
St. Joseph’s Hospital – Phoenix & Westgate
MEDICAL STAFF DEPARTMENT
350 W. Thomas Road Phoenix, AZ 85013

Phone: (602)406-5055 Fax: (602)294-5788
Dear Practitioner: 

There are two parts to the application process.  Enclosed is the “St. Joe’s” packet.  This packet must be completed in addition to the Dignity Health East Valley CVO application.
You will need to complete the Initial Appointment Application with DHAZCVO East Valley to apply for privileges at St. Joseph’s Hospital – Phoenix and/or Westgate.  

The CVO performs all primary source verifications for SJHMC & WGMC.  There is an additional application fee of $285 through the CVO.

Dignity Health East Valley CVO

Lupe Mendoza, Manager  

Phone:  (480)728-7162

Email: guadalupe.mendoza2@dignityhealth.org


NOTE:  PLEASE ALLOW A MINIMUM OF 90-120 DAYS FOR YOUR CVO/ST.JOE’S APPLICATION TO BE PROCESSED AND PLAN YOUR PRACTICE AT ST. JOSEPH’S ACCORDINGLY.  PRACTITIONERS ARE NOT PERMITTED TO TREAT PATIENTS OR WRITE IN THE MEDICAL RECORD PRIOR TO RECEIVING WRITTEN NOTICE FROM THE MEDICAL STAFF SERVICES/CREDENTIALS DEPARTMENT THAT PRIVILEGES HAVE BEEN GRANTED.  TREATING PATIENTS PRIOR TO PRIVILEGES BEING GRANTED MAY BE A REPORTABLE OFFENSE AND COULD JEOPARDIZE PRIVILEGES BEING GRANTED.  

NOTE:  OUTPATIENT SURGERY (USPI) REQUIRES SEPARATE CREDENTIALING. IF APPLICABLE, PLEASE CONTACT THAT DEPARTMENT DIRECTLY AT 602-406-3552.

Please complete and return the enclosed documents to the Medical Staff Services Department, corina.orama@dignityhealth.org or krystal.jarmillo@dignityhealth.org or fax 602-294-5788.

1. 
GOVERNMENT ISSUED DRIVER’S LICENSE AND/OR PASSPORT (MUST BE IDENTIFIABLE) 

2. 
CURRENT COLOR PHOTO

3. Release and Waiver Authorization
4. Acknowledgements and Agreements Statement

5. Procedure logs from the last two years in correlation with privileges being requested (match procedures to requests)
6. Continuing Medical Education Summary
7. Request for Interim Privileges Form
8. ACLS/BLS/ATLS Certification for sedation privileges
9. SJH DOP Laser Form and Certificate of completion
10. SJH HIPAA Certificate of Completion (must be signed)
11. Flu & TB Attestation
12. Network Usage Policy 
13. Confidentiality Agreement

14. Guidelines for Participating in ESA (electronic signature)
15. Application Fee

APPLICATIONS WILL NOT BE PROCESSED WITHOUT THE ABOVE LISTED ITEMS.

Upon receipt of your application from GACCP and St. Joe’s packet, your application will be reviewed by the Department Chair, the Credentials Committee, the Medical Executive Committee, and the Board of Directors.   

*YOU MAY NOT TREAT PATIENTS IN THE HOSPITAL UNTIL YOU HAVE BEEN GRANTED PRIVILEGES*
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St. Joseph’s Hospital – Phoenix & Westgate
RELEASE AND WAIVER AUTHORIZATION

My signature below will:

· Acknowledge any conflicts of interest that affect or have the potential to affect the safety or quality of care, treatment and services delivered at the hospital; (Policy and Disclosure form available upon request);
· signify my willingness if requested, to appear for interviews before the appropriate committee(s) of the Medical Staff in regards to my application for appointment/reappointment for staff membership and privileges;

· authorize the Hospital, its Medical Staff and their representatives to consult with any third parties (including but not limited to individuals, agencies, medical groups, corporations, companies, employers, hospitals, health plans, licensing agencies, insurance companies, and medical societies), who may have relevant information on my professional competence, qualifications, credentials, clinical competence, quality assurance data, character, physical or mental health condition, behavior, ethics, claims history, disciplinary action, or any other matter reasonably having a bearing on his or her qualifications.  I hereby further consent to the inspection, duplication and release by the Hospital, its Medical Staff and its representatives of all records and documents including medical records at other hospitals that may be material to an evaluation of my professional qualifications and competence to carry out the clinical privileges requested as well as my moral and ethical qualifications for staff membership;

· consent to the release of such information, both now, and if reappointed, at any time thereafter;

· release from liability all representatives of the Hospital and its Staff for their acts performed and statements made in good faith and without malice in connection with evaluating my appointment/reappointment application and my credentials and qualifications;

· release from liability any and all individuals and organizations who provide information to the Hospital or the Medical Staff, in good faith and without malice concerning my professional competence, ethics, character and other qualification of Staff reappointment and clinical privileges;

· consent and authorize to the release of information by the Hospital, its Medical Staff, and their representatives, to any third parties (including but not limited to individuals, agencies, medical groups, corporations, companies, employers, hospitals, health plans, licensing agencies, insurance companies, and medical societies) with established credentialing mechanisms on request regarding any information the Hospital and Medical Staff may have concerning me as long as such release of information is done in good faith and without malice.  I hereby release from liability St. Joseph’s Hospital and its Medical Staff for so doing.  This consent shall remain in full force and effect for a period of twenty-four (24) months from the date shown below.

· acknowledge that I have received the Bylaws, Rules and Regulations of the Medical Staff; and that I shall abide by the principles of medical ethics of the American Medical Association and the rules and regulations of the hospital.  I agree to be bound by the terms thereof if I am appointed or reappointed.  I further agree to be bound by the terms thereof without regard to whether or not I am granted Appointment or Reappointment in all matters relating to the consideration of my application for Appointment or Reappointment to the Medical Staff. 

· acknowledge that the provisions of said Medical Staff Bylaws relating to confidentiality and release from liability are express conditions to my application for continuation of membership and to my exercise of clinical privileges;

· pledge to maintain an ethical practice, to provide for continuous care for my patients, and to refrain from delegating the responsibility or care of my patients to any practitioner not qualified to undertake that responsibility;

· acknowledge that any misstatements in, or omissions from, this application constitute cause for denial of appointment or cause for summary dismissal from the Medical Staff without access to fair hearing processes;

· acknowledge that any changes in the wording of this application will constitute an incomplete application which will not be considered for staff appointment/reappointment;

· agree that a photocopy of this agreement shall be as binding as the original when so presented;

· agree that I will immediately notify the Hospital of any cancellation or termination of my professional malpractice insurance coverage which may occur at any time during staff membership;

· consent to use of photograph for reference requests and other verification procedures, both internal and external;

· agree that the exclusive remedy for any decision or recommendation made pertaining to the application for reappointment or in any other peer review proceeding, shall be to seek review of the correctness of the decision or recommendation, that no claim for alleged money damages will be brought on account thereof, and that no action at law or in equity will be brought until after all appeal rights available under the Medical Staff Bylaws have been completed. 

All information submitted by me in this application for appointment or reappointment is complete, accurate, and  true to my best knowledge and belief.

____________________

___________________________________________________________

Date



Signature





___________________________________________________________



                       Print Name Here
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MEDICAL STAFF DEPARTMENT

350 W. Thomas Road Phoenix, AZ 85013

Phone: (602)406-5055 Fax: (602)294-5788
ATTESTATION AND ACKNOWLEDGEMENTS STATEMENT

Limitation of Damages - Every Practitioner to and member of the medical staff agrees that his or her sole remedy for any adverse or corrective action for failure to comply with the Bylaws shall be the right to seek injunctive relief pursuant to ARS 36-445 et. seq.  An alleged breach of any provision of these Bylaws and/or Fair Hearing Plan shall provide no right to monetary relief from the medical staff, the Hospital or any third party, including any employee, agent or member of the medical staff or SJH and any person engaged in peer review activities.

I attest that the information provided on the application and associated documents, is true, correct, and complete to the best of my knowledge.

I attest that I have requested only those privileges which I am qualified to perform.

I attest that I agree to be bound by the provisions of these Bylaws, General Rules and Regulations, Departmental Rules and Regulations, and the Hospital Policies and Procedures in all matters relating to my Staff membership and privileges at St. Joseph’s Hospital.

I attest that I agree to notify the organization within 10 days of any material change to the information reported on the application (including, but not limited to, changes in status at other organizations, restrictions to any licensure, commencement of a formal investigation, and changes in physical or mental health).

I attest that I agree to adhere to ethical practice guidelines as established by my professional organization.

I attest that I have read and understand the attestation, acknowledgment, and release forms.

I acknowledge that acceptance of the application by any entity does not constitute a contractual agreement for employment, membership, or granting privileges.

I acknowledge that I, as an Practitioner for Medical Staff membership and/or privileges, have the burden of producing adequate information to support my application for initial and ongoing eligibility  to ensure a proper evaluation of my professional, ethical, and other qualifications for membership and clinical privileges and for resolving any doubts about such qualifications.
I acknowledge that any misstatements in, or omissions from, this application constitute cause for denial of appointment or cause for summary dismissal from the Medical Staff without access to fair hearing processes
I authorize the hospital or any agency designated by the hospital to obtain a criminal background check or procure a consumer report at any time during the appointment/reappointment process or any time thereafter. 
I acknowledge any and all provisions in the Medical Staff Bylaws for release and immunity from civil liability.

I pledge to provide continuous care to my patients. 

I acknowledge that I have received a copy of, have read, understand, and have been oriented to the St. Joseph’s Hospital  Medical Staff Bylaws, General Rules and Regulations, and Departmental Rules and Regulations.

__________________________________

_________________________________________

Date





Signature

_________________________________________







Print Name Here
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MEDICAL STAFF DEPARTMENT

350 W. Thomas Road Phoenix, AZ 85013

Phone: (602) 406-5055 Fax: (602) 294-5788
CONTINUING MEDICAL EDUCATION SUMMARY

Every calendar year, each person holding an active license to practice medicine in this State shall complete 20 hours of continuing medical education required by A.R.S. 32-1434.  Please list below or attach a complete list of continuing medical education programs attended during the past two (2) years.

Make sure you include those hours that are

specifically related to the clinical privileges you are requesting.

	Seminar / Program Name
	
	Total Number 

of Hours

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


(Attach a separate sheet if additional space is needed.)

	
	
	

	Date
	
	Signature



	
	
	Print Name Here
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St. Joseph’s Hospital – Phoenix & Westgate

MEDICAL STAFF DEPARTMENT

350 W. Thomas Road Phoenix, AZ  85013

Phone: (602)406-5055 Fax: (602)294-5788
Corina.orama@dignityhealth.org

REQUEST FOR INTERIM PRIVILEGES APPLYING 

FOR MEMBERSHIP ON THE MEDICAL OR AFFILIATED STAFF

(This practitioner has a completed and verified application currently being processed for St. Joseph’s Hospital.  In accordance with the Medical Staff Bylaws, this practitioner may be granted interim privileges pending approval of application by the Department Chair (or designee), Credentials Committee, Medical Executive Committee, and Board of Directors.  All interim privileges are granted with supervision as outlined in the departmental Rules and Regulations.)

PRACTITIONERS WILL BE NOTIFIED, IN WRITING, 

BY THE MEDICAL STAFF SERVICES DEPARTMENT, 

WHEN INTERIM PRIVILEGES HAVE BEEN GRANTED.
Name (Please Print)_________________________________________________________________________

Local Office Street Address _________________________________________________________________

	City
	
	
	State
	
	
	Zip Code
	


Specialty___________________________________________________________________________________

Local Organization (i.e., Affiliation, Group Name)_____________________________________________

Local Office Telephone (                     )_________________  Email: ____________________________________
Local Fax Number (

     ________________________________________________________________

______________________

___________________________________________________________

Date






Practitioner’s Signature

APPROVALS 

______________________

__________________________________________________________

Date




Signature, Department Chair / Section Chief/Designee
______________________

__________________________________________________________

Date





Signature, CEO/Designee
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CRITERIA TO APPLY FOR LASER PRIVILEGES: 

· Physician must provide documentation showing certification from a laser course which includes didactic material on safety, application, and clinical experience with specialized laser surgery and hands-on laboratory experience for each type of laser that will be used, or demonstrate successful completion of a residency or fellowship training program which included laser training; AND

· Physician must have performed a sufficient number of procedures during the past 12 months.  (This number will be determined by the appropriate department); AND

· Physician must agree to comply with the Hospital Laser Policy and any laser safety requirements of the Laser Safety Committee.

	REQUESTED
	QUALIFIED PRACTITIONERS ARE ELIGIBLE TO APPLY FOR THE FOLLOWING LASER PRIVILEGES.
	APPROVED
	NOT APPROVED

	YES            NO
	Please estimate the # of cases you have performed at all your facilities, for initial appointment or reappointment (every two years).

                                    
         Estimated #          Estimated #
	
	

	
	
	
	Initial Total
	Per Reappt


	
	

	
	
	ARGON
	1
	1
	
	

	
	
	CO2
	1
	1
	
	

	
	
	HOLMIUM
	1
	1
	
	

	
	
	Nd: YAG
	1
	1
	
	

	
	
	KTP: YAG and Others
	1
	1
	
	

	
	
	PVP 
	1
	1
	
	

	
	
	DIODE & AURA XP
	1
	1
	
	

	
	
	DIODE-1470nm
	1
	1
	
	

	
	
	OTHER
	
	
	
	

	
	
	
	



__________________________________________________

_____________________


Practitioner’s Signature





Date


I hereby certify that I have reviewed the privilege request and feel the Practitioner is qualified to perform the privileges as 
designated above.


__________________________________________________

______________________


Signature






Date
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HIPAA Training Handbook for the Medical Staff
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Vice Pre51dent/Publ|sher
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St. Joseph’s Hospital – Phoenix & Westgate


 ATTESTATION

FLU VACCINATION, TB SKIN TEST

& OTHER IMMUNIZATIONS

Return to Medical Staff Services – fax 602-294-5788 or scan to corina.orama@dignityhealth.org

The Arizona Department of Health Services (DHS) requires each medical staff and allied health staff member to provide evidence of freedom from infectious pulmonary tuberculosis at least once every twenty-four (24) months or more often as required by the hospital’s infection control committee.  This evidence of freedom from infectious pulmonary tuberculosis can be established by:

(a) 
A negative Mantoux skin test; 

(b) 
A negative chest x-ray; or 

(c) 
If the medical staff/allied health staff member has had a positive Mantoux skin test, another physician’s statement that he or she is free from infectious pulmonary tuberculosis.

DHS will accept a medical staff or allied health member’s attestation that he or she is free from infectious pulmonary tuberculosis and if able to provide one of the types of evidence listed above, should it be requested.  If a medical staff or allied health member signs this attestation and cannot provide evidence upon request, DHS has indicated that it will report the physician to AMB/OBEX or the appropriate licensing board.

I attest that I was evaluated for infectious pulmonary tuberculosis in:  Month/Year _______________________  

If asked to, I can provide the following evidence to demonstrate that I am free from infectious pulmonary tuberculosis:

 FORMCHECKBOX 
 A negative Mantoux skin test;

 FORMCHECKBOX 
 A negative chest X-ray; or

 FORMCHECKBOX 
 Although I had a positive Mantoux skin test, I have another physician’s statement that I am free from infectious pulmonary tuberculosis.

I also attest that I have had the following diseases or immunizations for the same:





Immunization(s)
  Positive Titer
History of Disease

Chicken Pox




 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Hepatitis B




 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 

MMR/Measles, Mumps, Rubella

 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
 If born prior to 1957, positive titer is required

Annual Flu Vaccination
 FORMCHECKBOX 
  Month/year administered___________
Decline Flu Vaccination


 FORMCHECKBOX 

If decline, check one:   FORMCHECKBOX 
 Medical Contraindication  FORMCHECKBOX 
 Religion  

If you decline the Annual Flu Vaccination, you should check the declination box and sign this form (legibly) as a declination.  You may be contacted to ensure that you intend to wear a mask during flu season.  Failure to obtain an Annual Flu Vaccination or wear a mask may result in voluntary resignation from the Medical or Allied Health Staff.  

	
	
	

	Print name legibly
	
	Date


Flu Vaccinations and TB Skin Tests are available at no charge to members of the Medical and Allied Health Professional Staff.  Other Vaccines and titers can be obtained for a nominal fee.  Contact Employee Health at 602.406.3172 for questions regarding TB or vaccines.  
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	Physician/AHP Practice Information

Practice Name: ____________________________________________

Physician/AHP Name: _______________________________________

Street:___________________________________________________

City: ___________________________ State: _____ Zip: ________

Email: __________________________________________________

Telephone:_______________________________________________


	Medical Staff Services Office

Facility
 Name:_St Joseph Hospital & Medical Ctr 
Contact name: ____________________________________________

Email: __________________________________________________

Telephone:_______________________________________________



Exhibit A

Memorandum of Understanding

Independent Physician/AHP

The undersigned physician (hereinafter referred to as “you” or “your”) wishes to have access to and use of the undersigned medical facility (“Medical Facility”) and Dignity Health network, which may include, as applicable, Intranet, Extranet, or audio/video/PDA/telecommunication devices, desktops and laptops (the “Network”). By granting you such access, you may be able to view or copy confidential or privileged patient-related information that is electronically stored and made available to health care professionals.

As a condition of receiving access to the Network, you acknowledge and agree as follows:

1. Information that you seek through the Network shall be limited solely to that of patients who are being cared for by both you and the Medical Facility.

2. You shall limit your use of the information obtained from the Network (the “Information”) solely to providing health care services to the patient to whom it relates. Where specifically permitted by the Medical Facility, you and your business associate, as defined in the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”), may also use the Information for obtaining payment for your services and for certain health care operations as permitted under HIPAA. You shall not use the Information for any other


purpose nor disclose Information relating to a particular patient to any third party without the written


authorization of said patient.

3. You agree to undertake a reasonable degree of care to protect the Information considering its confidential and privileged nature, which care shall not, in any event, be less than that required by law and by Network Usage Policy for Providers Not Employed by Dignity Health policy (“NUPP”), a copy of which is attached.

4. You have read and understand the NUPP, and agree that, in addition to the requirements herein, the NUPP also governs your access to and use of the Network. Any revisions to the NUPP, which may be necessary from time to time, will be readily available to you on the Network for your review.

5. Your Network user ID and password is unique to you and at no time shall you share with or otherwise disclose either of them to any other individual in your office or elsewhere. You agree to immediately report to Medical Facility the disclosure or loss of your user ID or password, or its inappropriate use.

6. If you or your medical practice is a covered entity under HIPAA, you acknowledge you are separately and solely responsible for protecting any protected health information while it is being viewed or if copied or downloaded using your User ID and password.

7. For the purpose of Medical Facility’s compliance with HIPAA, and security and integrity of the Network and the information therein, the Medical Facility and Dignity Health will electronically monitor, record and audit your Network activity. Nevertheless, you should not and cannot rely on such monitoring, recording, or auditing to electronically prohibit inappropriate use of your user ID or password by either you or another individual.

ACCEPTED AND AGREED TO:

By:_________________________________________________ Date: _______________________________________________

(signature of Practitioner identified above)

Approved:___________________________________________  Date: _______________________________________________
(signature of Medical Staff Services Professional identified above)
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MEDICAL STAFF SERVICES DEPARTMENT

CONFIDENTIALITY AGREEMENT REGARDING PEER REVIEW ACTIVITIES
 MEDICAL  & ALLIED HEALTH STAFF

As a member of the Medical or Allied Health Staff who is involved in the evaluation and improvement of the quality of patient care rendered at St. Joseph’s Hospital  (e.g., medical staff officer, department chair, section chief, committee chair or member, or an individual physician assisting a peer review committee), I recognize that I will be provided with, and have access to confidential information regarding physician and other practitioner credentialing, quality assessment, and peer review activities.

I understand the vital importance of maintaining all such information, and any and all discussions and deliberations regarding the same, in strict confidence.  I agree not to discuss or disclose confidential information outside of appropriate meetings, except in the following very limited circumstances:  (1) when the disclosures are to an officer or other member of the Hospital medical, administrative or nursing staff and (2) when such disclosures have been authorized, in writing, by the Hospital's Chief Executive Officer or Chief of Staff after consultation with the Hospital's legal department. Arizona Revised Statute 36-445-01
I understand that a breach of this Agreement may compromise the confidentiality of such information, may subject it to legal discovery and may subject me to disciplinary action.   I agree to return all material constituting or containing confidential information and to not appropriate, reproduce or disclose such information.

I have read the above Agreement and have had the opportunity to ask any questions that I may have had.  I understand and agree to comply with this Agreement.

	Practitioner’s Name       (Please Print Legibly)


	Practitioner’s Signature
	Date


I have reviewed this Agreement and the person has indicated his/her understanding of this Agreement by his/her signature.

	Witness’ Signature
	Date
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St. Joseph’s Hospital and Medical Center
St. Joseph’s Westgate Medical Center
RE: __________________________________

Please print complete name
Dear Practitioner, 

We are requesting your signature below so that we may scan it into our Credentialing Database for the pharmacy to view online.  

Please do not hesitate to contact the Credentials Office for any questions you may have 602.406.5055.   Thank you for your assistance in regards to this request.

	X_____________________________________________________

Signature required
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St. Joseph’s Hospital Phoenix & Westgate

□ St Joseph’s Hospital & Medical Center Phoenix Campus
□ St Joseph’s Westgate Medical Center Campus

□ Chandler Regional Medical Center or Mercy Gilbert Medical Center (For Employed Practitioners Only)
        *Voluntary Staff must contact East Valley Hospitals directly
□ University of Arizona Cancer Center (UACC)

NOTICE OF APPLICATION FEE
	Please make check payable to:


St. Joseph’s Hospital

In the amount of $100.00

Or

Credit Card Payment

Online at

http://bit.ly/1KsrmEC
In the amount of $100.00




Include your check when you return your completed application packet to the Credentials Office. Once payment has been received, processing of your application will begin. The application fee is non-refundable.
CREDENTIALS OFFICE

Corina Orama, CPCS



Sandy Richmond
Corina.Orama@dignityhealth.org


Sandy.Richmond@dignityhealth.org
602-406-5055




602-406-3108

602-294-5788 fax




602-798-0667 fax




St. Joseph’s Hospital & Medical Center



Attn: Medical Staff Services/Cred
‘s Dept.



350 West Thomas Rd





Phoenix, AZ   85013



Welcome to St. Joseph’s Hospital and Medical Center!

Here at Dignity Health, we have developed an app to enhance mobile collaboration.  It is called the OnePass Secure Messaging app.  We encourage all of our credentialed providers to register as they come on board.  By doing so, you become connected to more than 2000 of your colleagues in a secure, HIPAA-compliant environment where you can openly share images and PHI and collaborate on patient cases.

We have also virtualized the calendars for physicians taking call.  This app is integrated with the web-based system that generates those consults.  As a result, you can elect to receive secure messages for consults and call rather than (or in conjunction with) designating a contact number for taking those calls.

We are excited to offer this secure messaging app for you.  Simply visit the App store or Google Play Store and download the free mobile app ‘OnePass’ (all one word) to begin.  You can use the attached tip sheet to navigate the registration process.  If you have any questions, please email Team Connect at DignityHealth-TeamConnect@dignityhealth.org
Thank you!
OnePass Provider Self-Registration
**First you need to download the OnePass app from the App Store or Google Play**

Use of the OnePass mobile application is for collaboration purposes and is not intended to replace any elements of EHR documentation. 
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Forgot your username and password?
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Once you submit your request for community access, we will be notified for approval.  Until you are approved, you will not see any users available in your roster.  This is normal.  

St. Joseph’s Hospital – Phoenix & Westgate
	TELEMEDICINE PRIVILEGES
Telemedicine privileges are available to qualified practitioners who can demonstrate competency and training/experience as required below.  




Telemedicine

Includes: History Taking; Visual Inspection; Imaging and Other Laboratory Study Review with Patient/Family; Digital Stethoscope; Otoscopy.  

Criteria to apply for privileges:

· The applicant must be a MD; DO; DDS; PA; or NP; AND
·  Practitioner must hold privileges at SJH or Westgate in order to practice Telemedicine.

Criteria to maintain privileges at reappointment:

To maintain Telemedicine Core privileges, no minimum number of patient encounters is required.  Reappointment is based on the unbiased, objective results of care according to performance indicators.

	REQUESTED
	QUALIFIED PRACTITIONERS ARE ELIGIBLE TO APPLY FOR TELEMEDICINE PRIVILEGES.
	APPROVED
	NOT APPROVED

	YES              NO
	
	
	

	
	
	TELEMEDICINE
	
	

	
	
	
	


_____________________________________

_____________________

Applicant’s Signature






Date
I hereby certify that I have reviewed the privilege request and feel the applicant is qualified to perform the privileges as designated above.

________________________________

___________________________

Chair’s Signature






Date

          ST. JOSEPH’S HOSPITAL – Phoenix & Westgate

MEDICAL STAFF SERVICES DEPARTMENT

          350 W. Thomas Road  Phoenix, AZ  85013

     Phone:  (602) 406-7739  Fax:  (602) 294-5788
Allied Health Professional
SPONSORING/SUPERVISING PHYSICIAN AGREEMENT
I understand and concur that the Allied Health Professional who is employed by me or who has contracted with me or who otherwise works under my supervision and who is applying for privileges to provide patient care services at SJPHX/W may not provide such services in the Hospital(s) until the entire process of application, verification, supervision and/or training is completed and approved by the Medical Staff and the Board of Directors.  

As the sponsoring/supervising physician for the below named Allied Health Practitioner, I agree to the following:

· As Sponsoring Physician, I agree to accept the legal responsibility for the acts of the Allied Health Professional in his/her provision of patient care services at St. Joseph’s while under my direction; AND
· On an annual basis or when requested, I will provide an evaluation and assessment of the abilities, current competence, and skills of the AHP as required by hospital and medical staff policies; AND
· I agree to notify St. Joseph’s immediately if the AHP leaves my employ or our contract or collaboration is terminated; AND
· I have reviewed the scope of practice and confirm that the AHP named below is competent to perform all duties and tasks as indicated.

Please check as indicated
 FORMCHECKBOX 
  I agree to provide evidence of current liability insurance covering the Allied Health Professional provision of patient care         services in the Hospital.

 FORMCHECKBOX 
  The Allied Health Professional has or will provide proof of his/her own current liability insurance coverage.

 FORMCHECKBOX 
  The AHP is Employed by Dignity Health with Dignity Health Trust liability insurance.

 FORMCHECKBOX 
  For Physician Assistant(s) – I attest that I have a Delegation Agreement between myself and the PA kept at my practice        site and updated annually.







​






_____________
Signature of □Sponsoring/□Supervising Physician
 (check the appropriate relationship box)              Date

  



​​​________



                       ____​ _____
_____________
Printed Name of Physician









__




_________________________________



_____________
Name of Allied Health Professional

LASER PRIVILEGES





Laser privileges are available to qualified practitioners who can demonstrate competency and training/experience as required below.  The Practitioner must have interventional privileges in his/her specialty prior to requesting laser privileges.





Dignity Health Arizona 


OnePass Secure Messaging








SUPPORT INFORMATION


Email: arizonacc@dignityhealth.org





SITE               CODE





SJHMC          	1078   


CRMC   	1084


MGMC	1085


SJWG	1096
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