	
	Clinical Assistant Privileging Request Form

	 
	 
	 

	          Procedure
	Evaluator/Trainer's Signature
	          Denied

	 
	 
	 

	Nursing abilities
	 
	 

	Nebulizer
	 
	 

	Meter-Dose Inhalers
	 
	 

	Pulse Ox
	 
	 

	Peak Flow
	 
	 

	B/P
	 
	 

	Tympanogram
	 
	 

	Ear Irrigation
	 
	 

	Injections - drawing & injecting
	 
	 

	Suture Removal
	 
	 

	Autoclave
	 
	 

	 
	 
	 

	Well Being
	 
	 

	Glucometer demo.
	 
	 

	PPD
	 
	 

	Hep B
	 
	 

	EPSDT (18 & under)
	 
	 

	Immunizations
	 
	 

	 
	 
	 

	IV's
	 
	 

	Establish IV Access
	 
	 

	Administer Medications per IV
	 
	 

	(for RN's & Certified)

	 
	 

	 EKG
Spirometry
	 
	 

	
	 
	 

	AED
	 
	 

	O2
	
	 

	 
	
	 

	 
	
	 


List Additional Requirements Needed:_________________________________________

I certify that I have no physical or mental conditions that may prevent me from performing the above requested services and procedures in a safe and therapeutic manner.

________________________________     _____________________________________

Clinical Assistant Name (Print)
         Clinical Assistant Signature                Date

________________________________     _____________________________________

Chief Medical Officer Signature

Date
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