OR Acceptable prior and current practice experience at this level of care over a
reazonable period of time/number of mases or recent foxmal training of sufficient length

and breadth;
CATEGORY IV -~ INTERNAIL MEDICINE SUBSPECIALTY

Board certification in or curxrent active participation in the examination process
leading to certification in the applicable subspecialty by the American Board of
Internal Medieine; (i.e., subspecialty qualified/certified: Allergy/lmmunology;
Cardiovascular Medicine: Critical Care Medicine; Endecrinology; Gastroenterology;
Gerontology; Hematology/Oncology; Infecticus Disease; Nephrology; Pulmonary Disease;

Rheumatology; ete:}.

AND/OR Successful completion of a approved Internal Medicine Subspecialty fellowship
program in the applicable subspecialty

Specify Subspecialty{ies) :

Page ~ 1



L B-IT-06 7 41290M)

DEPARTMENT OF MEDICINE ~ Delineation of Privileges Internsl Medicineg

in

Hame ;

SPECIAY, PROCEDURES/TESTS

Acceptable supervised training in the procedure/treatment as part of approved
postgraduate training in a residency or fellowship or an approved, recognized course;

and

Certification of actual skill and the requisite nunber of procedures; and Demonstration
of knowledge of indications of the bprocedure/test/therapy: ang

Satisfaction of such additional specific requirements as established by the
Department/or othar Departments

Fleage carefully select the privileges for which yvou apply for because if you ara
cdenied the denial may be reported to the National Practitioners Data Bank. Nota

our privileges.

REQUESTED PRIVILEGES ACTION

YES No. Cases Recommend § Not Recommendee

Pasr ? INTERNAL MEDICINE CATEGORY I

yrs

SCOPE OF PRIVILEGES: Admit, treat and consult on
problems/conditions of minimal or moderate severity
with no serious threat to life; may be local
complications confined to affected Qrgan or
anatomical site but that are net major or severe -
unsomplicated

REQUESTED ACTION
INTERNAL MEDICINE CATEGORY IT . | . o
YES Na. Cases Recommend N
Pase 2 ot Recommended
yrs
SCOPE QF PRIVILEGES: Admit, treat and consulke on
problems/conditions of moderate or major severity,
but not including ventilatory care or advanced 1ife
support; may be significant local and or systemic
complications - complicated but non—1ife threatening
illness
YES NC;?- (i:aszes Recommend | Not Recommended
as
yrs INTERNAL MEDICINE CATEGORY I
SCOPE OF PRIVILEGES: Admit, treat and consult on
problems/conditions of moderate or major severity,
may be significant local and or systemic
complications with potentially life—threatening
illness, including ventilatory care, cardiac, and
advanced life support
YES NOP.EL ctaszes INTERNAL MEDICTNE Recommend | Not Recommended
5
yrs SUBSPECIALTY CATEGORY IV
SCOPE OF PRIVILEGES: Consultation and care of
patients with conditions relating to subspecialty.
REQUESTED INTERNAT MEDICINE PRIVILEGES ACTION
(ALL the following listas are illustrative but not all
inclusive}

Page - 2
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DEPARTMENT OF MEDICINE -

4 28FPM;

Delingation of Privileges Internal Medicine

Hame s

we

YES

tJo. Casges
Past 2
yrs

ALLERGY

Not Recommended

ALLERGY CATHGORY I:

bBifferential Diagnasis

ALLERGY CATEGORY IX:

Urticaria

ATLERGY CATEGORY IIX:

Serum Sickness

Asthma

Desensitization

OTHER

REQU.

ESTED

YES

No Cases
Past 2
yrs

RHEUMATOLOGY/COLLAGEN DISEASES

ACTION

RHEUMATOLOGY/COLLAGEN -~ CATEGORY I:

Differential Diagnosis

Not Recommended

RHEUMATOLOGY/COLLAGEN — CATEGORY IT-=

Rheumatoid

Osteovarthritis

Gout

Lupus erythematosus

Periarteritis nodoza

Scleredema

Othexr

RHEUMATOLOGY/COLLAGEN ~ CATEGORY FIr:

Thrombotic thrombocytopenic Purpura

Necrotizing Granulomatosis

OTHER

YES

¥No Cases -
Past 2
yrs

© 7  CARDIAC DISEASES

Recommend

Not Recommended jf

CARDIAC DISEASES CATEGORY I:

Differential Diagnosis

CARDTIAGC PXSEASES CATECORY IT:

Rheumatic fever

Other

CARDIAC DISEASES CATEGORY YIX:

Congestive Heart Failure Chronic & intractable

Congestive Hearl failure Acute

Coronary heart disease with angina

Page ~ 3




8-17-06;

EPARTMENT OF MEDICINE -~

4t zabhM:

Delineation of Privileges Internal Medicine

Hame ¢

Coronary heart disease with coronary
insufficiency

Bacterial endocarditis

Cardiac arrhythmias

Myocardial Infarction with shock

Myocardial Infarction with serious arcythmia

4/or cardiac arrest

Myocardial Infarction recurrent

Myocardial Infarctien with coengestive heart

failure

Myocarditis/ Pericarditis

OTHER

YES

Ko Casey
Past 2
yrs

GASTROINTESTINAL/HEPATIC DISEASE

Recommend

Not Recommendsd

GASTROINTESTINAL/HEPATIC DISEASES CATEGORY I:

Differential Diagnosis

REQUESTED

YES

No Cases
Past 2
yrs

GASTROINTESTINAL/HEPATTC DISEASE -
Continued

ACTION

Recommend

Hot Recommendecd

GASTROINTESTINAL/HEPATIC DISHASES CATEGORY II:

Intestinal Obstruction

Hepatitis -

Differential Diagnosis of Jaunndice

Cther

GRSTROINTESTINAL/HEPATIC CATEGORY IIYX

Peptic ulcer bleeding, perforated, obstructed

Ulcerative colitis

Regional ileitis

FamroatitiE

Chotecystitis

Malabsoxption

Cirrhosis with bleeding varices, or with coma,

or decompensated

OTHER

YES

No. Cases
Past 2
yrs

HEMATOLOGICAL DISEASES

Recommend

Not Recommended

HEMATOLOGICAL DISEASES CATEGORY f:

Differential Diagnosis

HEMATOLOGICAY, DISEASES CATEGORY IX:

Page - 4
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DEPARTHMENT OF MEDICINE - belineation of Privileges Imtexrnasl Madicine
Hamea ;

[" Primary Anemia f

—

HEMATOLOGICAL DISEASES CATEGORY ITXI:

Leukemia, Acute/Chronic

Hemorrhagic diathesis

OTHER

YES Ngagisgs Recommend | Not Recommended
yrs HYPERTENSION

HYPERTENSION CATEGORY I

Differential Diagnosis

HYPERTENSION CATRGORY IT

Essential, unresponsive

OTHER N

REQUESTED ACTION
HYPERTENSION CATEGORY ITX

YES No. Cases Recommend | Mot Recommende o
Past 2
yrs

Malignant hypertension

Hypertension complicated with cardiac
insufficiency, and/ or with renal
insufficiency

OTHER

YES N?; 2?i?3 o ’ S T Recommend | Nog Recommended
paiid METABOLIC & ENDOCRINE DISHASES

METABOLIC/ENDQURINE DISEASES CATEGORY X

Differential Diagnosis

METABOLIC/ENDOCRINE DISEASES CATEGORY IT

Cushing's syndrome

Addison's disease

Aldesteronism

Sex Hormone abnormalities ’ : J

OTHER

METABOLYC/ENDOCRINE CATEGORY IIX

Diabetes mellitus with acidosis and or coma

Thyroid conditions with coma or with
thyrotoxicerisis

Radiocactive isotopes for diagnosis & treatment
of thyroid diseases

Parathyroid conditions

Pituitary conditions

Pheochromocytoma

Paga - §
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DEPARTMENT OF MEDICINE ~ Delineatien of Priwvileges In ternal Medicine

Hame:

OTHER

YES No. Cases Recommend Not Recommended

a2 NEUROLOGICAL DISEASES

NEUROLOGICAY, DISEASES CATEGORY T

Differential Diagnosis of rneurclogical
disorders

NEUROLOGICAL DISRASES CATEGORY ix

Investigation & management inecluding drug
therapy of uncomplicated convielsive disorders

Anticoagulant therapy of cerebrovascular

Treatment of uncomplieated
meningitis/encephalitis

Treatment of migraine

OTHER

REQUESTED ACTYON
NEUROLOGICAL DISEASES CATECORY ITT

YES No. Cases Recommend Kot Recommendged

Past 2
yrs

Diagnosis and management of coma of uncertain
origin

Complicated meningitis/ Encephalitis

Status epilepticus

Othex

YES N§; ??ifs ‘ ' A o ‘ Recommend | Not Recommended
Vra PULMONARY DISEASES

PULMONARY DISEASES CATEGORY T

bifferential Diagnosis

PULMONARY DISEASES CATEGORY IT

Pneumonia uncomplicated

Cther

PULMONARY DISHEASES CATEGORY ITI

Bnewmonia Complicated

Emphysema with pulmonary insufficiency

Emphysema with coma

Pulmonary infarction

Prieumothorax, spontaneaons

OTHER

YES Ho. Cases Recommend | Not Recommended

P NEPHROLOGY DISEASES

NEPHROLOGY DISEASES CATEGORY I

Differential Diagnosis

Page -« 5
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DEPARTMENT OF MEDICINE -

Deolineation of Privileges Intern=zl Medicine

Name :

NEPHROLOGY DISEASES CATEGORY II

Nephritis

Pyelonephritis

Other

NEPHROLOGY DISEASES CATSGORY IIX

Nephrosis

Acute insufficiancy
conservative

'-"h—’--—n_-——-m_.._

Dialysis Hemodialysis

Dialysis Peritoneal Dialysis

OTHER
REQUESTED ACTICN
MISCELLANEOUS
YES No. Cases Recommend Not Recommendad
Past 2
yrs
MISCELLANEOUS CATEGORY IIY
Cancer chemotherapy
{other than Leukemia)
Thrombophlebitig
Acute peripheral embolism
OTHER
" YES | No. Cases | GATEGORY IV - INTERNAL MEDTGINE {VESPECIALTY/ & Othar | Recommend | Not Récommerdsg
Past 2 *Please list additicnal privileges desired am
yrs subspecialist and/or QTHER,
REQUESTED ACTION
SPECIAIL, PROCEDURES
YES No. Cases Recommend Not Recommended
Past 2
yrs

GENERAL PROCEDURES

GENERAL: ~ CATEGORY I

Biopsy, Skin

Biopsy, superficial tumors {neadle)

Incision & drainage of abscess & cysts

Qther

GENERAL, ~ CATEGORY II

Arterial Cannulation

Lumbar puncture

Page -~ 7
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DEPARTMENT OF MEDICINE - Delineation of Privileges Internal Medicine

Hame :

endotracheal intubation

Sengstaken Blackmore tube placement for
variceal bleeding
CTHER
YES N'op. Ctaszes Recommend | not Recommend ed
as
yrs ASPIRATION PROCEDURES
ASPIRATION PROCEDURES - CATEGORY TIT
Thoracentesis
Paracentesis
Joint aspiration
Other
REQUESTED ACTION
ASPIRATION PROCEDURES - Continued
YES N0 Cases Recommend Not Recommended
Past 2
yrs

ASPTRATION PROCEDURES - CATEGORY Irx

Pexicardiccentesis

Bone Marrow

Paracentesis

OTHER

YES No. Caszes
Past 2
yig

BIOPSY PROCEDURES

Recommend Not Recommendéd

BIOPSY PROCEDURES - CATECORY IIX

Bone Marrow

Liver

Renal

Fleural

Lung

Peritoneal

Pexdcardial
OTHER

YES No. Cases
Past 2
yrs

CARDIOLOGY PROCEDURES

Recommend Not Recommendad

CARDIOLOGY - CATEGORY T
Electrocardiography (BKG, ECG) interpretation

CARDIOLOGY ~ CATEGORY IT

Central Venous Catheter
Other

CARDIOLOGY - CATEGORY ITI

Swan-Ganz catheter placement

Page - 8
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DEPARTMENT OF MEDICINE -

4T 28PN

Delineation of Privileges Internal Medicine

in

LRV i

tiama :

Cardioversion = Medical/Elective

Temporary transvenous pacemaker placement

Pacemaker monjitoring and rate adjustment

]

Holter Monitor Interpretation

Stress Test Honitoring (Tread Mill)

Echocardiograph interpretation - Adult H
Pediatric ;

CARDIOLOGY - CATHGORY IV

Cardiac Catheterization
OTHER .

|

REQUESTED

YES

No. Cases
Bast 2
yrs

RHEUMATOLOGY PROCEDURES -

ACTION

Recommend

Not Recommended

RHEUMATOLOCY PROCEDURES CATEGORY IT

Bursa aspiration g injection

Arthrocentesis, diagnostie

Joint Injeection

Soft Tissue (musela) injection

Tendon aspiration § injection

OTHER

YES

No. Cases
Past 2
yrs

HEMATOLOGY /ONCOLOGY PROCEDURES

Recommend

Not Recommended

HEMATOLOGY /ONCOLOZY PROCEDURES CATEGORY ITI

systemic for hematologic

Chemotherapy,
solid tumors

malignancies &

Chemotherapy, local, intra-arterial

Chemotherapy, local, intraperitoneal

Chemotherapy, intrapleural

OTHER

r_¥ES

No. Cases
Past 2
yrs

NEPHROLOGY PROCEDURES

Recommend

Not Recommended

NEPHROLOGY PROCEDURES CATEGORY I1IX

Tenckhoff catheter insertion

Rcute peritoneal catheter insertion

OTHER

YES

No. Cases
Past 2
YES

PULMONARY MEDICINE PROCEDURES

Page - 9
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G- 17 ~08;

DEPARTMENT OF MEDICINE -

Hamng ¢

41 29PM;

Delineation of Frivileges rmternal Medicine

PULMONARY MEDICINE CATEGORY III

Chest tube placement

Ventilator management

Pulmenary Stress testing

Interpretation of standard pailmonary function

Provocholine challenge studies

OTHER

REQUESTED

No. Cases
Past 2
yxrs

YES

BRONCHOSCOPY PROCEDURES

i

ACTION

Recommend

Not Recommended

HRONCHOSCOPY PROCEDURES CATEGORY IET

Note: A1l bronchoscopy privileges are under the
supervision of the Surgery Department and the
established criteria for credentialing as per the
policy and procedure.

Bronchoalveolar lavage

Rigid bronchescopy

Bronchial bicpsy using fiberoptic Irronchoscopy

Endobronchial electrocauterization using fiberoptic
branchoscopy

OTHER

No. Cases
Past 2
yrs

YES

GASTROENTEROLOGY PROCEDURES

Recommend

Not Recommended

GASTROENTEROLOGY PROCEDURES CATEGORY T

Gastric lavage

GASTROENTEROLOGY PROCEDURES CATEGORY II

Gastric analysis

Supervision of Total parenteral nutrition

OTHER

No. Cases
Past 2
yrs

YES

_ENDOSCOPY PROCEDURES

Recommend

Not Recommended

ENDOSCOPY PROCEDURES CATEGORY IxT

Note: All endoscopy pPrivileges are under the
supervision of the Surgexy Department and the
established criteria for credentialing as per their
department policy & procedure.

Endoscopic foreign body removal

of GI bleeding by
or

Endoscopic control
electrocoagulation

Endoscopic control of GI bleeding by sclerctherapy of

esophageal varices

Colonoscopy, fiberoptic w/biopsy

Colenoscopy, fiberoptic w/ polypectomy

Page ~ 10




B=1T-086; 4:;2900;:

DEPARTMENT OF MEDICINE -

Name ;

Delineation of Privileges Imterna=l Medicine

zsophagogastroduadenoscopy, w/biopsy

EsophagogastroducdenoscopY. w/polypectamy

Sigmoidoscopy, fiberoptic w/biopsy

Sigmoidoscopy, fiberoptic w/polypectomy

Proctosigmoidoscapy, rigid/with hiopsy

Proctosigmoidoscopy, rigid/with polypectomy

L OTHER
REQUESTED ACTION
OTHER PROCEDURES
YES No. Cases Recommend Not Recommended
Past 2
yrs

CATEGORY YrIT
Note: All anesthesia privileges are under the

supervision of the Surgery Department via the Chier
of Anesthesia.

IV sedation

I have submitted the following:

REQUIRED ALI, PHYSICIANS:
*Current BCLS cextification:

REQUIRED for CCU: *Current ACLS certificatiory:

ADDITIONAL - PRIVILEGEHES:

Do you plan to work full time/part time in the Emergency Room? YES NO

ADDITIONAL - ICU/CCU PRIVILEGES :

ICU Privileges requested: Consultin

S Admitting & Consult Icu/ccy

g only ICU/CCU Privileges
——

Expiration Date;
—_—

Expiration Date:
—

Privileges
—

REQUESTED

QUALIFICATIONS - Iicu/ccu
PRIVILEGHS

ACTION

YES

NO

MEDICINE INTENSIVE/CARDIAC CARE
UNIT

Acknowledged by:

PLEASE CHECK YOUR QUALIFICATION FOR THIS CATEGORY

Extensive training and/or documentable experience
conditions regquiring ICU or CCU. Internal Medicin

Page - 11
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DEPARTHENT OF MERICINE - Belineation of Privileges Internal Medicine

Hame

MedicinelSubspeciaity Board; or Imternal Hedicine/ Internal Medicine Subspecialty
Board eligibility with active pursuit of certification.

For new applicant to GMHA with less than five (5) YBALs post residency training:
At least (6) months training in critical care Internal Medicine Icu/ccu rotation;
or

For new applicants to Guup five (5) years or mora after residency: Current
Internal Medicine ICU/CCH critical care experience and/or current CMg
certification in this area,

For reappointment: At least documentation of continved Internal Medicine 1cu/ccu
privileges with satisfactory performance,

REQUESTED

YES No. Cases
Past 2 yrs

ACTION

INTERNAL MEDICINE Icu/ceu
SCOPE OF PRIVILEGES

Recommend Not Recommended

Category IIT ~ Treatment of major complicated
ilinesses, injuries, or performance of procedures
that carry a significant threat to iife, in Internal
Medicine patients, and treatment of complex or
eritical illnesses, injuries, or monditions or the
pexrformance of procedures that carxry serious threat
tc life for Medicine patients,

Category IV - Consult and or treatment of major
complicated illnesses, injuries, or performance of
procedures that carry a significant or serions
threat to life, in Internal Medicine patients, as
they apply to subspecialty.

SUBSPECIALTY:

REQUESTED

YES No. Cases
Past 2 yrs

ACTTION

INTERNAL MEDICINE
ICu/cecu PRIVILEGES

Recommend Not Recommernded

All category I/IX/XIT/IvV privileges & special
Procedures as requested above

Septic Shaock

Hemodynamic shock

Cardiogenic Shock

Ventilator patients

Vasoactive drug drip

Consultation g management of patients with chronic
illness

YES No. Cases
Past 2 yrs

INTERNAL MEDICINE Recommend | Not Recommended
ICU/CCU SPECIAL PROCEDURES

All special procedures previously requested

Page - 12
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DEPARTMENT OF MEDICING - Delineation of Privileges Internal Medicine
Name:

FOR RE-APPOINTMENT ONLY:
I have (Please Check ONE) :
I Reguested for Additional Privileges on this Belineation Form not granted

I have requested only those specific privileges for which by education, training,
current experience and demonstrated performance I anm qualified to perform and for

(a) In exercising any clinical privileges granted, I am constrained by all

(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 the Medical Staff Bylaws.

Signed: Date:
—_—

Conditions/Mbdificaticns:
The requested clinical privileges have been approved by the Board of Trustees with
the following conditions, ox modifications and the explanation for same.

GRANTED | PRIVILEGE

YES HO INTERNAL. MEDTCINE CONDITION/MODYFICATION

Date:
- m

Chair, Department of Medicines

Date:
——

Chair, Anesthesia Service

Date:

Chair, Department of Surgery

Page -~ 13
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DEPARTMENT OF MEDICINE - Pelineation of Privileges Internal Medicine

Name:

Date:

Chair, Credentials Committee

Date:

Chair, Medical Executive Committee

CERTIFICATION:

The above reflect

s the final action taken by the Board of Trustees of Guam Memorial
Hospital Authority,

Date:

HOSPITAL ADMINISTRATOR

APPROVED BOT: Resolution No.:

Revised: Medicine Department, &/17/93
Reviewed: Credentials Committee, 1/7271/93

Medical Executive Committee,7/3G/83
Joint Advisory Committee, 8/17/93
Approved BOT, 12/50 (No. 91-31); CCU-ICU - sor, §/19/91 (No. 91-34); BOT 8/30/93

Disk:WPH#4/PRIV-MED 8/93
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