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HOSPITAL TAIPING
DEPARTMENT: ______________________
APPLICATION FOR PRIVILEGING
I request approval for:
☐ Clinical Privileges
☐ Reprivileging
☐ Additional Clinical Privileges 
1.Category: 	Specialist / Medical Officer / Staff Nurse / Medical Assistant
		Other, please specify: ______________________________
Personal Details:
	Name			:_____________________________________________
	I/C or Passport No 	:_____________________________________________
 	Designation		:_____________________________________________
3. Current Professional Status:
	Professional Qualifications:
	Master/Degree/Diploma
Post- basic/etc
	University/Colleges
	Year of Qualification

	
	
	

	
	
	

	
	
	



Other relevant training ___________________________________________________________________
___________________________________________________________________
4. Registration:
[bookmark: _Hlk532985842]Date of Full Registration with MMC/MNC/MAB* :___________________________
	Date of Gazettement**		 	 :___________________________
	Full Registration No 		            :___________________________
	Current Annual Practising Certificate No	 :___________________________
*MMC – Malaysian Medical Council;  MNC – Malaysian Nursing Council; MAB – Medical Assistant Board
[bookmark: _GoBack]**applicable for Clinical Specialist only

I request approval for the Clinical Privileges indicated below.
a.   Core Privileges (Broad area, e.g Medicine)
      _______________________________________________
b.  Special Privileges in (area)__________________________
c.   Others _________________________________________
	       _________________________________________
(attached a separate sheet if necessary and please submit logbook, NSR certificate, or previous privileging certificate from another hospital if available) 
I certify that the information provided on this application is complete and accurate

_________________						_________________
Signature of applicant						Date

Comment by Head of Department:
I have reviewed the competency of this applicant and recommend approval/disapproval for privileging in the above procedures.
(If disapproved, state reason)
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
_____________________					_________________             Signature & Official Stamp					Date
Head of DepartmentDecision by Hospital Privileging Committee
Approved: 	YES/NO
               2 years of privileging (New)                          
               3 years of privileging
Comment: ___________________________________________________________________
___________________________________________________________________
________________________				________________________	
Member						Chairperson
Hospital Privileging Committee			Hospital Privileging Committee
Date:							Date:
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