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CLINICAL PRIVILEGES - NEUROLOGIC SURGEON
AUTHORITY:  Title 10, U.S.C. Chapter 55, Sections 1094 and 1102.
PRINCIPAL PURPOSE:
  To define the scope and limits of practice for individual providers.  Privileges are based on evaluation of the individual's credentials and performance.
ROUTINE USE:  Information on this form may be released to government boards or agencies, or to professional societies or organizations, if needed to license or monitor
professional standards of health care providers.  It may also be released to civilian medical institutions or organizations where the provider is applying for staff privileges
during or after separating from the Air Force.
DISCLOSURE IS VOLUNTARY:  However, failure to provide information may result in the limitation or termination of clinical privileges.
INSTRUCTIONS
APPLICANT
:
  In Part I, enter Code 1, 2, or 4 in each  REQUESTED block for every privilege listed.  This is to reflect current capability and should not consider
any known facility limitations.  Sign and date the form.  Forward the form to your Clinical Supervisor.  
(Make all entries in ink.)
CLINICAL SUPERVISOR
:  
In Part I, using the facility master privileges list, enter Code 1, 2, 3, or 4 in each 
VERIFIED
 block in answer to each requested privilege.
In Part II, check appropriate block either to recommend approval, to recommend approval with modification, or to recommend disapproval.  Sign and date the
form.  Forward the form to the Credentials Function.  
(Make all entries in ink.)
CODES
:  1.  Fully competent within defined scope of practice.  
(Clinical oversight of some allied health providers is required as defined in 
AFI
 44-119.)
  2.  Supervision required.  
(Unlicensed/uncertified or lacks current relevant clinical experience.)
3.  Not approved due to lack of facility support.  
(Reference facility master privileges list.)
4.  Not requested/not approved due to lack of expertise or proficiency, or due to physical disability or limitation.
CHANGES
:  
Any change to a verified/approved privileges list must be made in accordance with AFI 44-119.
NAME OF APPLICANT 
(Last, First, Middle Initial)
NAME OF MEDICAL FACILITY
I.
LIST OF CLINICAL PRIVILEGES - NEUROLOGIC SURGEON
Requested    Verified
Requested    Verified
F.  INTERVERTEBRAL BODY FUSION AND RESECTION
A.  CRANIUM
1.  Craniotomy or craniectomy 
(including bur holes) for:
1.  Cervical disc disease, trauma, infection, and
neoplasm
a. Biopsy or removal of tumor of skull,
meninges, cranial nerves or brain
2.  Thoracic and lumbar spine trauma, infection,
and neoplasm
b. Repair or intracranial aneurysm or
arteriovenous malformation
3.  Lumbar or thoracic disc disease
4.  Spinal instrumentation
c. Repair of skull fracture and penetrating
head trauma
G.  VASCULAR DISEASE 
(Other than those under
Craniotomy and Spine) - Carotid endarterectomy
d. Removal of epidural, subdural, and
intracerebral hematoma
H.  SYMPATHECTOMY - CERVICAL, THORACIC, AND
LUMBAR
e.  Drainage or excision of cyst
f.  Biopsy of brain for diagnostic procedure
I.  PERIPHERAL NERVE
g.  Microvascular decompression
1.  Exploration
h.  Decompression of congenital abnormalities
2.  Nerve graft
B.  TRANSSPHENOIDAL PITUITARY SURGERY
3.  Primary repair or secondary repair
1.  Removal of pituitary tumor
4.  Carpal tunnel
5.  Ulnar transposition
2.  Hypophysectomy in breast and prostatic
carcinoma and Cushing's disease
6.  Removal of peripheral nerve tumor
3.  Packing of sella in empty sella syndrome
7.  Relief of entrapment syndrome
4.  Repairing cerebrospinal fluid leak
J.  SEIZURE PROCEDURE
C.  CRANIOPLASTY 
(with bone or alloplastic material)
 TO
1.  Implantation of in-depth electrodes for seizure
REPAIR SKULL DEFECT
monitoring
D.  STEROTAXIC SURGICAL LESION
2.  Electrocortiography with cortical resection for
seizure control
1.  For thalamotomy
2.  For pituitary abiation
K.  SENSORY ABLATION
3.  Cingulotomy
1.  Open cervical and thoracic cordotomy
4.  Stereotactic biopsy for tumor diagnosis
2.  Percutaneous cervical cordotomy
5.  Stereotactic radiosurgery
3.  Percutaneous gasserian rhizotomy
E.  SPINE SURGERY
4. Supraorbital, infraorbital, mental, and inferior
alveolar nerve avulsions
1.  Laminectomy for infection or vertebral body tumor
2.  Cervical disc disease
5.  Cervical, thoracic, and lumbar rhizotomy
3.  Lumbar disc disease
6.  Selective cauda equina section for pelvic pain
and lower extremity pain
4.  Thoracic disc disease
5.  Intraspinal tumor
7.  Dorsal column stimulator
6.  Spinal nerve root tumor
8.  Facet rhizotomy
7.  Trauma
9.  Temporal or posteior fossa V, VIII, and IX nerve
procedures
8.  Open cordotomy
9.  Spinal cord vascular malformation
10.  Occipital nerve section for occipital neuralgia
10.  Decompression of spinal stenosis
L.  SHUNT
11.  Decompression or removal of cyst
1.  Ventriculo-peritoneal
12.  Decompression of congenital abnormality
2.  Ventriculo-atrial
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I.
  LIST OF CLINICAL PRIVILEGES - NEUROLOGIC SURGEON   (Continued)
Requested   Verified
Requested    Verified
L.  SHUNT (continued)
N.  COGENITAL MALFORMATION (continued)
3.  Ventriculo-pleural
2. Repair of encephalocele, meningocele, and
meningomyelocele
4.  Subdural-peritoneal, atrial, and pleural
5.  Lumbar subarachnoid-peritoneal
3. Repair of tethered spinal cord, repair of Arnold chiari
malformation type I and type II, repair and resection of
lipomyelomeningocele
6.  Ventriculo-subarachnoid
7.  Cyst- or syrinx-peritoneal, atrial or pleural
M.  DIAGNOSTIC PROCEDURES
O.  ADDITIONAL PRIVILEGES 
(Specify)
1.  Ventriculogram 
(with or without bur holes)
1.  Laser application to cranial, peripheral nerve
*
 and
spinal neurosurgery
2.  Pneumoencephalogram
3.  Arteriogram 
(carotid and brachial)
2.  Intradiscal therapy
4.  Subdural tap
3.  Instrumentation:  Cervical
5.  Ventricular tap
4.  Instrumentation:  Thoracolumbar
6.  Lumbar puncture
5.  Extraventricular drainage
7.  Cervical cisternal puncture
6.  Lumbar drainage
8.  Disogram 
(cervical and lumbar)
7.  Intracranial pressure monitoring
P.  OTHER 
(Specify)
9.  Aspiration of cervical, thoracic, and lumbar
disc spaces for biopsy and culture
1.
10.  Myelogram
2.
N.  COGENITAL MALFORMATION
3.
1.  Repair craniosynostosis
4.
(NOTE:
  *
Requires certification by accredited training certificates and/or programs)
SIGNATURE OF APPLICANT
DATE
II.
CLINICAL SUPERVISOR'S RECOMMENDATION
RECOMMEND APPROVAL
RECOMMEND APPROVAL WITH MODIFICATION
RECOMMEND DISAPPROVAL
(Specify below)
(Specify below)
DATE
SIGNATURE OF CLINICAL SUPERVISOR   
(Include typed, printed, or stamped signature block)
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