The University of Toledo Medical Center
Delineation Of Privileges
CLINICAL PRIVILEGES - Psychiatry
Provider Name:  


	Privilege
	Reqstd
(check)




	Credentials Committee Date: ________________________                    Board Approval Date: _______________________

Medical Executive Committee Date: ___________________                    Effective Date: ____________________________
_________________________________________________________________________________________________________

	
	

	CLASS I: GENERAL PRIVILEGES: PSYCHIATRISTS

These would be granted to members of the Psychiatry Service who have demonstrated by training, experience, licensure, and/or certification, the ability to practice the specialty of general psychiatry. Patient management of children and adolescents would require a level of training, experience, licensure and/or certification to practice the specialty of child psychiatry.

	
	

	Privileges Requested:

	
	

	Diagnostic Interviewing

	
	

	001 Diagnostic Inteviewing - Adults

	___
	

	001a Diagnostic Interviewing - Geriatric


	___
	

	002 Diagnostic Interviewing - Adolescents

	___
	

	003 Diagnostic Interviewing - Children

	___
	

	Hospital Consultation

	
	

	004 Hospital Consultation - Adults

	___
	

	004a Hospital Consultation - Geriatric


	___
	

	005 Hospital Consultation - Adolescents

	___
	

	006 Hospital Consultations - Children

	___
	

	Community Consultation (schools, agencies, courts, etc.)

	
	

	007 Community Consultation (schools, agencies, courts, etc.) - Adults

	___
	

	008 Community Consultation (schools, agencies, courts, etc.) - Adolescents

	___
	

	009 Community Consultation (schools, agencies, courts, etc.) - Children

	___
	

	Individual Psychotherapy

	
	

	010 Individual Psychotherapy - Adults

	___
	

	010a Individual Psychotherapy - Geriatric


	___
	

	011 Individual Psychotherapy - Adolescents

	___
	

	012 Individual Psychotherapy - Children

	___
	

	013 Play Therapy with Children

	___
	

	014 Emergency Intervention

	___
	

	Pharmacologic Treatment

	
	

	015 Pharmacologic Treatment - Adults

	___
	

	016 Pharmacologic Treatment - Adolescents

	___
	

	15a - Pharmacologic Treatment - Geriatric


	___
	

	017 Pharmacologic Treatment - Children

	___
	

	018 Conjoint (couples) Therapy

	___
	

	019 Family Therapy

	___
	

	Group Therapy

	
	

	020 Group Therapy - Adults

	___
	

	20a - Group Therapy - Geriatric


	___
	

	021 Group Therapy - Adolescents

	___
	

	022 Group Therapy - Children

	___
	

	Inpatient (milieu) Management

	
	

	023 Inpatient (milieu) Management - Adults

	___
	

	024 Inpatient (milieu) Management - Adolescents

	___
	

	023a - Inptient (milieu) Management - Geriatric


	___
	

	025 Inpatient (milieu) Management - Children

	___
	

	Behavior Therapy

	
	

	026 Behavior Therapy - Adults

	___
	

	26a - Behavioral Therapy - Geriatric


	___
	

	027 Behavior Therapy - Adolescents

	___
	

	028 Behavior Therapy - Children

	___
	

	Biofeedback Therapy

	
	

	029 Biofeedback Therapy - Adults

	___
	

	030 Biofeedback - Adolescents

	___
	

	031 Biofeedback - Children

	___
	

	Hypnosis

	
	

	032 Hypnosis - Adults

	___
	

	033 Hypnosis - Adolescents

	___
	

	034 Hypnosis - Children

	___
	

	Electroconvulsive Therapy

	
	

	035 Electroconvulsive Therapy - Adults

	___
	

	036 Electroconvulsive Therapy - Adolescents

	___
	

	035a - Electroconvulsive Therapy - Geriatric (if applicable)


	___
	

	037 Electroconvulsive Therapy - Children

	___
	

	038 Other: ____________________________________________________________________



Signed: ___________________________________________________   Date: ____________
                                       (Physician)

	___
	

	CLASS II: PSYCHOLOGISTS

These privileges would be granted to the psychology members of the Psychiatry Service who have demonstrated by education, training, experience, and licensure the ability to practice psychology, i.e., the application of psychological procedures to assessment, diagnosis, prevention, treatment or amelioration of psychological problems or emotional disorders of individuals (or groups).

	
	

	Privileges Requested

	
	

	Psychological Assessment

	
	

	039 Psychological Assessment - Adults

	___
	

	040 Psychological Assessment - Adolescents

	___
	

	041 Psychological Assessment - Children

	___
	

	Neuropsychological Assessment

	
	

	042 Neuropsychological Assessment - Adults

	___
	

	043 Neuropsychological Assessment - Adolescents

	___
	

	044 Neuropsychological Assessment - Children

	___
	

	Individual Psychotherapy

	
	

	045 Individual Psychotherapy - Adults

	___
	

	046 Individual Psychotherapy - Adolescents

	___
	

	047 Individual Psychotherapy - Children

	___
	

	048 Conjoint (couples) Therapy

	___
	

	049 Play Therapy with Children

	___
	

	050 Family Therapy

	___
	

	051 Emergency Intervention

	___
	

	Inpatient (milieu) Management

	
	

	052 Inpatient (milieu) Management - Adults

	___
	

	053 Inpatient (milieu) Management - Adolescents

	___
	

	054 Inpatient (milieu) Management - Children

	___
	

	Hypnosis

	
	

	055 Hypnosis - Adults

	___
	

	056 Hypnosis - Adolescents

	___
	

	057 Hypnosis - Children

	___
	

	Consultation

	
	

	058 Consultation - Hospital

	___
	

	059 Consultation - Community

	___
	

	Behavior Therapy

	
	

	060 Behavior Therapy - Adults

	___
	

	061 Behavior Therapy - Adolescents

	___
	

	062 Behavior Therapy - Children

	___
	

	Sleep Disorders Assessment and Therapy

	
	

	063 Sleep Disorders Assessment and Therapy - Adults

	___
	

	064 Sleep Disorders Assessment and Therapy - Adolescents

	___
	

	065 Sleep Disorders Assessment and Therapy - Children

	___
	

	066 Other:__________________________________________________________________

	___
	

	Signed: ___________________________________________________   Date: ____________
                                       (Psychologist)

	
	

	My initials below signify that I would like review of this request for privileges within my Service by the Psychology Section Head.
Service Chief Initials:_______

	
	

	*My signature below signifies that I have reviewed this request for privileges within my Section and certify that he/she is competent to fullfill the obligations of medical staff membership at The University of Toledo Medical Center and the privileges I have recommended. I, also, certify that this applicant/medical staff member's health status will allow him/her to provide quality health care at our hospital.


Signed: ___________________________________________________   Date: ____________
                                       (Psychology Section Head)

*If Applicable

	
	

	CLASS III: SOCIAL WORK AND MENTAL HEALTH COUNSELORS

These privileges would be granted to social workers or mental health counselors in the Psychiatry Service who have demonstrated by education, training, experience, certification and licensure the ability to practice social work or mental health counseling.

Privileges Requested

	
	

	067 Diagnostic Interviewing - Adults

	___
	

	068 Diagnostic Interviewing - Adolescents

	___
	

	069 Diagnostic Interviewing - Children

	___
	

	Community Consultation (schools, agencies, courts, etc.)

	
	

	070 Community Consultation (schools, agencies, courts, etc.) - Adults

	___
	

	071 Community Consultation (schools, agencies, courts, etc.) - Adolescents

	___
	

	072 Community Consultation (schools, agencies, courts, etc.) - Children

	___
	

	Individual Psychotherapy

	
	

	073 Individual Psychotherapy - Adults

	___
	

	074 Individual Psychotherapy - Adolescents

	___
	

	075 Individual Psychotherapy - Children

	___
	

	076 Play Therapy with Children

	___
	

	077 Emergency Intervention

	___
	

	078 Conjoint (couples) Therapy

	___
	

	079 Family Therapy

	___
	

	Group Therapy

	
	

	080 Group Therapy - Adults

	___
	

	081 Group Therapy - Adolescents

	___
	

	082 Group Therapy - Children

	___
	

	Behavior Therapy

	
	

	083 Behavior Therapy - Adults

	___
	

	084 Behavior Therapy - Adolescents

	___
	

	085 Behavior Therapy - Children

	___
	

	Biofeedback

	
	

	086 Biofeedback - Adults

	___
	

	087 Biofeedback - Adolescents

	___
	

	088 Biofeedback - Children

	___
	

	Hypnosis

	
	

	089 Hypnosis - Adults

	___
	

	090 Hypnosis - Adolescents

	___
	

	091 Hypnosis - Children

	___
	

	092 Other:__________________________________________________________________



Signed: ___________________________________________________   Date: ____________
                                               (Clinician)

	___
	

	CLASS IV: OTHER MENTAL HEALTH PROFESSIONAL

These privileges would be granted to members of the Psychiatry Service who have demonstrated by education, training, experience and/or certification, and/or licensure the ability to practice as a pastoral counselor , clinical ethicist,biofeedback therapist, speech and language pathologist, reading specialist or other mental health professional.

	
	

	Privileges Requested

	
	

	093 Pastoral Counseling

	___
	

	094 Ethics Consultation

	___
	

	Doctoral degree in ethics-related discipline, i.e., philosophy, theology or medicine with advanced study in clinical ethics or in rare circumstances, a master of Divinity with a concentration on theological ethics and a minimum of three years experience in a clinical setting, e.g., hospital or in ambulatory care. There will be six months of concentrated supervision in providing ethics consultation.

In all instances there will be a six months of concentrated supevision in providing ethics consultation.

	
	

	Speech and Language Assessment and Therapy

	
	

	095 Speech and Language Assessment and Therapy - Adults

	___
	

	096 Speech and Language Assessment and Therapy - Adolescents

	___
	

	097 Speech and Language Assessment and Therapy - Children

	___
	

	Reading Assessment Therapy

	
	

	098 Reading Assessment Therapy - Adults

	___
	

	099 Reading Assessment Therapy - Adolescents

	___
	

	100 Reading Assessment Therapy - Children

	___
	

	Individual Psychotherapy

	
	

	101 Individual Psychotherapy - Adults

	___
	

	102 Individual Psychotherapy - Adolescents

	___
	

	103 Individual Psychotherapy - Children

	___
	

	104 Other:__________________________________________________________________

	___
	

	Signed: ___________________________________________________   Date: ____________
                                                (Clinician)

	
	

	My signature below signifies that I have reviewed this request for privileges within my Service and certify that he/she is competent to fulfill the obligations of medical staff membership at The University of Toledo Medical Center and the privileges I have recommended. I also, certify that this applicant/medical staff member's health status will allow him/her to provide quality health care at our hospital.

Exceptions: 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________



Signed: ___________________________________________________   Date: ____________
                               (Clinical Service Chief)

	
	

	
	
	


__________________________________________________________________________________________

	A – Approved
	N – Not Requested
	P – Proctoring

	L – Limitations/Conditions
	D – Denied
	W – Withdrawn
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