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NAVAL MEDICAL CENTER

PORTSMOUTH, 

VIRGINIA  23708-2197

Appendix Q

         Date __________

From:

To:

Commander, Naval Medical Center, 

Portsmouth

Subj:    

REQUEST FOR AUTHORITY TO EXERCISE CLINICAL PRIVILEGES

Ref:

(a

)  BUMEDINST 6320.66C

(b

)  BUMEDINST 6010.17

Encl:

(1

)  Credentials and Privileging information on Health Care Practitioners, Credentials 

            

                   Transfer Brief (CTB)

1.  Per reference (a), based on the active staff appointment with clinical privileges granted by

________________________________as documented in enclosure (1), I respectfully request authority to

exercise my core privileges at the Naval Medical Center, Portsmouth for the period _____________ to

_____________.

2.

 

If granted subject authority, I agree to comply with reference (b) and the polices and procedures of

the Naval Medical Center, Portsmouth.

      __________________________________

      Signature

___________________________________________________________________________________

       Date __________

DEPARTMENT CHAIR/HEAD ENDORSEMENT

From:

Head, _________________________Department

To:

Commander, Naval Medical Center, 

Portsmouth

1.  Following review of enclosure (1) and an interview with ___________________________________,

I recommend he/she be authorized to exercise clinical privileges as requested.

     ___________________________________

     Signature

___________________________________________________________________________________

       Date __________

PRIVILEGING AUTHORITY'S ACTION (Gaining facility)

1.  _________ Approved     _________ Disapproved

2.  Expiration date:  _______________

      __________________________________

      Signature

Copy to:

Department Head

Holder of ICF
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NAVAL MEDICAL CENTER

PORTSMOUTH, 

VIRGINIA  23708-2197

Appendix Q

         Date __________

From:

To:

Commander, Naval Medical Center, 

Portsmouth

Subj:    

REQUEST FOR AUTHORITY TO EXERCISE CLINICAL PRIVILEGES

Ref:

(a

)  BUMEDINST 6320.66C

(b

)  BUMEDINST 6010.17

Encl:

(1

)  Credentials and Privileging information on Health Care Practitioners, Credentials 

            

                   Transfer Brief (CTB)

1.  Per reference (a), based on the active staff appointment with clinical privileges granted by

________________________________as documented in enclosure (1), I respectfully request authority to

exercise my core privileges at the Naval Medical Center, Portsmouth for the period _____________ to

_____________.

2.

 

If granted subject authority, I agree to comply with reference (b) and the polices and procedures of

the Naval Medical Center, Portsmouth.

      __________________________________

      Signature

___________________________________________________________________________________

       Date __________

DEPARTMENT CHAIR/HEAD ENDORSEMENT

From:

Head, _________________________Department

To:

Commander, Naval Medical Center, 

Portsmouth

1.  Following review of enclosure (1) and an interview with ___________________________________,

I recommend he/she be authorized to exercise clinical privileges as requested.

     ___________________________________

     Signature

___________________________________________________________________________________

       Date __________

PRIVILEGING AUTHORITY'S ACTION (Gaining facility)

1.  _________ Approved     _________ Disapproved

2.  Expiration date:  _______________

      __________________________________

      Signature

Copy to:

Department Head

Holder of ICF
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NAVAL MEDICAL CENTER


PORTSMOUTH, VIRGINIA  23708-2197


Appendix Q


         Date __________


From:



To:
Commander, Naval Medical Center, Portsmouth


Subj:    REQUEST FOR AUTHORITY TO EXERCISE CLINICAL PRIVILEGES


Ref:
(a)  BUMEDINST 6320.66C


(b)  BUMEDINST 6010.17


Encl:
(1)  Credentials and Privileging information on Health Care Practitioners, Credentials 
                                Transfer Brief (CTB)


1.  Per reference (a), based on the active staff appointment with clinical privileges granted by Naval Hospital Camp Pendleton as documented in enclosure (1), I respectfully request authority to exercise my core privileges at the Naval Medical Center, Portsmouth for the period _____________ to _____________.




2. If granted subject authority, I agree to comply with reference (b) and the polices and procedures of 


the Naval Medical Center, Portsmouth. 


      __________________________________


      Signature


___________________________________________________________________________________


       Date __________


DEPARTMENT CHAIR/HEAD ENDORSEMENT


From:
Head, _________________________Department


To:
Commander, Naval Medical Center, Portsmouth


1.  Following review of enclosure (1) and an interview with ___________________________________,


I recommend he/she be authorized to exercise clinical privileges as requested.


     ___________________________________


     Signature ___________________________________________________________________________________


       Date __________


PRIVILEGING AUTHORITY'S ACTION (Gaining facility)


1.  _________ Approved     _________ Disapproved


2.  Expiration date:  _______________


      __________________________________


      Signature


Copy to:


Department Head


Holder of ICF
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NAVAL MEDICAL CENTER


PORTSMOUTH, VIRGINIA  23708-2197


Appendix Q


         Date __________


From:



To:
Commander, Naval Medical Center, Portsmouth


Subj:    REQUEST FOR AUTHORITY TO EXERCISE CLINICAL PRIVILEGES


Ref:
(a)  BUMEDINST 6320.66C


(b)  BUMEDINST 6010.17


Encl:
(1)  Credentials and Privileging information on Health Care Practitioners, Credentials 
                                Transfer Brief (CTB)


1.  Per reference (a), based on the active staff appointment with clinical privileges granted by ________________________________as documented in enclosure (1), I respectfully request authority to exercise my core privileges at the Naval Medical Center, Portsmouth for the period _____________ to _____________.




2. If granted subject authority, I agree to comply with reference (b) and the polices and procedures of 


the Naval Medical Center, Portsmouth. 


      __________________________________


      Signature


___________________________________________________________________________________


       Date __________


DEPARTMENT CHAIR/HEAD ENDORSEMENT


From:
Head, _________________________Department


To:
Commander, Naval Medical Center, Portsmouth


1.  Following review of enclosure (1) and an interview with ___________________________________,


I recommend he/she be authorized to exercise clinical privileges as requested.


     ___________________________________


     Signature ___________________________________________________________________________________


       Date __________


PRIVILEGING AUTHORITY'S ACTION (Gaining facility)


1.  _________ Approved     _________ Disapproved


2.  Expiration date:  _______________


      __________________________________


      Signature


Copy to:


Department Head


Holder of ICF



_1082188501.doc
                                                                                                                                                                     BUMEDINST 6320.66C


                                                                                                                                            14 Feb 01


NAVAL MEDICAL CENTER


PORTSMOUTH, VIRGINIA  23708-2197


Appendix Q


         Date __________


From:

LCDR Pamela Plotner





To:
Commander, Naval Medical Center, Portsmouth


Subj:    REQUEST FOR AUTHORITY TO EXERCISE CLINICAL PRIVILEGES


Ref:
(a)  BUMEDINST 6320.66C


(b)  BUMEDINST 6010.17


Encl:
(1)  Credentials and Privileging information on Health Care Practitioners, Credentials 
                                Transfer Brief (CTB)


1.  Per reference (a), based on the active staff appointment with clinical privileges granted by Naval Hospital Camp Pendleton as documented in enclosure (1), I respectfully request authority to exercise my core privileges at the Naval Medical Center, Portsmouth for the period _____________ to _____________.




2. If granted subject authority, I agree to comply with reference (b) and the polices and procedures of 


the Naval Medical Center, Portsmouth. 


      __________________________________


      Signature


___________________________________________________________________________________


       Date __________


DEPARTMENT CHAIR/HEAD ENDORSEMENT


From:
Head, _________________________Department


To:
Commander, Naval Medical Center, Portsmouth


1.  Following review of enclosure (1) and an interview with ___________________________________,


I recommend he/she be authorized to exercise clinical privileges as requested.


     ___________________________________


     Signature ___________________________________________________________________________________


       Date __________


PRIVILEGING AUTHORITY'S ACTION (Gaining facility)


1.  _________ Approved     _________ Disapproved


2.  Expiration date:  _______________


      __________________________________


      Signature


Copy to:


Department Head


Holder of ICF



