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 ST. ELIZABETH - EDGEWOOD

ST. ELIZABETH - FLORENCE

ST. ELIZABETH - FT. THOMAS

ST. ELIZABETH - GRANT CO (Surgical & other invasive procedure requiring general anesthetic are not offered)

 

 

 DEPARTMENT APPROVAL

 ________Approved          ________Disapproved

 ___________________________________________      ________________

 Department/Section Chair Signature                                    Date

 

 MINIMUM REQUIREMENTS

Degree required: MD or DO

Successful completion of ACGME or AOA approved residency training program in Anesthesiology, Emergency Medicine, 

Family Medicine, Internal Medicine, Obstetrics & Gynecology, Pediatrics, Physical Medicine and Rehabilitation, Psychiatry 

and Neurology, Radiology and Surgery

Successful completion of fellowship training in Hospice and Palliative Medicine 

Note:  For Practitioners (excluding AHPs) who apply for membership after March 2, 2009 be and remain 

          (with a lapse of no longer than one year) board certified in their principal practice specialty, or become  

           and remain (with a lapse of no longer than one year) board certified within six years of completion of 

           their post-graduate medical training. Only those boards recognized by the American Board of Medical 

           Specialties or the American Osteopathic  Association are acceptable.  This board certification

           requirement does not apply to applicants who on March 2, 2009 were members in good standing on the 

           medical staff of the St. Luke Hospitals or St. Elizabeth Medical Center.

 

 PRIVILEGES REQUESTED

Pursuant to Bylaws Section 6.1.4, practitioners may exercise the privileges requested and awarded below only at facilities 

where St. Elizabeth Healthcare offers those services.

 

 I.    Core Privileges:  Core privileges in Hospice and Palliative Medicine include the care, treatment or services listed 

      immediately below. I specifically acknowledge that board certification alone does not necessarily qualify me to 

      perform all core privileges or assure competence in all clinical areas. By signing this request, I believe that my 

      specific training, experience and current competence qualifies me to perform each privilege that I have 

      requested  by checking in the spaces below. Please line through and initial any specific privileges within a 

      checked privilege group that you are not requesting.

 

 DESCRIPTION OF CORE PRIVILEGES

 Performance of history and physical exam________

 

 Administration and management of palliative sedation________

 

 Ordering and assessment of pertinent diagnostic studies________

 

 Direct treatment and formation of a treatment plan________
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 Management of common comorbidities and complications and neuropsychiatric comorbidities________

 

 Management of psychological, social, and spiritual issues of palliative care patients and their families________

 

 Management of symptoms, including various pharmacologic and non-pharmacologic modalities and             pharmacodynamics of 

commonly used agents
________

 

 Performance of pain-relieving procedures________

 

 Provision of appropriate advanced symptom control techniques, such as parenteral infusional techniques________

 

 Symptom management, including patient and family education, psychosocial and spiritual support, and appropriate 

referrals for other modalities, such as invasive procedures
________

 

 Use of high dose opioid combinations and anesthetics such as Ketamine and Propofol for management of complex

 symptom crises
________

 

 Moderate Sedation (requires proof of (a) board certification in Anesthesiology, Cardiology, Critical Care,  Pulmonology or Emergency 

Medicine or (b) current ACLS Certification or (c) satisfactory completion of the ASA Moderate Sedation course).
________

 

 I agree that the use of my electronic signature below indicates my intent to sign this document as if it were my original  

handwritten signature.

Applicants Signature: Date:
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