
 
Name:_______________________________________________  
  

Medical Service Delineation of Clinical Privileges Performed at The New York Presbyterian Hospital/Allen Pavilion of the 
Columbia-Presbyterian Medical Center.  
 
INSTRUCTIONS: 
 
1) Please circle the procedures which you anticipate performing at The New York Presbyterian Hospital. 
2) For each procedure circled, please indicate in the appropriate columns, the number of such procedures or 

interpretations performed in the last twelve months, AND in the last three years.  It is mandatory that this 
information be provided. 

If none, please check the following box:     
 

For procedures circled, you must provide the 
number of procedures performed in the 

Procedures that can be performed only on inpatients  
Last 12 months  Last three years 

1  Angiography      _________________ _________________ 
2 Angiography including coronary arteriography  _________________ _________________ 
3. Balloon pump insertion     _________________ _________________ 
4. Cardioversion      _________________ _________________ 
5. Elective pericardiocentesis     _________________ _________________ 
6. Intra cardiac electrocardiogram and His bundle recording  _________________ _________________ 
7. Multi-day arrhythmia study    _________________ _________________ 
8. Placement of central lines     _________________ _________________ 
9. Insertion of chest tube     _________________ _________________ 
10. Laparoscopy      _________________ _________________ 
11. Renal biopsy      _________________ _________________ 
12. Joint biopsy with needle     _________________ _________________ 
13. Bone marrow harvest     _________________ _________________ 
14. Marrow or stem cell reinfusion    _________________ _________________ 
15. Other (identify)  

___________________________    _________________ _________________ 
___________________________    _________________ _________________ 
___________________________                  _________________ _________________ 
 

       
Procedures that can be performed on Inpatients or  For procedures circled, you must provide the 
Outpatients       number of procedures performed in  
 

Last 12 months  Last three years  
     

16. Cardiac catheterization     _________________ _________________ 
17. Complete electrophysiologic study    _________________ _________________ 
18. Exercise testing      _________________ _________________ 
19. Pacemaker Insertion     _________________ _________________ 
20. Phlebography      _________________ _________________ 
21. Pulmonary artery catheterization    _________________ _________________ 
22. Right heart catheterization of pulmonary artery  _________________ _________________ 
23. Percutaneous bone biopsy     _________________ _________________ 
24. Anoscopy and sigmoidoscopy    _________________ _________________ 
25. Bronchoscopy, fiberoptic bronchoscopy   _________________ _________________ 
26. Bronchoscopy, fiberoptic bronchoscopy with biopsy  _________________ _________________ 
27. Colonscopy and biopsy     _________________ _________________ 
28. Duodenoscopy and biopsy     _________________ _________________ 
29. Endoscopy      _________________ _________________ 
30. Esophageal dilation     _________________ _________________ 
31. Esophageal motility     _________________ _________________ 
32. Esophagonscopy and biopsy    _________________ _________________ 

 
 

Continue on other side 



 
 

 
 
Procedures that can be performed on inpatients     For procedures circled, you must provide the  
or outpatients        number of procedures performed in the 

 
 Last 12 months  Last three years 

 
33. Sclerosis of esophageal varices     _________________         _________________ 
34. Banding esophageal varices            _________________         _________________ 
35. Gastroscopy and biopsy      _________________         _________________ 
36. Liver biopsy       _________________         _________________ 
37. Peritonescopy and biopsy      _________________         _________________ 
38. Small intestine biopsy      _________________         _________________ 
39. Transduodenal cannulation of pancreatic & common bile ducts  _________________         _________________ 
40. Transendoscopic polypectomy     _________________         _________________ 
41. Use of lasers       _________________         _________________ 
42. Dialysis (kidney), Peritoneal dialysis    _________________         _________________ 
43. Hemodialysis       _________________         _________________ 
44. Joint aspiration       _________________         _________________ 
45. Lumbar puncture       _________________         _________________ 
46. Needle biopsy or aspiration of bone marrow    _________________         _________________ 
47. Paracentesis       _________________         _________________ 
48. Thoracentesis       _________________         _________________ 
49. Needle aspiration of lung      _________________         _________________ 
50. Needle biopsy of lung      _________________         _________________ 
51. Needle biopsy of pleura      _________________         _________________ 
52. Bronchoalveolar lavage      _________________         _________________ 
53. Emergency endotracheal intubation     _________________         _________________ 
54. Other (identify) 

_________________________    _________________         _________________ 
_________________________    _________________         _________________ 
_________________________    _________________         _________________ 

 
For interpretation circled you must provide the 
number of interpretations performed in the 

INTERPRETATIONS: 
 Last 12 months  Last three months 

55. EKG interpretations      _________________         _________________ 
56. Interpretations for bone mineral densitometry   _________________         _________________ 
57. Interpretations for bone marrow aspirate smear   _________________         _________________ 
58. Interpretations of non-invasive procedures, such as, echo, 

phono and apex caridography     _________________         _________________ 
59. Pulmonary Function Test (PFT)     _________________         _________________ 
 
New York State License   #__________________________ 
New York Triennial Registration  #__________________________ Expiration Date _______________________ 
DEA License    #__________________________ Expiration Date _______________________ 
Board Certification  ___________________________ Date  _______________________ 
Board Certification (Subspecialty) ___________________________ Date  _______________________ 
 
Note: Specific privileges will be approved only if a meaningful number of procedures or interpretations have been 

performed over the previous three year period. 
 
PRINT YOUR NAME:  ___________________________________________________________________ 
 
SIGNATURE:   ____________________________________________(DATE)________________ 
 
APPROVED, DIVISION CHIEF: ____________________________________________(DATE)________________ 
 
APPROVED, DIRECTOR MEDICAL SERVICE:________________________________(DATE)________________ 

     
 


