North Country Community Mental Health

Credentialing and Privileging Committee
APPLICATION FOR PRIVILEGING

____ Initial Privileging Application

____ Re-Privileging Application
Name: _______________________
Social Security #: _______________ Date: _____

Professional Address: _________________________________ Phone: _____________

License/Registration #: ______________ State: _______ Exp. Date: ______________

DEA License (if appropriate): ______________________________

Education: Complete this section of application for Initial Privileging 

Undergraduate
     Name of School


Degree         From        To

School

Post Graduate 

School

Medical School


Internship


Residency


Other


Peer References: List three (3) Complete this section for Initial Privileging 

Name


Address

       Phone #

    Years Known

________________________________________________________________________________________________________________________________________________

Current Privileges in addition to North Country CMH: List all 

Organization(s)
    Date Issued

Renewal Date

Privileges Granted

________________________________________________________________________________________________________________________________________________________________________________________________________________________

Liability Insurance: (if appropriate)

Insurance Carrier

Amount of Coverage

Expiration Date
________________________________________________________________________


CLINICAL PRIVILEGING REQUEST: PHYSICIANS

	PRIVILEGE 

REQUESTED
	ADULTS
	CHILD OR ADOLECENT
	DD
	COMMENTS

	Psychiatric Evaluation


	
	
	
	

	Medication & Prescription Monitoring


	
	
	
	

	Provision of Second Opinion Evaluations


	
	
	
	

	Emergency Services Supervision


	
	
	
	

	Clinical Peer Review 


	
	
	
	

	Clinical Supervision of Staff
	
	
	
	

	Other:


	
	
	
	


In making application to the C & P Committee of North Country Community Mental Health for the clinical privileges noted above, I acknowledge receipt and understanding of my Position Description, and access to applicable North Country CMH Policies and Procedures, and its Organizations Code of Ethics.  I agree to abide by all of them and the ethical code of my profession.  To the best of my knowledge, I do not have any physical, emotional or other mental limitations that would impair my ability to carry out the privileges I am requesting.  I further attest to my commitment to immediately report the loss of any privileges at the organizations identified on this application.  I acknowledge my understanding that loss of privileges at any of those organizations shall immediately result in a revocation of privileges at North Country CMH.  I fully understand that any significant misstatements, misrepresentations or omissions from this application or as verbally expressed to North Country CMH staff constitute cause for immediate revocation of privileges.

Date of Application: _______
Signature of Applicant: __________________________

Please forward to Human Resources

For C & P Committee Use Only

Privileges Approved _____Privileges Not Approved  ______Reason: ________________

________________________________________________________________________

____________________________________________________________________________________________________________

Clinical Privileging is subject to review and renewal on or before:    Date ______________

____________________________________________________
__________________

Chairperson, C &P Committee




Date

_____________________________________________________
_________________

Director, North Country CMH





Date

____________________________________________________
__________________

Chairperson, Board of Directors





Date




CLINICAL PRIVILEGING REQUEST: LICENSED PSYCHOLOGISTS

	PRIVILEGE 

REQUESTED
	ADULTS
	CHILD OR ADOLECENT
	DD
	COMMENTS

	Diagnostic Assessment
	
	
	
	

	Psychological Testing
	
	
	
	

	Individual Psychotherapy
	
	
	
	

	Group Psychotherapy
	
	
	
	

	Emergency Evaluation
	
	
	
	

	Provision of Second Opinion Evaluations
	
	
	
	

	Emergency Services Supervision
	
	
	
	

	Clinical Supervision of Staff
	
	
	
	

	Other:

	
	
	
	


In making application to the C & P  Committee of North Country Community Mental Health for the clinical privileges noted above, I acknowledge receipt and understanding of my Position Description, and access to applicable North Country CMH Policies and Procedures, and its Organizations Code of Ethics.  I agree to abide by all of them and the ethical code of my profession.  To the best of my knowledge, I do not have any physical, emotional or other mental limitations that would impair my ability to carry out the privileges I am requesting.  I further attest to my commitment to immediately report the loss of any privileges at the organizations identified on this application.  I acknowledge my understanding that loss of privileges at any of those organizations shall immediately result in a revocation of privileges at North Country CMH.  I fully understand that any significant misstatements, misrepresentations or omissions from this application or as verbally expressed to North Country CMH staff constitute cause for immediate revocation of privileges.

Date of Application: _______
Signature of Applicant: __________________________

Please forward to Human Resources

For C & P Committee Use Only

Privileges Approved _____ Privileges Not Approved ______Reason: ________________

________________________________________________________________________
____________________________________________________________________________________________________________

Clinical Privileging is subject to review and renewal on or before:    Date _________

___________________________________________________  ____________________

Chairperson, C & P Committee




Date

_____________________________________________________  __________________

Director, North Country CMH





Date


_______________________________________________________________  ______________________

Chairperson, Board of Directors





Date

1
3-17-04


