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Temporary Privileges Application Checklist – SAMPLE  

Name: ______________________________________________________________________  

Name of Attending/Admitting Physician: ____________________________________________  

Date Application Received:  ______________________________________________________  

Credentialing Item Exp. 
Date 

Date 
Requested 

Date 
Received 

Verified 
(phone/letter) 

Complete application NA    
Current state license to practice     
DEA registration     
Current or previously successful challenge to 
either licensure or registration 

   License 
Registration 

Y__N__ 
Y__N__ 

Professional liability insurance limits     
Relevant training and experience     
NPDB report and evaluation NA    
Current competence     
Professional references: (no fewer than 
three) 

NA   Currently competent: 

Attest to current competence    Y___N___ 

Attest to ability to perform the privileges 
requested (privileges reviewed) 

   Currently able: 
Y___N___ 

Attest to health status 
 

   Currently healthy: 
Y___N___ 

Active healthcare affiliation(s): NA   Privileges in good 
standing 

    Y___N___ 

   Membership in good 
standing 

   Y___N___ 
Subject to involuntary termination of medical 
staff membership at another organization 

NA   Y___N___ 

Subject to involuntary limitation, reduction, 
denial or loss of clinical privileges 

NA   Y___N___ 

Other: (criteria required by medical staff 
bylaws) 

NA    



Temporary Privileges Application Checklist - SAMPLE 

2 
COPYRIGHTED 
 
This document is a work product of Coverys’ Risk Management Department. This information is intended to provide general 
guidelines for risk management. It is not intended and should not be construed as legal or medical advice. Your organization should 
add to and modify this tool to address the compliance standards and regulations applicable in your state or organization.  
 
The links included in this document are being provided as a convenience and for informational purposes only; they are not intended 
and should not be construed as legal or medical advice. Coverys Risk Management bears no responsibility for the accuracy, legality 
or content of the external site or for that of subsequent links. Contact the external site for answers to questions regarding its content. 
 
Updated: January 2019 

Sufficient documentation has been received that shows the applicant is licensed by [insert name 
of state] and the information available supports a favorable determination regarding his/her 
qualifications, ability, and judgment to exercise the privileges requested. 

Effective dates of temporary privileges: From:   ________________ To: ________________  

Privileges granted:  ____________________________________________________________  

Specific conditions, if any, regarding the exercise of clinical privileges: 

 ____________________________________________________________________________  

 ____________________________________________________________________________  

 ____________________________________________________________________________  

 
   

Signature of Service/Department Chairperson  Date 
   

Signature of Chief of Staff  Date 
   

Signature of CEO  Date 
 


