
 

Congregate Living Health Facility 
Physician Application for Clinical Privileges 

 

Section 1. Applicant Information 
• Full Name (Last, First, Middle): _________________________________________ 
• Date of Birth: _____________ SSN (last 4 digits): ___________ 
• Home Address: ________________________________________________ 
• City/State/Zip: ________________________________________________ 
• Phone (Mobile): __________________ Email: ____________________ 
• Emergency Contact (Name/Phone): ________________________________ 

 

Section 2. Professional Identification 
• Medical License Number & State: _________________________________ 
• DEA Registration Number: __________________ Expiration: ___________ 
• Board Certification(s): ____________________________________________ 
• Specialty/Subspecialty Requested: _________________________________ 
• NPI Number: ____________________ 
• CAQH Number (if applicable): ____________________ 

 

Section 3. Education and Training 
• Medical School (Name/Year Graduated): ____________________________ 
• Internship (Location/Dates): _____________________________________ 
• Residency (Location/Dates): ______________________________________ 
• Fellowship(s) (if any): ___________________________________________ 

 

Section 4. Current Practice Information 
• Current Employer/Practice Name: ___________________________________ 
• Practice Address: _________________________________________________ 



• Practice Phone: __________________ Fax: ______________________ 
• Special Procedures performed relevant to CLHF: 

 
 

Section 5. Professional Liability Insurance 
• Carrier: ________________________________________________ 
• Policy Number: __________________________________________ 
• Coverage Limits: _________________________________________ 
• Expiration Date: _________________________________________ 

 

Section 6. Work History (Past 10 Years) 
Provide a chronological list of employment, hospital affiliations, and privileges held. 

• Facility Name / City, State / Dates of Affiliation / Position 
•  
•  

 

Section 7. Requested Privileges at CLHF 
Check all that apply (attach additional sheets if needed): 
☐ General medical management of CLHF residents 
☐ Pain management 
☐ Wound care oversight 
☐ Infectious disease management 
☐ Medication management & prescribing 
☐ Palliative and end-of-life care 
☐ Other (please specify): _____________________________ 

 

Section 8. References 
List three professional references (must be peers familiar with clinical work in the last 2 years): 

1. Name / Specialty / Contact Information 



 

2. Name / Specialty / Contact Information 

 

3. Name / Specialty / Contact Information 

 

 

 

Section 9. Disclosure Questions 
(Please check Yes/No; if “Yes,” explain on a separate page.) 

1. Have you ever been denied clinical privileges, had privileges restricted, suspended, or 
revoked? 
☐ Yes ☐ No 

2. Have you ever been disciplined by a state licensing board or other regulatory agency? 
☐ Yes ☐ No 

3. Have you ever been excluded from participation in Medicare, Medi-Cal, or other 
federal/state programs? 
☐ Yes ☐ No 

4. Do you have any malpractice claims pending or settled in the last 5 years? 
☐ Yes ☐ No 

5. Do you have any health conditions that may impair your ability to safely practice 
medicine? 
☐ Yes ☐ No 

 
 
 
 
 
 
 
 
 
 
 



Section 10. Attestation & Consent 
I certify that the information provided in this application is complete, accurate, and true. I 
authorize the Congregate Living Health Facility to verify all information, including contacting 
licensing boards, educational institutions, employers, professional references, malpractice 
carriers, and the National Practitioner Data Bank. 

I understand that misrepresentation, falsification, or omission may result in denial or termination 
of privileges. 

Signature: ________________________________________ Date: _____________ 
Printed Name: _____________________________________ 

 

Facility Use Only (Credentialing Committee) 
• Application Received: ____________________ 
• Primary Source Verification Complete: ☐ Yes ☐ No 
• Medical Director Review: ☐ Approved ☐ Denied (Reason: _______________) 
• Governing Body Action: ☐ Approved ☐ Denied 
• Privileges Granted (list/attach): _________________________________ 
• Effective Date: _____________ Expiration Date: _____________ 

 
 

  



 

Congregate Living Health Facility 
Physician Delineation of Privileges (DOP) 

 

Physician Name: ____________________________________ 

Specialty: _________________________________________ 

Date: ___________________________ 

 

Core Privileges (Automatically Granted Upon Approval) 

☐ Comprehensive medical assessment and history & physical (H&P) of CLHF residents 
☐ Ongoing medical management of chronic and complex conditions 
☐ Admission, transfer, and discharge planning for CLHF residents 
☐ Prescribing and managing medications (including controlled substances per DEA licensure) 
☐ Coordination of care with nursing, therapy, and consulting specialists 
☐ Documentation in medical record per CLHF policy and CMS regulations 
☐ Ordering and interpreting diagnostic tests appropriate to CLHF level of care 
☐ Participation in interdisciplinary team meetings and care planning 

 

Specialty Privileges (Check if Requested) 

(Privileges may require documentation of training, experience, and competency) 

Pain Management 
☐ Initiation and management of analgesic regimens 
☐ Use of adjuvant medications for neuropathic or chronic pain 

Wound & Skin Care 
☐ Evaluation and management of pressure injuries 
☐ Ordering wound care treatments, dressings, and topical therapies 
☐ Coordination with wound care specialists 



Infectious Disease Management 
☐ Initiation and oversight of antibiotic therapy 
☐ Monitoring of infection control measures 
☐ Clearance/return-to-care decisions for communicable conditions 

Palliative & End-of-Life Care 
☐ Advance care planning and POLST completion 
☐ Symptom management (pain, nausea, anxiety, dyspnea) 
☐ Family conferences and counseling 

Other Requested Privileges 
☐ _________________________________ 
☐ _________________________________ 

 

Procedures (Optional / Case-by-Case Approval) 

☐ Tracheostomy care & management (must show competency) 
☐ PEG tube management & replacement oversight 
☐ IV medication management (per CLHF policies) 
☐ Minor bedside procedures (please specify): ___________________________ 

 

Limitations / Exclusions 

• No major surgery may be performed in a CLHF setting. 
• Procedures requiring general anesthesia or advanced surgical support are excluded. 
• Any high-risk procedures must be referred to an acute care hospital. 

 

 

 

 

 

 



Applicant Attestation 
I request the clinical privileges as indicated above and attest that I have the training, experience, 
and current competence to safely perform them within a Congregate Living Health Facility. 

Physician Signature: ________________________ Date: _____________ 

 

Facility Review and Action 

• Medical Director Recommendation: ☐ Approve ☐ Deny ☐ Modify 
• Governing Body Action: ☐ Approve ☐ Deny ☐ Modify 
• Effective Date: _____________ Expiration Date: _____________ 

Reviewer Signature/Title: ___________________________________________ 

 
 

  



 

Congregate Living Health Facility 
Physician Reappointment / Renewal of Privileges 

 

Section 1. Physician Information 
• Name (Last, First, Middle): _____________________________________ 
• Medical License # and State: ____________________________________ 
• DEA Registration #: __________________ Expiration: ________________ 
• Board Certification(s): _________________________________________ 
• Specialty/Subspecialty: _________________________________________ 

 

Section 2. Current Contact & Practice Information 
• Practice / Employer Name: _______________________________________ 
• Practice Address: _______________________________________________ 
• Phone: _______________________ Email: _____________________ 

 

Section 3. Clinical Activity at CLHF 
• Number of residents managed in past 2 years: _______ 
• Types of cases managed (check all): 

☐ Chronic illness management 
☐ Wound care oversight 
☐ Pain management 
☐ Palliative/end-of-life care 
☐ Infectious disease management 
☐ Other: ________________________ 

 

 

 



Section 4. Competency and Continuing Education 
• Have you maintained current continuing medical education (CME) relevant to your 

specialty? 
☐ Yes ☐ No 

• Have you maintained current BLS/ACLS (if required)? 
☐ Yes ☐ No 

• Provide documentation of CME and certifications with this application. 

 

Section 5. Professional Practice Questions 
(If “Yes,” explain on a separate page.) 

1. Since your last appointment, have you had any restrictions, suspensions, or revocations of 
privileges? 
☐ Yes ☐ No 

2. Have you been subject to any disciplinary action by a licensing board or regulatory 
agency? 
☐ Yes ☐ No 

3. Have you been denied, excluded, or investigated by Medicare, Medi-Cal, or any insurer? 
☐ Yes ☐ No 

4. Have there been any malpractice claims, suits, or settlements? 
☐ Yes ☐ No 

5. Do you have any health conditions that may impair your ability to safely practice? 
☐ Yes ☐ No 

 

Section 6. Requested Renewal of Privileges 

☐ General medical management of CLHF residents 
☐ Pain management 
☐ Wound care oversight 
☐ Infectious disease management 
☐ Palliative/end-of-life care 
☐ Other: _____________________________________ 

 

 



Section 7. Attestation 
I attest that the information provided is accurate and complete. I request reappointment and 
renewal of privileges at the Congregate Living Health Facility. I further agree to abide by facility 
bylaws, policies, and standards of care. 

Physician Signature: __________________________________ Date: _____________ 
Printed Name: ______________________________________ 

 

Section 8. Facility Use Only 

• Medical Director Recommendation: ☐ Approve ☐ Deny ☐ Modify 
• Governing Body Action: ☐ Approve ☐ Deny ☐ Modify 
• Privileges Granted: _____________________________________________ 
• Effective Date: _______________ Expiration Date: _______________ 

Reviewer Signature/Title: __________________________________________ 

 
 

  



 

Congregate Living Health Facility 
Credentialing and Privileging Policy 

 

1. Purpose 
The purpose of this policy is to establish a standardized process for credentialing, privileging, 
and reappointment of physicians providing care at the Congregate Living Health Facility 
(CLHF). This ensures compliance with applicable state and federal regulations, accrediting body 
standards, and promotes safe, competent, and high-quality resident care. 

 

2. Scope 
This policy applies to all physicians and other licensed independent practitioners (LIPs) who 
request clinical privileges at the CLHF. 

 

3. Policy Statement 
• All physicians providing medical services at the CLHF must be appropriately licensed, 

qualified, and granted clinical privileges through the credentialing and privileging 
process. 

• Privileges must reflect the practitioner’s education, training, experience, and current 
competence. 

• Privileges may only be exercised within the scope granted by the Governing Body. 
• Reappointment and privilege renewal must occur at least every two (2) years. 

 

4. Definitions 
• Credentialing: The process of verifying qualifications, licensure, training, and 

competence of a physician. 
• Privileging: The granting of specific clinical responsibilities within the CLHF. 
• Delineation of Privileges (DOP): A formal checklist identifying the clinical services a 

physician is authorized to provide. 



 

5. Procedures 

A. Initial Appointment 

1. Physicians must complete the Physician Application for Clinical Privileges. 
2. Primary source verification will be obtained for: 

o State medical license 
o DEA registration 
o Board certification (if applicable) 
o Education and training 
o Malpractice insurance coverage 
o NPDB (National Practitioner Data Bank) query 

3. The applicant must identify requested privileges using the Delineation of Privileges 
(DOP) Form. 

4. References must be obtained from peers familiar with the applicant’s clinical 
competence. 

B. Review and Approval 

1. The Medical Director reviews the application and makes a recommendation. 
2. The Credentialing Committee (or equivalent) evaluates the physician’s qualifications 

and requested privileges. 
3. The Governing Body grants, denies, or modifies privileges. 
4. Privileges are documented in the physician’s credentialing file. 

C. Reappointment (Every 2 Years) 

1. Physicians must submit the Reappointment / Renewal of Privileges Form. 
2. Facility staff will review: 

o Clinical activity within the CLHF 
o CME / ongoing education 
o Malpractice history since last appointment 
o Any restrictions or disciplinary actions 

3. Privileges will be reviewed and updated on the DOP. 
4. Governing Body grants approval for another 2-year term. 

D. Ongoing Professional Practice Evaluation (OPPE) 

• The CLHF will conduct periodic reviews of physician performance, which may include: 
o Resident outcomes 
o Compliance with policies 
o Quality assurance / performance improvement (QAPI) data 
o Resident/family complaints or compliments 



E. Revocation, Suspension, or Modification of Privileges 

• Privileges may be modified, suspended, or revoked by the Governing Body if: 
o A physician fails to maintain licensure or malpractice insurance 
o Concerns regarding resident safety or competence arise 
o Disciplinary or regulatory actions occur 

 

6. Documentation 
• Credentialing files must be maintained for each physician. 
• Files must include: 

o Initial application 
o DOP form 
o Governing Body approval 
o Reappointment forms 
o Ongoing evaluation data 

• Files are confidential and accessible only to authorized personnel. 

 

7. Governing Body Responsibility 
The Governing Body has the ultimate authority to grant, limit, or revoke clinical privileges at the 
CLHF. 

 

8. Effective Date & Review 
• Effective Date: _____________________ 
• Review Cycle: Annually 
• Approved by Governing Body: _________________________ 
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