DECATUR COUNTY MEMORIAL HOSPITAL

CLINICAL PRIVILEGES IN OPTOMETRY
NAME:_________________________________________DATE:__________________

QUALIFICATIONS:  To be eligible for core privileges in optometry, the practitioner must meet the following qualifications:

BASIC EDUCATION: O.D.
MINIMAL FORMAL TRAINING: Completion of an approved school of optometry program and successful completion of an approved post-graduate program of at least one (1) year approved by the Council on Optometric Education - or- Current certification by the Indiana Optometric Board or active participation in the examination process leading to certification by the relevant American Optometric Board.
EXPERIENCE: Applicants for initial appointment must provide documentation of active practice or training during the previous two years. 

REAPPOINTMENT REQUIREMENTS: Current demonstrated competence and an adequate volume of current experience (as specified in the ADMINISTRATION Medical Staff Credentialing Process) with acceptable results in the privileges requested for the past 24 months based on results of quality assessment/improvement activities and outcomes.  Evidence of current ability to perform privileges requested is required of all applicants for renewal of privileges. 

Note: If any privileges are covered by an exclusive contractual arrangement, physicians who are not party to the contract are not eligible to request the privilege(s) regardless of education, training and experience.

	  Requested
	CORE PRIVILEGES

	Requested

     
	Consult, evaluate, diagnose and recommend diagnostic, preventative, and therapeutic eye care to patients of all ages, except as specifically excluded from practice, to treat various conditions of the eye.  Privileges include consultation on general optometrics, emergency eye care, and use of pharmaceuticals for the treatment of eye disease (as permitted by the State of Indiana, optometric specialty areas such as fitting contact lenses, treating low vision and providing vision therapy services.
· All orders for treatment, medication, etc. must have the approval of the attending physician.  The attending physician is directly responsible for the care of his patient.


ACKNOWLEDGEMENT OF PRACTITIONER

I have requested only those privileges for which, by education, training, current experience, and demonstrated performance, I am qualified to perform, and that I wish to exercise at Decatur County Memorial Hospital.

Signed:_________________________________________Date:____________________




( Found qualified for privileges requested.


( Modifications recommended as follows:_________________________________





_________________________________________________________________








___________________________________________       __________________


Department Chair						    Date
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