DEPARTMENT OF THE ARMY

EUROPE REGIONAL MEDICAL COMMAND
CMR 442

APO AE 09042

MCEUL-CRE                                                                                    DATE:  __________________

Regional Medical Center

Attn:  Chairman Credentials Committee

RE:  Peer Recommendation 


It is my understanding that ____________________________________ is requesting clinical privileges in the specialty of ________________________________.


Based on my knowledge of and/or observation of the clinical practice of the above named health care provider compared to that reasonably expected of a health care provider with a similar level of training, experience and background, this health care provider meets or exceeds the standards of practice and clinical competency of a clinician in this specialty.


This recommendation is based also on the provider’s credentials to include, but not limited to education, training, clinical experience, performance, professional conduct, health status, QA activities,  judgment, ethics, relationships with patients, peers, and other staff members and continuing education to the best of my knowledge.


I recommend this provider be granted privileges within his/her specialty as defined above.

COMMENTS:________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

                                                                                      ____________________________________

                                                                                          (Signature)

                                                                                     _____________________________________

                                                                                        (Print/Type or Stamp Full Name/Title)

_____________________________

(Hospital/Institution)

_____________________________

(Address)

_____________________________

(City, State, Zip)

