
UNIVERSITY OF UTAH HOSPITALS AND CLINICS 
ALLIED HEALTH PRACTITIONER PRIVILEGE DELINEATION FORM 

DEPARTMENT OF_____________________________ 
 

 
Applicant Name: ______________________________ Date of Application:__________ 
 
I request clinical privileges at the University of Utah Hospital and Clinics, as indicated 
below, for a practicing in care of:  pediatric     adult     patients: (category)  
 
GENERAL PRIVILEGES 
1. Physical assessment of patients:  Obtain & document family histories. Perform 
 physical exams & document findings. 
 
2. Establish baseline initial and subsequent diagnosis. Plan, order, implement and  
 Follow-up appropriate treatment regimen: 
 
        Evaluate patients’ presentation and determine differential diagnoses. 
 

Provide patient and family education regarding disease and medicine 
management. 
 
Assess family psychosocial needs related to short term and long term 
diagnosis and prognosis. 
 
Order appropriate treatment & care in accordance with professional and 
approved standards of practice. 

 
3. Order tests appropriate to diagnosis and care and in accordance with approved  

standards of practice: 
 (check all that apply) 

a. ______lab tests; blood, body fluids  
b. ______x-rays 
c. ______echocardiography 
d. ______electrocardiograph 
e. ______CT scans, MRI’s 
f. ______ultrasonography 
g. _________________________________________ 
h. _________________________________________ 

 
4. Perform therapeutic/diagnostic procedures, within approved 
 Guidelines and as indicated by attached validations of competency: Independent Supervised 
 
      a.________________________________________________________________________________ 
      b.________________________________________________________________________________ 
      c.________________________________________________________________________________ 
      d.________________________________________________________________________________ 
      e.________________________________________________________________________________ 
      f.________________________________________________________________________________ 
 (Privileges marked “independent” or “supervised” must match those on the corresponding procedure log.) 
 
5. Medication orders: 



 a.    May reorder current meds upon admission based on patients’ medication “journal” or                   
         established individual regimen as appropriate. 
  
 b.    In consultation with attending physician and in accordance with the approved  

standards of  care, orders oral, parental and local medications appropriate to the care 
of patients. 

 
 c.      Prescriptive license: 
  Practitioner may prescribe medication as authorized by Utah law. 
 
  Prescriptive practice license?  Yes No 
  DEA     Yes No 
 
6. Emergency Care: 
 a. Initiation of lifesaving procedures according to ACLS standards to include CPR 
  administration of emergency drugs, defibrillation/cardioversion, and  
  establishment of IV’s. 
 
7. Discharge planning in conjunction with attending physicians and nursing staff: 
  

a. Makes referrals to home care. 
b. Referrals to extended/skilled nursing care facilities. 
c. Prescription of medica supplies for home care durable medical equipment. 

 
8. Other       Independent  Supervised 
 a._______________________________________ __________  _________ 
 b._______________________________________   __________  _________ 
 c._______________________________________   __________  _________ 
 d._______________________________________   __________  _________ 
 e._______________________________________    __________  _________ 
 
APPROVALS 
 
________________________________________  _________________________ 
Supervising/Consulting Physician    Date 
 
________________________________________  _________________________ 
Department Chair      Date 
 
________________________________________  _________________________ 
Interdisciplinary Credentials Committee    Date 
 
________________________________________  __________________________ 
Medical Credentials      Date 
 
________________________________________  __________________________ 
Medical Board       Date 
 
_____________________________________  _________________________ 
Hospital Board      Date 
 
 


