* * & * S PLE * & *
* * * CREDENTIALS RANSFER BRIEFT®* * *
FROM: (Sending Facility/Unit, Location)
SUBJECT: Credentials and Privileging Transfer Brief
TO: (Gaining Facility; Ipcation) |
1. COMPLETE NAME, RANK, CORPS, SSAN, CLINICAL SPECIALTY

2. EDUCATION/TRAINING: ‘ COMPLETION DATE PSV*
A. DEGREE: Y/N
B. INTERNSHIP ' Y/N
C. RESIDENCY Y/N
D. FELLOWSHIP Y/N
E. OTHER QUALIFYING TRAINING Y/R

3. LICENSE/CERTIFICATION/REGISTRATION (CURRENT)/EXPIR DATE PSV*

A. Y/N
B. Y/N
4. SPECIALTY/BOARD CERT/RECERT EXPIRATION DATE PSV*
A. Y/N

5. LIFE SUPPORT/READINESS TRAINING EXPIRATION DATE

A. BLS
B. ACLS
C. ATLS
D. PALS
E. NALS

6. CURRENT STAFF APPOINTMENT WITH CLINICAL PRIVILEGES AT SENDING
FACILITY

A. TYPE OF PRIVILEGES AND EXPIRATION DATE
B. PRIVILEGES GRANTED (PRIVILEGE LIST ATTACHED)

7. DATE OF NATIONAL PRACTITIONER DATA BANK QUERY:
INFORMATION PRESENT/ABSENT IN DATA BANK

8. (PROVIDER'S NAME) WILL BE PRACTICING AT YOUR FACILITY ON AN
ONGOING BASIS. PLEASE FORWARD A PERFORMANCE APPRAISAL TO THIS
COMMAND UPON COMPLETION OF THIS ASSIGNMENT OR BEFORE (date) _,
WHICHEVER COMES FIRST. :

*Primary Source Verification
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9. (PROVIDER'S NAME) IS KNOWN TO BE CLINICALLY COMPETENT TO
PRACTICE THE FULL SCOPE OF PRIVILEGES GRANTED AT (SENDING
FACILITY), TO SATISFACTORILY DISCHARGE HIS/HER PROFESSIONAL
OBLIGATIONS, AND TO CONDUCT HIMSELF/HERSELF ETHICALLY, AS
ATTESTED TO BY (NAME AND TELEPHONE NUMBER OF PERSON PERSONALLY
ACQUAINTED WITH THE PROVIDER'S PROFESSIONAL AND CLINICAL
PERFORMANCE). (NAME OF PERSON GIVING RECOMMENDATION) HAS/DOES
NOT HAVE ADDITIONAL INFORMATION RELATING TO (PROVIDER'S NAME)
COMPETENCE TO PERFORM GRANTED PRIVILEGES. [When additional
information exists, the gaining facility must be instructed to
communicate with the point of contact for the purpose of
exchanging the additional information.]

10. PROVIDER'S CF AND THE DOCUMENTS CONTAINED THEREIN HAVE BEEN
REVIEWED AND VERIFIED AS INDICATED ABOVE. THE INFORMATION
CONVEYED IN THIS LETTER/MESSAGE REFLECTS CREDENTIALS STATUS AS OF
{date) . [Choose from the following sentence formats, or
variations thereof, to describe the presence/absence of
additional relevant information in the CF: (a) THE CF CONTAINS
NO ADDITIONAL INFORMATION RELEVANT TO THE PRIVILEGING OF THE
PROVIDER IN YOUR MTF, (b) THE CF CONTAINS ADDITIONAL RELEVANT
INFORMATION REGARDING STATUS OF CURRENT LICENSE, (c) THE CF
CONTAINS ADDITIONAL RELEVANT INFORMATION THAT MAY REFLECT ON THE
CURRENT COMPETENCE OF THE PROVIDER. CONTACT THIS COMMAND FOR
FURTHER INFORMATION BEFORE TAKING APPOINTING AND PRIVILEGING
ACTION. ]

11. POC: NAME, TITLE, PHONE NUMBER, FAX NUMBER

12. (FOR RESERVE OR GUARD HCPS) CURRENTLY HOLDS PRIVILEGES IN
(SPECIALTY) AT (HOSPITAL NAME, ADDRESS). PROVIDER MAY BE REACHED
AT (MAILING ADDRESS, HOME PHONE, OFFICE PHONE).

13. CERTIFIED BY:

COMMANDER DATE
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