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University of Utah Hospitals and Clinics  
Thoracic and Cardiovascular Surgery 

DELINEATION OF PRIVILEGES  
PRIVILEGES REQUEST FORM 

   
   PRIVILEGES   
    
Please check all that apply to your scope of practice.  
 
I.  General Privileges 
 ___ Outpatient General Clinical Privileges Customary to the Practice of Thoracic and Cardiovascular 

Surgery 
 ___ Inpatient General Clinical Privileges Customary to the Practice of Thoracic and Cardiovascular 

Surgery  
 
II.  Specific Privileges  
Endoscopy 
 ___ Diagnostic 
 ___ Therapeutic 
 ___ Foreign Body Work 
 ___ Other ____________________________________________________________________ 
 
Chest Wall Surgery 
 ___ Collapse Procedures  
 ___ Reconstructive Procedures  
 ___ Other ____________________________________________________________________  
 
Pulmonary Surgery 
 ___ Total and Subtotal Resection 
 ___ Pleural Procedures  
 ___ Other ____________________________________________________________________ 
 
Esophageal Surgery 
 ___ Reconstructive 
 ___ Excisional 
 ___ Manipulation and Dilation 
 ___ Other ____________________________________________________________________ 
 
Diaphragmatic Surgery 
 ___ Diagphragmatic 
 ___ Other ____________________________________________________________________ 
 
Vascular Surgery 
 ___ Aortic Excisional, Replacement and Reconstrcution  
 ___ Peripheral Arterial Recontstructional Work 
 ___ Aortography  
 ___ Angiocardiography  
 ___ Aortic and Pulmonary Vascular Reconstruction for Congenital Defects  
 ___ Other ____________________________________________________________________ 
 
Cardiac Surgery 
 ___ Without Cardiopulmonary Bypass  
 ___ With Cardiopulmonary Bypass  
 ___ Other ____________________________________________________________________ 
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Procedures Not Listed Above 
 ___ Heart Transplant 
 ___ Lung Transplant 
 ___ Thoracoscopy 
 ___ Conscious Sedation 
 ___ Other_________________________________ 
 ______________________________________________________________________________ 
 

SIGNATURES AND RECOMMENDATIONS 
 
_________________________________________________ 
Applicant Signature                               DATE 
   
_________________________________________________ 
Department Head      DATE 
 
_________________________________________________ 
Chair, Medical Board      DATE 
 
_________________________________________________ 
Chair, Governing Body     DATE 
 
 


