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MEDICAL STAFF BYLAWS 

ARTICLE I.   DEFINITIONS 

Unless defined elsewhere or differently in these Medical Staff Bylaws, certain terms used 

in these Medical Staff Bylaws shall have the meanings set forth below:1 

1. “Active Staff”:  as addressed in the Medical Staff Bylaws at Article VII. 

2. “Applicant”:  means a Practitioner, who requests to join the Medical Staff and to 

obtain Clinical Privileges at Hospital. 

3. “Board” or “Board of Directors”: the Board of Medical Center of Deltona, Inc., or 

as may be authorized by the Board, a committee of the Board.  

4. “Bylaws” or “Medical Staff Bylaws”: the Medical Staff Bylaws as may be amended 

from time-to-time. 

5. “Chair”: a Medical Staff member who oversees, and acts as chairperson for, a 

Department, committee, or other specific body or unit as described in the Bylaws. 

6. “Chief Executive Officer” or “CEO”:  the person designated by the Board as the 

“Chief Executive Officer” of Deltona Hospital, and whenever these Bylaws require 

the CEO to perform a duty that is only administrative in nature (i.e. such as 

physically preparing/sending a Notice or other communication), unless prohibited 

by the Board in a particular circumstance, under her/his supervision and control, 

the CEO may delegate such duty to a Hospital employee, manager, or Medical Staff 

member. 

7. “Chief of Staff”: An officer of the Medical Staff as addressed in the Medical Staff 

Bylaws at Article XIII, and whenever these Bylaws require the Chief of Staff to 

perform a duty that is only administrative in nature (i.e., such as physically 

preparing/sending a Notice or other communication), unless prohibited by the 

MEC, under her/his supervision and control the Chief of Staff may delegate such 

duty to a Hospital employee, manager, or Medical Staff member. 

8. “Clinical Privileges”: The permission granted by the Board to appropriately 

qualified licensed Practitioners and Non-Physician Practitioners (NPP) to render, 

as applicable, specifically delineated professional, diagnostic, therapeutic, medical, 

surgical, dental, podiatric, or psychological services.  

9. “Conflict Management”:  as addressed in the Medical Staff Bylaws at Article V. 

10. “Credentials Committee”:  as addressed in the Medical Staff Bylaws at Article X.  

 
1 Other terms are defined in the body of the Bylaws. 
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11. “days”:  calendar days, unless otherwise specified. 

12. “DEA Registration”:  means an identifier number assigned to a health care provider 

(such as a Practitioner) by the United States Drug Enforcement Administration 

(DEA) under Federal Laws allowing the provider to write prescriptions for 

controlled substances, and also includes any same or similar permit required under 

Florida Laws. 

13. “Deltona Medical Center”:  the name under which Medical Center of Deltona, Inc. 

conducts business. 

14. “Dentist” or “Dentistry”:  means an individual licensed under Chapter 466 of the 

Florida Statutes, or as may be amended. 

15. “Department”:  as addressed in the Medical Staff Bylaws at Article IX. 

16. “Dependent Healthcare Professional”: means an individual who is permitted both 

by law and by the Hospital to provide patient care services under the direction or 

supervision of an independent practitioner, within the scope of the individual’s 

license, and in accordance with individually granted clinical privileges if the 

dependent practitioner is an NPP. NPP include advanced practice registered nurse 

(APRN), physician assistants (PA), certified nurse midwife CNM), certified 

registered nurse anesthetists (CRNA), certified anesthesia assistant (CAA), 

certified registered nurse first assistant (CRFNA), dental assistant (DA), and 

perfusionist. 

 

17. “Ex-officio”:  a non-voting member of a committee appointed by virtue of her/his 

office. 

18. “Fellow: a Physician who has completed her/his Resident status and elects to 

complete further training in a specialty. 

19. Focused Professional Practice Evaluation or “FPPE”:  as addressed in the Medical 

Staff Bylaws at Article XVIII. 

20. “Hospital” or “Deltona Hospital”: all facilities and business components of Deltona 

Medical Center licensed by the State of Florida, Agency for Health Care 

Administration (or successor) and/or certified by the Centers for Medicare and 

Medicaid Services (or successor) as part of a hospital and hospital premises.  

21. “Independent Healthcare Professional”: means an individual who is permitted by 

both the applicable Florida State law(s) and by the Hospital to provide patient 

care services independently, within the scope of the individual’s license and in 

accordance with individually granted clinical privileges. Independent healthcare 

professionals include physicians (MD or DO), psychologists and 

neuropsychologists, oral/maxillofacial surgeons (DMD), dentists (DDS or DMD), 

and podiatrists (DPM). 
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22. “Law” or “Laws” means any means any Federal, State (Florida or other), local or 

foreign law (including common law), statute, code, ordinance, rule, or regulation, 

or any requirement or policy of any Federal, State (Florida or other), municipal or 

other governmental agency, department, commission, board, bureau, agency, 

legislative or administrative body or instrumentality, or judicial or quasi-judicial 

authority (including any court, administrative agency, or arbitration body).  

23. “Medical Executive Committee” or “MEC”:  as addressed in the Medical Staff 

Bylaws at Article X.  

24. “Medical Staff” or “Staff”:  The medical and osteopathic Physicians, Psychologists, 

dentists and podiatrists who have received an appointment by the Board in 

accordance with these Bylaws. 

25. “Non-Physician Practitioner” or “NPP”:  an advanced registered nurse practitioner 

licensed pursuant to Florida Law, a physician assistant licensed pursuant to Florida 

Law, any other non-Physician health practitioner category approved by the Board.  

26. “Notice”:  is a written communication (which may be by electronic means) and is 

deemed given when the written communication is:  (a) hand delivered to the 

addressee’s business office, as indicated by signature of addressee or addressee’s 

office staff member, or (b) deposited with any type of delivery service offered by 

United States Postal Service or commercial express delivery service to be delivered 

to the addressee’s last known business or home address with proof of delivery, or 

(c) transmitted by facsimile or e-mail to the addressee’s last known business fax or 

e-mail address; or (d) by such other means of electronic transmission that is 

approved by the MEC. 

27. “Ongoing Professional Practice Evaluation” or “OPPE”:  as addressed in the 

Medical Staff Bylaws at Article XIX. 

28. “Peer”:  an appropriate Practitioner in the same professional discipline. 

29. “Physician”:  a doctor of either medicine or osteopathy, including when appropriate 

as indicated by context appropriately licensed under Chapters 458 or 459, Florida 

Statutes.  

30. “Practitioner”:  unless otherwise indicated by context, a Physician, Dentist, 

Podiatrist, Psychologist or NPP. 

31. “Podiatrist”:  means an individual practicing podiatry and licensed under Chapter 

461 of the Florida Statutes, as may be amended. 

32. “Professional Review Body”:  the Board, the Credentials Committee, the MEC, or 

any other committee or panel which has the authority to conduct peer review, make 

an adverse recommendation or take an adverse action against a Practitioner in 

accordance with the Medical Staff Bylaws. 



 

4 
04202026 

33. “Resident”: a Physician who has finished medical school and is receiving training 

in a specialized area. 

34. “Rules and Regulations”:  as addressed in the Medical Staff Bylaws at Article IV.  

35. “Specialty Board”:  An organization that certifies, through satisfaction of standards 

and other qualifications, that a person has the knowledge to practice a chosen 

specialty. 

36. “Specialty Board Certification”:  certification of a Practitioner by the appropriate 

Specialty Board(s), as set forth in or otherwise authorized the Medical Staff 

Bylaws. 

37. “Students”:  individuals participating in externship or practicum phases of health 

care related degree programs in the Hospital. 

38. “Telemedicine”:  the remote (from one site to another) diagnosis and treatment of 

patients by means of telecommunications or other electronic communications 

technology, and as further defined under Florida Law.  

39. “Unrestricted”:  as to a license, fully active license without any conditions that limit 

or otherwise restrict the individual’s ability to practice independently. 

Unless further defined above, all terms used in these Bylaws shall have the same meaning as such 

terms are used in any Laws applicable to Hospital, including, but not limited to the Health Care 

Quality Improvement Act of 1986, 42 U.S.C. § 11101 et seq. (“HCQIA”). 

ARTICLE II.    PREAMBLE 

The Deltona Hospital Medical Staff will be responsible for the quality and appropriateness of the 

professional performance and ethical conduct of Medical Staff members, as well as oversight of 

the quality of care, treatment, and services delivered by NPP.  In fulfilling its duties, the Medical 

Staff is accountable to the Deltona Medical Center Board of Directors. 

These Medical Staff Bylaws serve as the formal organizational structure of those Medical Staff 

members granted the privilege of practicing at Deltona Hospital, and serves as the primary means 

for accountability to the Board for the professional performance, the quality of medical care 

provided to patients, and ethical conduct of its Medical Staff members. The Board shall at all times 

have the ultimate authority to approve the granting of Medical Staff membership and/or Clinical 

Privileges under these Bylaws, and to approve the adoption of Medical Staff Bylaws and to 

approve thereunder Medical Staff and any Department Rules and Regulations.  

ARTICLE III.    METHODS OF ADOPTION AND AMENDMENT 

A. As to the initial adoption of these Medical Staff Bylaws (i.e., at Hospital first 

beginning licensed operations), the Board shall approve upon a vote or written 

action, and after Active Staff is established, the Active Staff shall, by vote, 

acknowledge and ratify these Medical Staff Bylaws. Any proposed amendments to 



 

5 
04202026 

the Bylaws may be originated by the MEC or another standing committee of the 

Staff.  Such proposed amendments must be reviewed and voted upon by the MEC.  

Favorable recommendations by the MEC will be presented for a vote to the Active 

Staff, and upon Active Staff approval, the Board shall have and exercise final 

authority approval or denial.  

B. Any proposed amendments to the Bylaws may also be originated by petition of one 

or more Active Staff member(s), signed by at least one-third (1/3) of the Active 

Staff (the “Proposal”), and presented to the MEC for their review and 

recommendation.  After the MEC has reviewed, the proposed amendments will be 

presented to the Active Staff, including the MEC’s recommendation and comments, 

for a vote.  

a. The Proposal shall be distributed to all Active Staff members at least 

fourteen (14) calendar days prior to the required return date of the ballot. 

b. Each member of the Active Staff will be eligible to vote on the Proposal via 

either printed or electronic ballot.  An amendment will be deemed approved 

by a majority of affirmative votes of the returned ballots. 

c. If a Proposal recommended by the MEC fails to be approved by vote of the 

Active Staff, the MEC may implement the Conflict Management process. 

If a Proposal by petition of the Active Staff pursuant to paragraph B that is 

not recommended by the MEC is approved by vote of the Active Staff, the 

MEC may implement the Conflict Management process. 

d. Any Proposal deemed approved by the Active Staff or recommended by the 

MEC in accordance with paragraphs above shall become effective only after 

approval by the Board.  In the event of implementation of the Conflict 

Management process, final approval by the Board shall be postponed until 

conclusion of the process. 

 

C. The adoption of Rules and Regulations is regulated under Article IV of these 

Bylaws. 

D. Changes made by the MEC or Board merely for the purpose of reorganization or 

renumbering, or to correct punctuation, spelling or other errors of grammar or 

expression are not considered amendments for the purpose of this Article III, and 

may be made without approval of the Active Staff. 

E. In the event of a documented need for an urgent Proposal to comply with a Law or 

regulation, the MEC may provisionally adopt and the Board may provisionally 

approve such urgent Proposal.  Within thirty (30) days of such provisional adoption 

by the MEC, the MEC will convene a special meeting of the Medical Staff to review 

and approve such Proposal. The Proposal shall remain in place until adopted by the 

Medical Staff as revised, amended or replaced to comply with the Law or urgent 

situation that necessitated the Proposal. 
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ARTICLE IV.    ADOPTION OF RULES AND REGULATIONS 

SECTION 1.    GENERAL 

Medical Staff rules and regulations (individually and collectively, “Rules and Regulations”) may 

be adopted by the MEC when deemed necessary to implement the general principles found in these 

Bylaws or to ensure compliance with applicable Laws, regulations, accreditations or certifications.  

The Medical Staff hereby delegates to the MEC the authority to adopt such Rules and Regulations 

which shall govern the conduct of the entire Medical Staff, and where applicable, NPP. All such 

Rules and Regulations shall be subject to the final authority and approval of the Board. 

SECTION 2.    ADOPTION 

Rules and Regulations may be adopted, amended, repealed, or added by the MEC, as they pertain 

to the entire Medical staff.  Such adoption, amendment or repeal will become effective when voted 

upon by the MEC at its next regular meeting, but while effective after such a vote, will at all times 

remain subject to the final authority, review, and approval by the Board as set forth herein. Any 

member of the Medical Staff, or the CEO or her/his representative, or the Board may propose an 

amendment to the Rules and Regulations to the MEC for consideration.   

Prior to adoption, the MEC will notify the Medical Staff of the proposed adoption, amendment or 

repeal of any Rules and Regulations to allow the members of the Medical Staff to comment on 

same.  After adoption by the MEC, the adoption, amendment or repeal will be referred to the Board 

which may rescind such Rules or Regulations or amend if it determines that the Rules and 

Regulations are/is not in the best interest of the Hospital or patient care.  Failure by the Board to 

take any action within thirty (30) days after review of the adoption, amendment, or repeal will be 

deemed approved by the Board without further action. 

Rules and Regulations that have an effect only on an individual Department may be proposed by 

the Department Chair but must first be submitted to the MEC for review to ensure that the Rules 

and Regulations affects only the Department.  Any such Department Rules and Regulations will 

be subject to the same adoption, review and approval process set forth in the paragraphs above.  

SECTION 3.    URGENT ACTION   

In the event there is a documented need for an urgent amendment to a Rule or Regulation to comply 

with Law or regulation, or other exigent circumstance, the MEC may provisionally adopt, and the 

Board may provisionally approve, such urgent amendment without prior notification to the 

Medical Staff.  In such cases, the Medical Staff will be immediately notified by the MEC, and the 

Medical Staff shall have the opportunity for retrospective review of and comment on the 

provisional amendment.  

SECTION 4.    OTHER MEDICAL STAFF DOCUMENTS 

In addition to these Bylaws, the Medical Staff and NPP will be governed by the following 

documents: 

1. The Medical Staff Rules and Regulations of the Medical Center of Deltona, Inc; 
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2. Any Department-Based Rules and Regulations; 

3. The NPP Policies and Procedures;  

4. The Medical Staff Code of Conduct; 

5. Any separate Hospital policies and/or rules or regulations regarding FPPE and 

OPPE; 

6. The Medical Staff Health and Wellbeing Policy; 

7. The Hospital’s compliance plan and compliance program standards and 

requirements; 

8. All other Hospital policies, rules and regulation not referenced above.  

SECTION 5.    CONFLICT RESOLUTION 

Any conflicts arising under or concerning application of these Bylaws may be referred by the MEC 

for Conflict Management regulation as addressed in the Medical Staff Bylaws at Article V.  

However, at all times the Board shall have final authority to resolve any such conflict. 

ARTICLE V.    CONFLICT MANAGEMENT 

The following process (“Conflict Management”) should be implemented to resolve (a) any dispute 

between members of the Active Staff and the MEC regarding the amendment to these Bylaws or 

any provision thereof, or (b) upon a petition signed by at least one-third (1/3) of the Active Staff 

with regard to any other Medical Staff matter. 

A. The Active Staff engaged in the dispute and the Chief Medical Officer (CMO) 

should first make reasonable efforts to manage and, when possible, resolve the 

matter collegially and informally through discussion.   

B. If informal efforts at Conflict Management are not successful, or if the Active Staff, 

the CMO, or the MEC believes that those efforts would be ineffective in a particular 

circumstance, any of this group may request that the CEO convene a committee to 

resolve the matter (the “Conflict Resolution Committee”). 

C. A Conflict Resolution Committee will consist of up to five (5) representatives of 

the Active Staff engaged in the conflict and an equal number of representatives 

from the MEC designated by the Chief of Staff.  The CEO or her/his designee will 

be an Ex-officio non-voting member of the Conflict Resolution Committee. 

D. The Conflict Resolution Committee will gather information regarding the conflict, 

discuss the disputed matter, and work in good faith to resolve the differences 

between the MEC and the Active Staff in a manner that protects and enhances 

quality and safety and assures compliance with relevant Laws and standards. 
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E. Any recommendation that is approved by a majority of each party’s representatives 

will be submitted to the Board for its consideration and final action. 

F. If the Conflict Resolution Committee is unable to make a recommendation, one (1) 

MEC representative and one (1) Active Staff representative from the Conflict 

Resolution Committee will jointly make a report of the unresolved differences to 

the Board for its consideration and final decision regarding the matter in dispute. 

G. Disputes between leaders or substantial segments of the Medical Staff will be 

resolved in accordance with Board policy or direction.  

ARTICLE VI.    MEDICAL STAFF MEMBERSHIP 

SECTION 1.    QUALIFICATIONS FOR MEMBERSHIP 

A. Minimum Required Qualifications:  Membership and/or Clinical Privileges shall 

only be granted to Practitioners who can document and continuously maintain: 

1. Current, unrestricted, Florida license; 

2. Current, DEA Registration(s) unless not required for the Practitioner’s 

practice; 

3. Demonstrated experience, education, training and judgment; 

4. Current clinical competence; 

5. Adherence to professional ethics and conduct in accordance with Deltona 

Hospital professional standards; 

6. Ability to care for patients safely and effectively; 

7. Reasonable communication skills; 

8. Continual professional liability insurance, or participate in a similar 

program of self-insurance, or otherwise meet the financial responsibility 

obligations for licensure where permitted by Law or regulation (including 

the Florida Board of Medicine rules for financial responsibility), in the 

minimum amounts required by law or regulation for the duration of their 

appointment. In no event shall the limits of a Member's professional liability 

coverage available to settle a claim or judgment be reduced below said 

amount. In the event a Member elects to not carry standard professional 

liability insurance, he/she must provide proof of an appropriate bond, or 

letter, acceptable to the Credentials Committee and in compliance with 

Florida law or regulation, at the time the Member no longer has insurance 

coverage; 
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9. Completion of an Accreditation Council for Graduate Medical Education, 

American Osteopathic Association, Council on Podiatric Medical 

Education, or American Dental Association approved Resident training 

program; 

10. Specialty Board Certification by the American Board of Medical 

Specialties, American Osteopathic Association, American Board of 

Podiatric Orthopedics and Primary Podiatric Medicine, American Board of 

Podiatric Surgery, the American Board of Professional Psychology or the 

American Dental Association, as appropriate; except that for those 

Practitioners having completed training within the previous five (5) years, 

and who are eligible to complete certification, such Practitioner shall obtain 

certification within five (5) years of completion of the training.  

Practitioners are expected to maintain Board Certification; 

11. Ability to conduct oneself in a professional and cooperative manner, 

treating all persons with courtesy, respect and dignity to promote a culture 

within which patients can receive quality care and the Hospital and its 

Medical Staff will be able to operate in an orderly manner; 

12. Ability to be on site, or in the case of an absence, to arrange for another 

qualified Staff member to be on site, as required by any Staff or specific 

Department Rules and Regulations applicable to such Practitioner, and this 

provision shall not be applicable to Practitioners who have only 

Telemedicine Clinical Privileges; 

13. Status indicating that he/she is not permanently or temporarily excluded, 

suspended, or debarred from Medicare, Medicaid or any other Federal or 

State (Florida or other)-sponsored reimbursement program; and 

14. Continuously meet the requirements of this section A.  

B. Waivers to the minimum required qualifications may be granted only by the Board.  

A request for a waiver to any of the above requirements must be supported by 

evidence of unique contributions of the Applicant and/or to address identified 

patient care needs. 

Time-limited Specialty Board Certification waivers require a written plan from the 

Practitioner, signed by their Department Chair, to obtain certification with a 

specified timeframe.  Failure to pass Boards is not considered a reason for 

additional waivers.  Waivers may not extend beyond two years. 

Waivers will be granted at the sole discretion of the Board on an individual basis, 

and nothing in these Bylaws provides a Practitioner with any right to receive a 

waiver. 

C. No Practitioner shall be entitled to membership on the Medical Staff or to exercise 

particular Clinical Privileges merely by virtue of licensure, certification by or 
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membership in any professional organization, or privileges at any other health care 

organization. 

SECTION 2.    NONDISCRIMINATION 

Deltona Hospital does not discriminate in granting Staff appointment and/or Clinical Privileges on 

the basis of race, religion, color, gender, national origin, disability, age, marital status, sexual 

orientation, or gender identity. 

SECTION 3.    CONDITIONS AND DURATION OF APPOINTMENT 

A. Initial appointments and reappointments to the Medical Staff shall be made by the 

Board of Directors.  The Board shall act on appointments and reappointments only 

after there has been a recommendation from the MEC. 

B. Appointments to the Medical Staff will be for no more than thirty-six (36) months. 

SECTION 4.    RESPONSIBILITIES OF EACH MEMBER 

A. Each Staff member must provide appropriate, timely and continuous care of her/his 

patients, shall be responsible for the actions of other Practitioners, NPP, Students, 

Residents and Fellows under her/his supervision, and shall discharge in a 

responsible and cooperative manner the responsibilities and assignments associated 

with Medical Staff membership. 

B. Each Staff member must participate in quality and performance improvement 

activities and in discharging other Staff functions as may be required from time to 

time. 

C. Each Staff member must abide by and comply with the bylaws, policies, 

procedures, and rules and regulations of the Hospital and the Medical Staff. 

D. Each Staff member must comply with relevant provisions concerning Appointment 

and Clinical Privileges addressed in the Medical Staff Bylaws at Articles XII and 

XIII. 

E. Each Staff member must, upon request of the Hospital or its Medical Staff, and in 

accordance with applicable Laws and the Hospital’s call schedules, provide 

appropriate and necessary emergency medical treatment, within the scope of such 

Practitioner’s Clinical Privileges, regardless of a patient’s ability to pay. 

F. Each Staff member shall be responsible for paying dues and fees as required by the 

Rules and Regulations.  

SECTION 5.    MEDICAL STAFF MEMBER RIGHTS 

A. Each Medical Staff member has the right to an audience with the MEC upon 

presentation of a written request. 
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B. Any Medical Staff member may initiate a petition for a special meeting of the 

Medical Staff, upon presentation of a petition signed by at least one-third (1/3) of 

the active members of the Active Staff, which shall be scheduled in accordance 

with the requirements of these Bylaws. 

C. A Medical Staff member may propose a change of the Bylaws by making a request 

to the MEC, and Article III of these Bylaws shall then be followed as appropriate. 

D. This Article VI does not pertain to issues involving corrective action, denial of 

requests for appointment or Clinical Privileges or any other matter relating to 

individual membership or privileging actions, as such issues are addressed 

elsewhere in these Bylaws.   

ARTICLE VII.    CATEGORIES OF THE MEDICAL STAFF 

SECTION 1.    THE ACTIVE STAFF CATEGORY 

A. Qualifications:  In order to be eligible for Active Staff membership, a Practitioner 

must be (a) actively involved in the treatment of at least twenty-five (25) patients, 

which may include outpatients, annually at the Hospital or (b) actively engaged in 

quality improvement and/or Medical Staff leadership activities, or (c) under a 

professional services contract as an employee or direct/indirect independent 

contractor for services provided at the Hospital. 

B. Practitioner appointees to the Active Staff may: 

1. Exercise such Clinical Privileges, including admitting Clinical Privileges, 

as are granted by the Board of Directors. 

2. Be appointed members of Medical Staff committees and vote on all matters 

presented by the Medical Staff and by the appropriate Staff committee of 

which s/he is a member. 

C. Practitioner appointees to the Active Staff shall: 

1. Actively participate in the organizational and administrative affairs of the 

Medical Staff, including, but not limited to:  quality review and performance 

improvement; risk management; committee and Department meetings. 

2. Serve on Medical Staff and Hospital committees and/or hold office as 

assigned, appointed or elected in accordance with these Bylaws; and 

discharge other Staff functions as may be required from time to time. 

3. Care for unassigned Hospital patients, regardless of payment status, and 

participate in the on-call coverage for Hospital patients and emergency 

patients in accordance with Staff member and Hospital responsibilities 

under applicable Laws, with these Bylaws and the Rules and Regulations of 

the Medical Staff and of any Department, and with Hospital Bylaws, rules, 
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regulations, and policies and procedures. On-call coverage shall be 

considered a responsibility, but not a right, of an Active Staff member. 

4. Fulfill any meeting attendance requirements as established by these Bylaws. 

5. Practice and act in a manner consistent with the Deltona Hospital mission 

as duly directed by the Board. 

SECTION 2.    THE COURTESY STAFF CATEGORY 

A. Qualifications:  Appointees to the Hospital’s “Courtesy Staff” are Practitioners who 

do not meet the eligibility requirements for the Active Staff, but whom occasionally 

provide services to Hospital patients, which may include outpatients. 

B. Practitioner appointees to the Courtesy Staff category may: 

1. Exercise such Clinical Privileges, including admitting Clinical Privileges, 

as are granted by the Board.  Courtesy Staff may be involved in the 

treatment of not more than an average of twenty-four (24) Hospital patients, 

which may include outpatients, a year during any appointment period.  

Courtesy Staff appointees who provide emergency call coverage may, 

without limitation, admit patients who are seen in the Hospital’s emergency 

department to the service of the Active Staff appointee for whom they are 

taking call. On call coverage is neither a responsibility, nor a right, of a 

Courtesy Staff member. 

2. Attend meetings of the Medical Staff and Hospital committees, and 

participate in any Staff or Hospital education programs, but may not vote or 

hold office. 

C. Practitioner appointees to the Courtesy Staff category must: 

1. Participate in Hospital quality review and performance improvement and 

risk management activities. 

2. Practice and act in a manner consistent with the Deltona Hospital mission 

as that mission is established by the Board. 

SECTION 3.  NON PHYSICIAN PROVIDERS (NPP)   

A. 3-1 Provisions 

These provisions shall apply to those individuals who are described and identified herein as Non 

Physician Providers (NPP), and whose expertise, skills, talents or activities may be of value to the 

patient, Medical Staff or Administration of the Hospital. Each applicant’s qualifications shall be 

considered and evaluated by the Credentials Committee as specified herein and shall be 

credentialed through the same process as a Medical Staff member and shall be granted privileges 

as a Dependent Healthcare Professional. NPP provide direct patient care services in the Hospital 
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under a defined degree of supervision. NPP may attend regular Medical Staff meetings, but shall 

not be eligible to vote, to serve as a Medical Staff officer, or serve as Chair of a Medical Staff 

Department or Committee. 

Only those NPP who are certified or licensed, if required by law, to perform their special services 

in the State of Florida; who maintain or are located in offices within a reasonable distance of the 

Hospital; who document their background, experience, training, and demonstrate competence in 

their field, their good reputation and sound moral character and ability to work with others; and 

who assure the Medical Staff and the Governing Body that any patient served by them will be 

given a high quality of care in their field, shall be qualified to perform their specified service of 

function as appropriately credentialed.  

3-2 Clinical Duties and Prerogatives 

NPP may exercise privileges and perform services and duties in the Hospital that have been 

appropriately credentialed through the process as outlined in these Bylaws. Specifics regarding 

clinical duties, which are relatively standard for each category and subcategory of NPP may be 

delineated in the Medical Staff Rules and Regulations or policies, though exception to such may 

be dictated in the credentials process in specified cases. 

3-3 Responsibilities 

All credentialed NPP shall be responsible for maintaining their competence and, when applicable, 

their certification and/or licensure in their field of service; adhering to the ethics of their field, 

demonstrating their ability to work with others in a courteous and pleasant manner; and for the 

rendering of high quality care to any patient serviced by them in accordance with the Hospital and 

Medical Staff Bylaws, Rules and Regulations and their credentialed privileges. All NPP shall be 

responsible for cooperating with any review of quality assurance function of the Hospital or 

Medical Staff pertaining to their field of service.  

3-4 Functions and Limitations of NPP 

(i) The NPP must wear a name tag bearing his/her name and title while performing duties. 

(ii) An NPP may perform examinations, treatments and procedures; may write orders and progress 

notes; may perform all or part of the medical history and physical examination, and my dictate 

death summary, operative reports and clinical consultation reports pursuant to the privileges 

approved by the Credentials Committee and consistent with applicable laws and regulations.  

(iii)With the exception of NPP that require the supervision to be formally reported to the Florida 

Board of Medicine, in the event of the absence of the Supervisory Physician, the NPP may not 

function in the Hospital unless supervised by an alternate Supervisory Physician designated by 

the Supervising Physician employer. The substitute Supervisory Physician assumes the 

responsibility for the NPP during this time period. 

(iv) A NPP who is permitted by Florida State law and by the Medical Staff as specified in policy, 

may perform part of all of the patient’s medical history and physical examination under the 

supervision of, or through appropriate delegation by, a specific qualified physician. The 
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findings, conclusions, and assessment of risk shall be confirmed or endorsed by a qualified 

physician prior to surgery or other invasive procedure. The specific qualified physician shall 

retain accountability for the patient’s medical history and physical examination.  

3-5 Protection from Liability 

All NPP applicants, by the filing of the initial application for appointment or the filing of any 

application for reappointment, agree and are deemed to agree that in matters relating to 

appointment, reappointment, termination or reduction of privileges or other “actions” pursuant to 

this Article VII or any other pertinent section of the Medical Staff Bylaws, that all Members, the 

Governing Body and all Hospital employees and agents shall be deemed to be acting pursuant to 

the same rights, privileges, immunities and authorities, including but not limited to the exemption 

for liability to the NPP affected, as are provided in these Bylaws. 

SECTION 4. THE HONORARY STAFF CATEGORY 

Appointees to the “Honorary Staff” category are former Active Staff members whom the Board 

and Medical Staff wish to honor.  Honorary Staff members are not eligible for Clinical Privileges 

and are therefore no longer required to meet the minimum qualifications elsewhere in this Article 

VII.  They may attend Medical Staff meetings, be involved in teaching activity for the Hospital, 

and may be appointed as non-voting members to Staff or Hospital committees.  They may not vote 

or hold office. 

ARTICLE VIII.    OFFICERS 

SECTION 1.    MEDICAL STAFF CATEGORIES 

The Medical Staff Officers shall be comprised of the Chief of Staff, Vice Chief of Staff, and 

Secretary/Treasurer. 

 

SECTION 2.    THE CHIEF OF STAFF  

A. The “Chief of Staff” shall be the primary officer of the Medical Staff. 

B. The Chief of Staff must be a member in good standing of the Active Staff, indicate 

a willingness and ability to serve, and have excellent administrative and 

communication skills. 

C. The Chief of Staff shall: 

1. serve as the chief medical-administrative officer of the Medical Staff; 

2. call, preside at, and be responsible for the agenda of all general meetings of 

the Medical Staff; 

3. serve as Chair of the MEC; 
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4. take administrative actions for the MEC, when necessary, in between 

meetings; 

5. be responsible for the application and enforcement of these Bylaws, as they 

pertain to the Medical Staff and serve as the primary liaison with the 

Hospital for that purpose; 

6. have oversight responsibility for compliance by the Medical Staff with all 

Laws and other requirements of applicable licensure, accreditation, and 

regulatory governmental agencies affecting the Hospital; and 

7. fulfill such other duties as may be specified in these Bylaws. 

D. In the event of an absence, the Vice Chief of Staff shall assume the duties of the 

Chief of Staff, and in the absence of the Vice Chief of Staff, the Secretary/Treasurer 

shall assume the duties of the Chief of Staff.   

SECTION 3.    SELECTION OF THE CHIEF OF STAFF 

The Chief of Staff shall be appointed initially by the Board.  Thereafter, at the end of the current 

Chief of Staff’s term, the Vice Chief of Staff shall become Chief of Staff and the Chief of Staff 

shall become Immediate Past Chief of Staff. 

SECTION 4.    TERM OF OFFICE 

Upon appointment, the Chief of Staff shall serve a term of two (2) years. 

SECTION 5.    VACANCY OF OFFICE 

A vacancy (for any reason) in the office of the Chief of Staff shall be filled by the Vice Chief of 

Staff, who shall serve as Chief of Staff for the remainder of the term and then a term of two (2) 

years.  

SECTION 6.    REMOVAL FROM OFFICE 

The Medical Staff may request the removal of the Chief of Staff by petition of at least two-thirds 

(2/3) of the Active Staff members.  Such petition shall be submitted to the MEC for review and 

recommendation to the Board.  The Board may remove the Chief of Staff from office by its own 

motion and vote, but only after consultation with a majority of the MEC members.  Removal of 

the Chief of Staff shall be for failure to conduct those responsibilities assigned within these Bylaws 

or other policies and procedures of the Medical Staff; an automatic or summary suspension; or for 

conduct that is damaging to Deltona Hospital, its goals, programs, or mission. 

SECTION 7.    VICE CHIEF OF STAFF 

A. The Vice Chief of Staff shall serve as the second officer of the Medical Staff and 

when the Chief of Staff is absent, s/he shall perform the duties (set forth in this 

Article VIII) of the Chief of Staff as necessary. 
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B. The Vice Chief of Staff must be a member in good standing of the Active Staff, 

indicate a willingness and ability to serve, and have excellent administrative and 

communication skills. 

C. The Vice Chief of Staff shall be appointed initially by the Board for a term of two 

(2) years. Thereafter, the Secretary/Treasurer shall become Vice Chief of Staff at 

the end of current Vice Chief of Staff’s term. Upon vacancy in the Chief of Staff 

position, the Vice Chief of Staff shall become Chief of Staff.   

D. A vacancy (for any reason) in the office of the Vice Chief of Staff shall be filled by 

the Secretary/Treasurer, who shall serve as Vice Chief of Staff for the remainder of 

the term.  The Vice Chief may be removed in the same manner as the Chief of Staff. 

SECTION 8.    SECRETARY/TREASURER 

A. The “Secretary/Treasurer” shall be a member in good standing of the Active 

Medical Staff.  The Secretary/Treasurer shall be responsible for accurate and 

complete minutes of all Medical Staff meetings and shall call Medical Staff 

meetings as instructed by the Chief of Staff; attend to all correspondence; and 

perform such other reasonable duties as ordinarily pertain to an organization’s 

secretary/treasurer. 

B. The Secretary/Treasurer shall be appointed initially by the Board for a term of two 

(2) years.  Subsequent election of the Secretary/Treasurer shall be made by a 

majority of Active Staff. Any vacancy (for any reason) in the Secretary/Treasurer 

office shall be appointed by the MEC to fill the remainder of the term.  The 

Secretary/Treasurer may be removed in the same manner as the Chief of Staff. 

ARTICLE IX.    CLINICAL DEPARTMENTS 

SECTION 1.   ORGANIZATION OF DEPARTMENTS 

The following clinical departments (each, a “Department,” having a function as may be defined in 

Medical Staff or Department Rules and Regulations) shall be organized for the conduct of Hospital 

patient care: Department of Emergency Services, Department of Medicine, and Department of 

Surgery.  Each Department shall be organized as a separate part of the Medical Staff and shall 

have a Chair. The addition, modification, or deletion of Departments shall be by two-thirds (2/3) 

vote of the MEC members and then Board approval, and without resort to Article III of these 

Bylaws, these Bylaws shall then be deemed amended, and the Bylaws shall be revised and re-

published to reflect the addition, modification, or deletion. 

SECTION 2.  QUALIFICATIONS/SELECTION OF CLINICAL DEPARTMENT CHAIRS 

A. Each Department Chair shall be a member of the Active Staff qualified by training, 

experience and demonstrated ability for the position.  Each Department Chair shall 

have a Specialty Board Certification or shall establish comparable competence as 

defined by these Bylaws and/or the Rules and Regulations. 
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B. The Chairs shall be appointed initially by the Chief of Staff and serve for a term of 

two (2) years. Subsequent election shall be by a majority of Active Staff of the 

specific Department or as otherwise set forth in the Rules and Regulations of the 

applicable Department. 

C. The Medical Staff may request the removal of a Department Chair by petition of at 

least two-thirds (2/3) of the Active Staff members in the Department.  Such petition 

will be submitted to the MEC for review and recommendation to the Board.  The 

Board may remove the Department Chair from office by its own motion and vote, 

but only after consultation with a majority of the MEC members.  Removal of the 

Department Chair shall be for failure to conduct those responsibilities assigned 

within these Bylaws or other policies and procedures of the Medical Staff; an 

automatic or summary suspension; or for conduct that is damaging to Deltona 

Hospital, its goals, programs, or mission. 

SECTION 3.  FUNCTIONS OF THE CLINICAL DEPARTMENT CHAIRS 

Each Department Chair is an essential element in the line of authority within the Medical Staff 

organization.  As such, he/she shall be a member of and accountable to the MEC for the following: 

A. the integration of the clinical and administrative activities of the Department into 

the larger organization; 

B. all clinically related activities of the Department; 

C. all administratively related activities of the Department, unless otherwise provided 

for by the Hospital; 

D. recommendations for the criteria for Clinical Privileges in the Department’s clinical 

area(s) of patient care, recommendations for Clinical Privileges of each Staff 

member of the Department, and ongoing monitoring of the professional 

performance of all Department Practitioners and NPP;  

E. the determination of the qualifications and competence of Department personnel 

who are not credentialed under a Medical Staff process, but who provide patient 

care services; 

F. the development and implementation of policies and procedures that guide and 

support the provision of Department services; 

G. the continuous assessment and improvement of the quality of care, treatment and 

services provided, including FPPE and OPPE;  

H. maintenance of Department quality control programs, as appropriate; 

I. the orientation and continuing education of all persons in the Department; 
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J. recommending such reasonable Rules and Regulations for the Department 

including the development of a call schedule, as required, for Practitioners in the 

Department; 

K. attending more than fifty percent (50%) of MEC meetings; and 

L. reporting to the MEC at least on an annual basis, and more frequently as requested 

by the MEC, regarding the needs of the Department, including staffing and call 

coverage issues. 

SECTION 4.  FUNCTIONS OF CLINICAL DEPARTMENTS 

A. The functions of the Departments shall be to: 

1. In accordance with Hospital policies, implement and conduct specific peer 

review and evaluation activities that contribute to the preservation and 

improvement of the quality, appropriateness, safety and efficiency of 

patient care provided under the Department. 

2. Provide periodic reports to the MEC, as required or as appropriate, 

concerning (a) the Department’s review and evaluation activities, actions 

taken thereon, and the results of such action; and (b) recommendations for 

maintaining and improving the quality of care provided in the Department 

and Hospital as a whole. 

B. Each Department may formulate its own policies, Rules and Regulations, and/or 

clinical guidelines for the conduct of its affairs and the discharge of its 

responsibilities.  Such policies, Rules and Regulations, and guidelines shall not be 

inconsistent with the Medical Staff Bylaws or Rules and Regulations, or Hospital 

Bylaws, rules, regulations, policies and procedures. 

ARTICLE X.   COMMITTEES 

SECTION 1.  DESIGNATION 

There shall be a Medical Executive Committee (“MEC”) and such other standing and ad hoc 

committees as established by the MEC.  Those functions requiring participation of, rather than 

direct oversight by, the Medical Staff may be discharged by Staff member representation on such 

Hospital committees as are established to perform such functions. 

SECTION 2.  MEDICAL EXECUTIVE COMMITTEE 

A. The MEC has the primary authority for activities related to self-governance of the 

Medical Staff and for performance improvement of the professional services 

provided by the Medical Staff members and unless provided otherwise in the Non-

Physician Practitioner Policies and Procedures for NPP.  The MEC shall consist of 

the Chief of Staff, the Vice Chief of Staff, Secretary/Treasurer, Department Chairs 

and two (2) Active Staff members appointed by the Chief of Staff (“At-Large MEC 
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Members”).  Ex-officio members will be the CEO or designee, the CMO, and the 

Hospital’s the Chief Nursing Officer (CNO), the Chief Quality Officer (CQO), and 

General Counsel (or General Counsel’s designee,) and the Chair of the Credentials 

Committee.  The Chief of Staff will be the MEC Chair.  For purposes of initially 

establishing the MEC, the Active Staff requirement for voting members is waived 

until the Hospital begins licensed operations. 

B. The Chief of Staff shall appoint the At-Large Members of the MEC.  Each 

appointee shall serve a two-year term, and the terms shall be staggered.  The 

members of the MEC shall be eligible for reappointment for successive terms.  With 

the exception of Ex-officio members, upon any early vacancy, the Chief of Staff 

shall appoint an Active Staff member to complete the two-year term.  MEC 

members may be removed at the recommendation of the Chief of Staff with 

approval by two-thirds (2/3) vote of the MEC.  

C. The duties of the MEC shall be to: 

1. receive and act upon reports and recommendations from the Medical Staff 

Departments, committees, and other assigned activity groups concerning 

patient care quality, evaluation and monitoring functions, and the discharge 

of delegated administrative responsibilities, and to recommend to the Board 

specific programs and systems to fulfill these functions; 

2. submit recommendations to the Board concerning all matters relating to 

appointments, reappointments, Medical Staff categories, Clinical Privileges 

and corrective action; 

3. review findings of the assessment and performance improvement, including 

information about adverse privileging decisions, as part of the ongoing 

evaluation of a Practitioner’s and Non-Physician Practitioner’s Clinical 

Privileges competence; 

4. account to the Board and to the Medical Staff for the overall quality and 

efficiency of patient care in the Hospital and the participation of the Medical 

Staff in organizational performance improvement activities; 

5. assure professionally ethical conduct and competent clinical performance 

on the part of Medical Staff members by initiating appropriate 

investigations and taking or recommending corrective action, when 

warranted; 

6. act on behalf of the Medical Staff, subject to such limitations as may be 

imposed by these Bylaws; 

7. formulate and/or recommend Medical Staff Bylaws to the Board;  

8. review the Medical Staff Bylaws and recommend such changes thereto as 

may be necessary or desirable; 
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9. make recommendations concerning the structure of the Medical Staff, the 

mechanism by which Medical Staff membership may be terminated and the 

mechanisms for fair hearing procedures; and 

10. ensure that the findings, conclusions, recommendations, and actions taken 

to improve performance are communicated to appropriate Medical Staff 

members and the Board. 

D. The MEC shall meet as required to perform its assigned functions, but at least 

quarterly.  Minutes and a record of attendance shall be maintained. 

SECTION 3.  CREDENTIALS COMMITTEE 

A. The Credentials Committee shall consist of department chairs (Emergency 

Medicine, Medicine, and Surgery), COS, V-COS, Immediate Past COS, CMO, and 

CQO. The Immediate Past Chief of Staff shall serve as the Chair of the Credentials 

Committee for a two-year term. Ex-officio members are CEO, COO, and General 

Counsel (GC). For purposes of initially establishing the Credentials Committee, the 

Active Staff requirement for Medical Staff Officers is waived until the Hospital 

begins licensed operations. Further, until there is an Immediate Past Chief of Staff, 

the Chief of Staff will serve as Chair of Credentials Committee. 

B. If the Credentials Chair position is vacated, the Chief of Staff shall appoint a Chair 

from among the Credentials Committee members. Any vacancy on the Credentials 

Committee shall be filled by two-thirds (2/3) vote of the MEC members. 

C. The duties of the Credentials Committee shall be to: 

1. Review the credentials of all Applicants for Medical Staff appointment, 

reappointment, and Clinical Privileges to investigate and interview such 

Applicants as may be necessary, and to report of its findings and 

recommendations to the MEC. 

2. Review the credentials of all Applicants for Clinical Privileges as NPP, and 

to investigate and interview such Applicants as may be necessary, and to 

report its findings and recommendations to the MEC or as otherwise set 

forth in the NPP Policies and Procedures. 

3. Review the Hospital’s criteria for granting Clinical Privileges and the 

application forms relating to Medical Staff and Non-Physician Practitioner 

appointment, reappointment, and/or Clinical Privileges, and other 

credentialing matters, and make recommendations regarding same to the 

Board. 

4. Each member of the Credentialing Committee is responsible for the timely 

review and evaluation of credentialing files assigned. 
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5. The Credentials Committee shall meet as required to perform its assigned 

functions, but at least quarterly.  Minutes and a record of attendance shall 

be maintained. 

SECTION 4.  ADDITIONAL COMMITTEES 

A. Additional standing or ad hoc committees may be established or dissolved by the 

MEC as are necessary for the Medical Staff to carry out its various functions 

effectively.  Any function required to be performed by these Bylaws not assigned 

to a standing or ad hoc committee shall be performed by the MEC. 

ARTICLE XI.    MEETINGS 

SECTION 1.  MEDICAL STAFF MEETINGS 

A. An annual meeting of the Medical Staff shall be held at the discretion of the MEC.  

Notice of an annual meeting shall be sent to all Medical Staff members. 

B. The Chief of Staff may call a special meeting (“Special Meeting”) of the Medical 

Staff at any time.  The Chief of Staff shall call a Special Meeting within twenty 

(20) days of receipt of a petition signed by at least one-third (1/3) of the Active 

Staff members, or upon a resolution by the MEC.  Such request or resolution shall 

state the purpose of the meeting.  The Chief of Staff shall designate the time and 

place of any Special Meeting. 

C. Notice stating the time, place and purposes of any Special Meeting of the Medical 

Staff shall be sent to each member of the Medical Staff at least seven (7) days before 

the date of such meeting, except as provided in Section 6 below for emergency 

Special Meetings.  No business shall be transacted at any Special Meeting except 

that stated in the Notice of such meeting. 

SECTION 2.  COMMITTEE AND DEPARTMENT MEETINGS 

A. Committees may, by resolution, provide the time for holding regular meetings 

without further notice.  Department Chairs shall hold meetings as needed to carry 

out Department business. 

B. A Special Meeting of any committee or Department may be called by or at the 

request of the chair or by the Chief of Staff. 

SECTION 3.  QUORUM AND VOTING 

A. Except as otherwise specified, the action of a majority of the voting members 

present at a meeting at which a quorum is present is the action of the group.  Action 

may be taken without a meeting by the Staff or a Department or committee by 

presentation of the question to each member eligible to vote, in writing, which may 

be done by electronic means. Such vote shall be binding so long as a vote is returned 
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in writing by at least the number of voting members of the group that could 

constitute a quorum. 

B. For Medical Staff meetings:  those Active Staff members present shall constitute a 

quorum.  At the discretion of the MEC, the Medical Staff may convene such 

meetings through means of electronic communication, and participation in such 

electronic meetings shall qualify as for purposes of establishing a quorum. 

C. For MEC and Credentials Committee meetings:  fifty percent (50%) of the voting 

members of the committee shall constitute a quorum. These committees, at the 

discretion of the Chair, may meet through means of electronic communication, and 

participation in such electronic meetings shall qualify as for purposes of 

establishing a quorum. 

D. For Department and committee meetings:  those voting members present shall 

constitute a quorum, and at the discretion of the Chair, may meet through means of 

electronic communication, and participation in such electronic meetings shall 

qualify as for purposes of establishing a quorum. 

SECTION 4.  ATTENDANCE REQUIREMENTS 

A. For MEC and Credentials Committee meetings:  members of the MEC and 

Credentials Committee are expected to attend at least fifty percent (50%) of the 

meetings held. 

B. For other Committee/Department meetings:  no minimum meeting attendance is 

required but frequency of attendance will be considered in reappointments to 

committees. 

SECTION 5.  PARTICIPATION BY CHIEF EXECUTIVE OFFICER 

The CEO or her/his designee may attend any Department or committee meeting of the Medical 

Staff. 

SECTION 6.  NOTICE OF MEETINGS 

A. Notice stating the date, time and place of any Special Meeting or of any regular 

meeting not held pursuant to resolution shall be delivered or sent to each member 

of the committee not less than seven (7) days before the time of such meeting by 

the person or persons calling the meeting.  If an emergency Special Meeting is 

deemed necessary by the Chief of Staff or other appropriate chair, such emergency 

Special Meeting may be held upon two (2) days written Notice or orally 

communicated notice. 

B. Emergency meetings of the MEC may be held at any time without advance notice 

and action taken as long as a quorum is present. 
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C. The attendance of a member at a meeting shall constitute a waiver of notice of such 

meeting. 

SECTION 7.  ACTION AT MEETINGS 

The recommendation of a majority of the voting members present at a meeting at which a quorum 

is present shall be the action of a committee. 

SECTION 8.  MINUTES 

Minutes and a record of each meeting addressed in this Article XI shall be maintained, and 

approval shall take place at a subsequent meeting by Members that were present.   

ARTICLE XII.    INITIAL MEDICAL STAFF APPOINTMENT 

SECTION 1.  TERM OF APPOINTMENT 

Appointments to the Medical Staff shall be made by the Board, for a period not to exceed thirty- 

six (36) months. 

SECTION 2. APPLICATION FOR CLINICAL PRIVILEGES AND MEDICAL STAFF 

MEMBERSHIP 

A. The Hospital follows a pre-application screening process to verify an individuals’ 

qualifications prior to inviting qualified individuals to formally apply for Medical 

Staff Membership. An individual requesting an initial application for appointment 

shall request a pre-application from Credentials Services, who may send the 

individual the pre-application process information, including the following:  

 

1. a letter that outlines the Qualifications for Membership and clinical privileges 

and explains the screening and original (primary) source verification process,  

 

2. an information release form which must be signed by the individual, and 

 

3. a pre-application form which requests proof that the threshold criteria for 

appointment and clinical privileges consideration can be met by the 

individual.  The burden is on the individual to provide complete information 

for initial appointment.  A completed pre-application form with copies of all 

required documents and any required fees must be returned to Credentials 

Services within thirty (30) days after receipt of same if the individual desires 

further consideration.  Failure to provide all requested information or fees 

will result in delay of further consideration of the individual until such time 

as the information is provided.  Any pre-application form that continues to be 

incomplete ninety (90) days after the individual has been notified of the 

additional information required shall be deemed to be withdrawn.  Once 

primary source verification has been completed, the Medical Staff leadership 

will also review the documentation. 
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B. Those individuals who successfully complete the pre-application screening process 

and Medical Staff leadership review, as addressed in this Section 5, shall be formally 

invited to apply to become a Member of the Medical Staff.  The combined pre-

application documents and signed invitation to apply for membership, along with 

any required fees and recommendations from Medical Staff leadership, shall be 

considered a complete application for membership and the individual will then be 

considered an “Applicant” as referenced in Section 5 of these Bylaws herein, and 

all rights as set forth in Article XII shall then attach to the Applicant.  Individuals 

who do not successfully complete the pre-application screening process and 

Medical Staff leadership review shall not be invited to apply and will be notified of 

such fact.  Failure to be invited to apply to become a Member of the Medical Staff 

shall not be considered an adverse action and no hearing or appeal rights are 

available for the individual under these Bylaws, and no reporting to the NPDB or 

state licensure boards is required. 

 

C. Notwithstanding anything in Article XII, Section 2, a pre-application form need not 

be provided to an individual in a department or specialty that is then currently closed 

per hospital policy as determined by the Chief Executive Officer. 

 

SECTION 3.  REQUIRED INFORMATION FOR PRE-APPLICATION 

   

A. The pre-application shall contain a request for specific clinical privileges desired 

by the applicant and shall require detailed information concerning the individual's 

professional qualifications including, but not limited to the following: 

 

1. the names and complete addresses of at least three (3) physicians, dentists, 

podiatrists, psychologists or other individuals, as appropriate, who have had 

extensive experience in observing and working with the individual, and 

who can provide adequate information pertaining to the individual's 

professional competence and character. At least two ( 2 )  references must 

practice in the same specialty area as the individual, but no more than one 

(1) may be in a professional practice with which the Applicant is or about to 

be associated, and none may be related to the Applicant; 

 

2. information as to whether there have been any previously successful or 

currently pending challenges including investigations or inquiries, that have 

or may result in any of the following being either temporarily or permanently 

denied, voluntarily or involuntarily surrendered, suspended, limited, reduced, 

revoked, relinquished, withdrawn, or not renewed, for any reason: 

individual's license to practice her/his profession in any state, membership 

status and/or Clinical Privileges at any hospital or health care institution, 

membership in a local, State (Florida or other), or national professional 

organization, Specialty Board Certification, and  Drug Enforcement 

Administration (DEA) Registration (including a list or copy and 
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verification of all the individual's current licenses to practice, as well as 

copies of Drug Enforcement Administration license, medical, dental, 

podiatric or other appropriate graduate school diploma, and certificates 

from all post graduate training programs completed); 

 

3. information as to whether the individual has currently in force professional 

liability insurance coverage, the name of the insurance company and the 

amount, classification and expiration of such coverage. Physicians who elect 

not to carry malpractice insurance must submit proof of continuing 

compliance with the financial responsibility requirements of the Florida 

Board of Medicine; 

 

4. information concerning the individual's professional litigation experience, 

specifically information concerning pending claims, final judgments or 

settlements; the substance of the allegations; the findings; the ultimate 

disposition; and any additional information concerning such proceedings 

or actions as the Credentials Committee, Executive Committee, or the 

Board may deem appropriate; 

 

5. information concerning any professional misconduct proceedings and any 

malpractice actions involving the individual in this state or any other state, 

whether such proceedings are closed or still pending; 

 

6. current information regarding the individual's ability to exercise the 

privileges requested and to perform the duties and responsibilities of 

appointment; 

 

7. information as to whether the individual has ever been denied enrollment, 

reprimanded, censured, excluded, suspended, terminated, had privileges 

suspended, or been disqualified by any private health insurance 

plan/program, or by Medicare or Medicaid or any other Federal or State 

program (Florida or other), or has been employed by a corporation that has 

been suspended or excluded from any such program in any State, or has been 

a named defendant in an insurance or health care fraud investigation, 

litigation, settlement, or verdict; 

 

8. information as to whether the individual is, or has ever been a named 
defendant in, indicted for, or pled guilty or no contest to: any felony, or to 
any misdemeanor involving controlled substances, illegal drugs, substance 
abuse, insurance or health care fraud or abuse, or violence, with details about 
any such instance; 

 

9. a complete chronological listing of the individual's professional and 

educational appointments, employment, or positions and contact 

information for the same; 
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10. an attestation of US citizenship, or documentation evidencing that the 

individual is in the US lawfully and permitted to work in the profession for 

which privileges are requested; 

 

11. the individual's signature; 

 

12. an attestation of Board Certification or Board Eligibility and such other 

information as the Board may require. 

 

13. information as to whether the Applicant has ever been subjected to any other 

14. corrective or quality- related action (whether disciplinary or not) by any of 

the institutions or agencies listed in (ii) above, including without limitation:  

mandatory chart review, requirements for continuing medical education 

credits, proctoring or probation (subsequent to initial probation period upon 

first application); an FPPE initiated other than for initial or additional 

Clinical Privileges; 

 

15. a copy of Specialty Board Certification or Specialty Board admissibility 

letter; and 

16. information about whether the Applicant has ever held or currently holds a 

contract with the “Physician Resource Network” or other similar health care 

professional recovery program;  

B. The history of malpractice verdicts and the settlement of malpractice claims, as 

well as pending claims, will be evaluated as criterion for appointment, 

reappointment, and the granting of clinical privileges. However, the mere 

presence of verdicts, settlements or claims shall not, in and of themselves, be 

sufficient to deny appointment or particular clinical privileges. The evaluation 

shall consider the extent to which verdicts, settlements or claims evidence a 

pattern of care that raises questions concerning the individual's clinical 

competence, or whether a verdict, settlement or claim in and of itself, represents 

such deviation from standard medical practice as to raise overall questions 

regarding the individual's clinical competence, skill in the particular clinical 

privilege, or general behavior. 

 

C. A pre-application shall not be deemed complete until such time as the Practitioner 

produces all information as required in the pre-application form and this Section.  

Credentials Services shall collect and evaluate all reference information and other 

documents and materials from any and all sources deemed pertinent, and contact 

any of those institutions in which the individual received medical education or 

training to determine accuracy and completeness of facts disclosed along with any 

other relevant information.  Individuals who provided references or 

recommendations, or other individuals with relevant information, shall also be 

contacted regarding the individual seeking appointment’s professional competence 

and ethical character.  Credentials Services will maintain clear documentation of 
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these activities and inquiries, with such documentation being considered part of a 

completed pre-application for membership. 

 

SECTION 4.  BASIC RESPONSIBILITIES, RELEASES, AND CONSENTS 

 

The following basic responsibilities, releases, and consents shall be applicable to every 

individual participating in the pre-application process, every Applicant and/or Practitioner seeking 

Medical Staff appointment or reappointment as a condition of consideration of such application 

and as a condition of continuing Medical Staff appointment if granted: 

 

A. An obligation to provide appropriate continuous and timely care and supervision to 

all patients in the Hospital for whom the individual, Applicant or Practitioner has 

responsibility; 

 

B. An agreement to abide by all bylaws and policies of the Hospital, including these 

Bylaws of the Medical Staff and Medical Staff policies and procedures as shall be in 

force during the time the individual, Applicant or Practitioner is appointed to the 

Medical Staff; 

 

C. An agreement to accept committee assignments and such other reasonable duties 

and responsibilities as may be appropriate; 

 

D. An agreement to provide to the Hospital, with or without request, and, as it occurs, 

new or updated information that is pertinent to any question on the application 

form, including but not limited to loss of her/his right to participate in federal health 

care programs; 

 

E. A statement that the individual, Applicant or Practitioner has received and had an 

opportunity to read a copy of these Medical Staff Bylaws, and Rules and Regulations 

of the Medical Staff as are in force at the time of application, and that the individual 

has agreed to be bound by the terms thereof in all matters relating to consideration 

of the application without regard to whether or not appointment to the Medical Staff 

and/or clinical privileges are granted; 

 

F. A statement of the individual, Applicant, or Practitioner's willingness to appear for 

personal interviews in regard to the pre-application or credentialing process; 

 

G. An agreement that the hearing and appeal procedures set forth for Applicants and 

Members in these Bylaws shall be the sole and exclusive remedy with respect to 

any adverse action taken on clinical privileges at this Hospital; 

 

H. An obligation to authorize the release of all information necessary for an evaluation 

of the individual, Applicant or Practitioner's qualifications for initial or continued 

appointment, reappointment, and/or clinical privileges;  
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I. A willingness to appear for interview by the Credentials Committee in regard to 

her/his pre-application or formal application, and a grant of authorization to and 

consent for the Hospital and members of appropriate Hospital committees to consult 

with members of the medical staffs of other hospitals with which the individual has 

been associated and with others who may have information bearing on the clinical 

competence, character, ability to work with others or on the individual’s moral and 

ethical standards.  Further, the individual, Applicant or Practitioner consents to the 

Hospital and members of appropriate Hospital and Medical Staff committees 

inspecting all records and documents that may be material to an evaluation of the 

individual’s professional qualifications and competence to carry out the clinical 

privileges requested, as well as material to evaluating the individual’s ability to work 

well in the Hospital with others and the individual’s moral and ethical qualifications 

for Medical Staff membership; 

 

J. The individual, Applicant or Practitioner seeking initial appointment or 

reappointment specifically releases from any liability all representatives of the 

Hospital and its Medical Staff, Credentials Committee, Board, and all individuals 

acting by or on behalf of those entities or individuals for all acts or omissions 

performed in good faith in connection with evaluating the individual’s credentials, 

and releases from any liability all persons and organizations who provide information 

to the Hospital concerning the individual, Applicant or Practitioner’s competence, 

ethics, character and other qualifications for Staff appointment and clinical 

privileges.  The individual, Applicant or Practitioner shall also sign forms evidencing 

her/his consent and release of liability as required by Credential Services or the 

Credentials Committee so that these forms may be provided to external individuals 

or entities as part of the original source verification and credentialing process; and 

 

K. An agreement to extend absolute immunity to the Hospital, its Medical Staff, 

Credentials Committee, Board, and all individuals acting by or on behalf of those 

entities or individuals for all acts or omissions taken in good faith relating to 

evaluation and assessment of the individual, Applicant, Practitioner, or Member’s 

ongoing compliance with the Qualifications of Membership and other Conditions of 

Membership and these Bylaws.  

 

SECTION 5.  MEDICAL STAFF LEADERSHIP REVIEW & INVITATION TO APPLY 

 

A. After receipt of the properly completed pre-application and accompanying 

documentation, Credential Services will advise the CMO and shall forward the pre-

application and attached documents and forms to the Chairs of all Departments in 

which the individual seeks clinical privileges for use in the evaluation and appraisal 

of the individual by such Chairs in order to make the required recommendations to 

the Credentials Committee regarding the individual’s clinical privileges.  As soon 

as practicable but within thirty (30) days of receipt of such application and 

documents, the Chair of each appropriate Department shall submit her/his 

recommendations regarding whether the individual meets the underlying 

qualifications for the requested, in writing, to the CMO, and such recommendations 
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shall become a part of the completed pre-application.  Chairs of the Departments 

should consider only the individual’s information and pre-application in good faith 

and without regard to any personal or financial conflicts of interest, or the 

individual’s potential business competition or contract(s) with the Hospital or a 

Hospital affiliate or subsidiary. 

 

B.        After receipt of each clinical Department's recommendations, the CMO (or 

designee) shall confirm that the individual should be either invited to apply for 

membership on the Medical Staff and ensure an invitation letter is sent to the 

candidate, or will notify the individual that he/she will not be invited to formally 

apply for membership on the Medical Staff.  If the individual is formally invited to 

apply and signs and returns the invitation letter, and pays any required fees, her/his 

application for membership to the Medical Staff shall be deemed complete and the 

candidate is then considered and “Applicant” as referenced in Article XII herein, 

and all rights as set forth in Article XIX shall then attach to applicant.  Credentials 

Services shall then deliver the completed application to the Credentials Committee 

with the advice that such Application and inquiry is complete and ready for the 

consideration and recommendation of the Credentials Committee. 

 

SECTION 6. MISCELLANEOUS PROVISIONS 

 

A Practitioner may not be appointed to the Medical Staff or be granted clinical privileges other 

than by the process described in Article V and Article VI of these Bylaws. 

 

SECTION 7. APPOINTMENT PROCESS 

 

A. The Credentials Committee, on behalf of the Medical Executive Committee, shall make 

a written report of its recommendations concerning an Applicant to the Board through 

the Chief Executive Officer of the Hospital or her/his designee and the Chief of Staff, 

within thirty (30) days of its consideration of the completed application, or as soon as 

possible given the meeting schedule of the Board. After consideration of the 

recommendation, the Board shall either appoint or reject the applicant for Medical Staff 

membership; and, as to the requested clinical privileges, whether to grant or deny those 

privileges recommended by the Credentials Committee; or that the application for 

membership or certain clinical privileges or both be deferred for further consideration.  

When the recommendation of the Credentials Committee is adverse to the Applicant 

with respect to either Medical Staff membership or clinical privileges, the Board may 

request further information prior to making a final decision on whether the Applicant 

should be appointed or reappointed to the Medical Staff.  The CEO, through the 

Credentials Committee or its designee, shall promptly provide such information to the 

Board.  At the time of the Board’s final decision on whether to appoint or reject 

membership on the Medical Staff for an Applicant, the CEO, through the Credentials 

Committee or its designee, shall give written notice to the Applicant by Certified Mail, 

return receipt requested.  In the instance where the certified mail receipt is not returned 

by the addressee the notification will be forwarded by Overnight Mail.  Such notice 

must be consistent with the “Notice” provisions in these Bylaws. 
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B. The Board's decision with respect to granting or denying initial applications for Medical 

Staff membership and clinical privileges shall be according to the procedures and 

requirements of these Bylaws.  Applicants may be asked to appear before the Board to 

introduce themselves, but the Board may act upon the recommendations of the 

Credentials Committee and may reject initial applications or approve initial applications 

and grant appointment to the Medical Staff and privileges without the necessity of a 

personal appearance by any Applicant at a meeting of the Board.  When the Board's 

decision is final, it shall send notice of such decision through the CEO to the Applicant. 

 

SECTION 8.  REAPPOINTMENT PROCESS 

A. Each Medical Staff Member who is eligible to be reappointed to the Medical Staff shall be 

responsible for timely completion of the reappointment application form.  The application 

shall be submitted to Credential Services according to the requirements of the Credential 

Services policy or process, which shall be communicated to all Members seeking 

reappointment. The Member may be required to provide documentation or attestations 

regarding the Required Information set forth in Section 3A, as required by Credential 

Services, to demonstrate that the Member continues to meet all Qualifications for 

Membership and the Conditions set forth in these Bylaws.   Reappointment, if granted, 

shall be for a period of not more than three (3) years. If no reappointment application is 

received, Credential Services may attempt to contact the Member to determine whether 

the Member intends to reapply. However, it remains the Member's responsibility to submit 

a timely application for reappointment. If no reappointment application is received after 

attempted contact this will be considered a voluntary relinquishment of privileges and the 

Practitioner will need to reapply. 
 

B. Recommendation by Credentials Committee 

 

1. The Credentials Committee, on behalf of the Medical Executive Committee, shall 

complete its review of all pertinent information available on each Member 

scheduled for periodic appraisal, for the purpose of determining its 

recommendations for reappointments to the Medical Staff, and for the delineation 

and granting of clinical privileges to Applicants for the ensuing period.  The 

Credentials Committee will consider any Corrective Action or other informal 

process related to professional conduct of the Member, as well as any outstanding 

or unresolved OPPE/FPPE issues identified by the Halifax Quality Department for 

the Member.  The CMO or Credential Services shall request any relevant 

information on such conduct or OPPE/FPPE issues for a Member seeking 

reappointment from the Halifax Quality Department or any other department or 

entity which may have such information in advance, so that any relevant 

information may be considered by the Credentials Committee prior to making a 

recommendation.   

 

2. Each recommendation concerning the reappointment of a Medical Staff Member 

and the clinical privileges to be granted upon reappointment shall be based upon 

such Member's professional competence and clinical judgment in the treatment of 
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patients, ethics and conduct in accordance and compliance with the Code of 

Medical Ethics as adopted by the American Medical Association, active 

participation in continuing postgraduate medical education, compliance with the 

Hospital policies, the Medical Staff Bylaws, Rules and Regulations and the Board's 

Bylaws, rules regulations and resolutions and policies. The moral, emotional, 

physical and mental status of each Practitioner and their ability to work efficiently 

and harmoniously with others in a hospital setting shall be considered, and failure 

to meet the usual accepted standards in any or all categories shall be adequate 

grounds for denial of the reappointment of the Member. 

 

3. The Credentials Committee, on behalf of the Medical Executive Committee, shall 

make written recommendations to the Board through the CEO or Chief of Staff 

concerning the reappointment or non-reappointment of each member of the 

Medical Staff, including the specific clinical privileges to be granted to each 

reappointed Member for the ensuing period. Where non-reappointment or a change 

in clinical privileges is recommended, the reason for such recommendation shall 

be stated and documented, but this shall not require that each incident of similar 

action or behavior be specifically stated and documented as long as the 

recommendation is sufficient to give notice of the type of action or behavior upon 

which the adverse recommendation is based. Recommendations for non-

reappointment or for a lessening or limiting of clinical privileges shall not be sent 

to the Board until the Practitioner has waived or exhausted fair hearing rights 

specified in these Bylaws. 

 

4. If the recommendation is favorable to the Member, the procedure provided above, 

relating to recommendations on applications for reappointment shall be followed. 

If the recommendation is adverse to the Member, the Member shall be entitled to 

the rights and procedures, as addressed in the Medical Staff Bylaws at Article XXI. 

 

5. While considering a Member's reappointment the Credentials Committee, the 

Board, the CEO and their representatives shall be entitled to the same rights and 

authority as are conferred upon them in connection with the consideration of an 

initial application for appointment to the Medical Staff, and shall be entitled to 

consider all the matters set forth in the preceding subsections with respect to the 

Member’s activities at other hospitals and the Member's medical practice outside 

the Hospital. Specifically, the applicant for reappointment is bound by the same 

obligation to provide consents and releases of liability to those entities and 

individuals involved in the reappointment process as set forth in Section 4A above. 
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C.  A new Member of the Medical Staff who has served less than three (3) years, and who 

has been deemed unqualified based on initial FPPE/OPPE for reappointment for 

membership and/or continued privileges may not reapply for a period of twelve (12) 

months from the date of final action on her/his application.  At the end of a twelve (12) 

month period of time following denial of reappointment, such individual may request a 

pre-application and reapply for membership to the Medical Staff of the Hospital as 

outlined in these Bylaws for any new individual. 
 

SECTION 9. EXPEDITED PROCESS 

The Credentials Committee may develop, and the Board may approve, an expedited approval 

process to be used when the full Board may not meet during a particular month, or for other 

situations when hardship to the Practitioner or Hospital may occur if approval of credentials as 

recommended by the Credentials Committee is delayed until a meeting of the full Board.  Such 

expedited process must be consistent with the applicable laws, regulations, accreditation 

standards, Enabling Act and the Bylaws of the Board, and must be approved by the Board. 

 

ARTICLE XIII. GENERAL PROVISIONS 

 

SECTION 1.  CLINICAL PRIVILEGES 

 

A. Every Practitioner practicing at the Hospital, including the practice of telemedicine, by 

virtue of Medical Staff membership shall, in connection with such practice, be entitled 

to exercise only those clinical privileges specifically granted to the Practitioner by the 

Board, except as otherwise provided in these Bylaws. 

 

B. The privileges must be specific, within the scope of the license authorizing the individual 

to practice in this state or any certificate or other legal credential authorizing practice in 

this state and consistent with any restrictions thereon, within the scope of the individual’s 

current competence, and shall be subject to the Rules and Regulations of the Department, 

and shall be granted for a period not to exceed three (3) years.  Clinical privileges may be 

granted, continued, modified, or terminated by the Board upon the recommendation of the 

Medical Staff, for reasons directly related to quality of patient care and other provisions of 

the Bylaws, and following the procedures outline in these Bylaws.  Clinical privileges may 

also be terminated as otherwise provided for under these Bylaws.  Each Practitioner must 

obtain consultation with another Practitioner who possesses appropriate clinical privileges 

in any case when the clinical needs of the patient exceed the clinical privileges of the 

Practitioner(s) currently attending the patient.  Additionally, consultation must be obtained 

when required by these Bylaws, the Medical Staff and Department Rules and Regulations, 

and other policies of the Medical Staff and the Hospital, which set forth criteria to 

determine which clinical procedures or treatments, or medical, surgical or psychiatric 

conditions require consultation.  
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C. A completed application for Medical Staff appointment or reappointment must contain a 

request for all clinical privileges desired by the Applicant.  The evaluation of such requests 

shall be based upon the Applicant’s education, training, experience, demonstrated 

competence, references and other relevant information, including an appraisal by the 

Clinical Department in which such privileges are sought.  The Applicant shall have the 

burden of establishing her/his qualifications and competency in the clinical privileges 

requested.  Clinical privileges must be delineated for every Practitioner by each service, 

including Members in any category of Medical Staff status (**Note there are no clinical 

privileges associated with Honorary members).  These privileges must be stated in a 

precise manner and be hospital-specific. The process to disseminate all granting, 

modification, or restriction decisions shall be approved by the Medical Staff. 

D. To have prescribing privileges for controlled substances, the Practitioner must possess a 

current Federal Drug Enforcement Administration (DEA) Registration and any required 

state authorization or registration, or for NPP, must continually meet the conditions of all 

state laws and regulations which authorize prescribing privileges for NPP.  NPP` shall only 

have those prescribing privileges for controlled substances specifically authorized in state 

law and regulations.  Prescribing privileges shall be limited to the classes of drugs granted 

to the Practitioner by the DEA and applicable law and may be further limited by the 

Medical Staff through the delineation of medication prescribing privileges based on the 

scope of practice and current competence of the Practitioner. 

 

SECTION 2.  ADMITTING PRIVILEGES 

 

Only Members with clinical privileges or qualified Practitioners granted temporary privileges may 

be granted admitting privileges.  The privilege to admit shall be delineated and is not automatic. 

 

SECTION 3.  MEDICAL HISTORY AND PHYSICAL EXAMINATION 

REQUIREMENTS 

 

Clinical privileges for performing a medical history and physical examination shall be delineated.  

The medical history and physical examination shall be completed and documented by a qualified 

physician, oral/maxillofacial surgeon, or other qualified licensed Practitioner in accordance with 

State law and Hospital policy.  A medical history and physical examination shall be completed 

and documented for each patient no more than thirty (30) days before or twenty-four (24) hours 

after admission or registration, but always prior to surgery or a procedure requiring anesthesia 

services.  When the medical history and physician examination are completed prior to admission 

or registration, an update, including any changes in the patient’s condition, must be completed and 

documented within twenty-four (24) hours after admission or registration, but prior to surgery or 

a procedure requiring anesthesia services. The updated examination of the patient, including any 

changes in the patient’s condition, must be completed and documented by a qualified physician, 

oral/maxillofacial surgeon, or other qualified licensed Practitioner in accordance with State law 

and Hospital policy. 
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SECTION 4.  ADDITIONS TO CLINICAL PRIVILEGES 

 

A request by a Member with clinical privileges for additional clinical privileges or modifications 

in clinical privileges may be made at any time, but such requests must be supported by 

documentation of training and/or experience supportive of the request.  The request will be 

processed in the same manner as an application for initial Clinical Privileges pursuant to these 

Bylaws. 

 

SECTION 5.  BASIS FOR PRIVILEGE DETERMINATION 

 

A. There shall be criteria for granting, renewing or revising clinical privileges that are directly 

related to the quality of health care and pertain to the evidence of current competence and 

ability to perform the privileges requested. Applications and requests for clinical privileges 

shall be evaluated on the basis of the Practitioner’s education, training, current competence, 

the ability to perform the clinical privileges requested, professional references, information 

from the Practitioner’s current or past facility affiliations, professional liability experience 

and insurance coverage, and other relevant information, including an evaluation by the 

Chair of the Clinical Department in which the privileges have been sought.  The criteria 

for granting clinical privileges shall also include the ability of the Hospital to provide 

supportive services for the Practitioner and her/his patients.  Clinical privileges that are 

granted, renewed, or revised shall be setting-specific, meaning that in approving privileges, 

considerations shall include not only the Practitioner’s qualifications but also the 

availability of equipment, the number, type and qualifications of staff, and/or the 

appropriateness of the physical environment and resources in a particular Hospital setting.  

Clinical privileges may be restricted by the Board to only certain settings within the 

Hospital, as appropriate to each setting. 

 

B. Additionally, all Practitioners with delineated clinical privileges are required to participate 

in continuing education as related to their privileges, and the Practitioner’s participation in 

continuing shall be considered when renewing or revising such privileges.  Before clinical 

privileges are granted, renewed, or revised by the Board, the Medical Staff and Credentials 

Committee shall evaluate each Practitioner with regard to the following information and 

make a recommendation based on the following information: 

• For Practitioners in fields performing operative and other procedures, the 

types of operative procedures performed as the surgeon of record, the 

handling of complicated deliveries, or the skill demonstrated in performing 

invasive procedures, including information about appropriateness and 

outcomes of the procedures; 

• For Practitioners in non-surgical fields, the types and outcomes of medical 

conditions managed by the Practitioner as the responsible physician; 

• The Practitioner’s clinical judgment and technical skills; 

• Any evidence of unusual patterns of, or an excessive number of, 

professional liability actions resulting in a final judgment against the 

Practitioner; 

• Information from quality assessment and performance improvement, 

including but not limited to review of operative and other procedures, use 
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of blood products, use of medications, review of medical records, utilization 

management/medical necessity review, risk management data, and patient 

safety data; 

• Relevant Practitioner-specific data that are compared to aggregate data; 

• Morbidity and mortality data, when available. 

 

C. Additionally, in considering any request to grant, continue, modify, or increase clinical 

privileges, the Hospital, including any committee of the Medical Staff, or the Board may, 

in its discretion, obtain assistance with their evaluation. 

 

SECTION 6.  DELINEATION 

 

Requests for clinical privileges shall be processed pursuant to the procedures outlined in these 

Bylaws.  Clinical privileges shall be delineated on an individual basis.  In evaluating a Practitioner 

who requests renewal or revision of clinical privileges, the evaluation shall include that the 

Practitioner does not practice outside the scope of privileges granted, and information about the 

Practitioner’s change in scope of practice shall be reflected when updated privilege delineation is 

made, and only approved privileges that are within the scope of practice shall be permitted.  The 

delineation of a Practitioner’s privileges shall include the limitations, if any, on the Practitioner’s 

privileges to admit or treat patients or direct the course of treatment of the patients who have been 

admitted.  The Practitioner shall have the burden of establishing her/his qualifications for and 

competence to exercise the Clinical Privileges requested.   

 

SECTION 7.  TELEMEDICINE PRIVILEGES 

 

A. Practitioners who wish to provide telemedicine services, as defined in these Bylaws, in 

prescribing, rendering a diagnosis, or otherwise providing clinical treatment to a Hospital 

patient, without clinical supervision or direction from a Medical Staff Member, shall be 

required to apply for and be granted clinical privileges for these services as provided in 

these Bylaws.  The Medical Staff shall define in the Rules and Regulations or Medical 

Staff policy which clinical services are appropriately delivered through telemedicine 

medium, according to commonly accepted quality standards. Consideration of appropriate 

utilization of telemedicine equipment by the telemedicine practitioner shall be 

encompassed in clinical privileging decision.  Controlled substances may not be prescribed 

through the use of telemedicine. 

 

B. The Hospital has a policy, as may be amended from time-to-time, governing Telemedicine 

at or on behalf of the Hospital (the “Telemedicine Policy”). When the Hospital has a written 

agreement with the distant site, the Hospital may engage in credentialing by proxy when 

the distant-site is a Joint Commission accredited organization, and the distant-site 

Practitioner has a license that is issued or recognized by the state in which the patient is 

receiving telemedicine services. 

C. When the Applicant’s distant site is not a Joint Commission accredited organization, a 

Practitioner providing any Telemedicine services must be fully credentialed with Clinical 

Privileges in accordance with the Telemedicine Policy, allowing a Provider to otherwise 
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provide Telemedicine as may be authorized under Florida Law, Medicare Conditions of 

Participation, and the Joint Commission. 

SECTION 8.  UNAVAILABLE CLINICAL PRIVILEGES 

 

Notwithstanding any other provisions of these Bylaws, to the extent that any requested clinical 

privilege is not available at the Hospital, the request shall be denied.  Because such a denial of 

clinical privileges is unrelated to the Practitioner’s qualifications or competence, a Practitioner 

whose request is so denied shall not be entitled to the Fair Hearing and Appeal rights under these 

Bylaws and is not subject to reporting to the NPDB via the state professional licensure agency. 

 

SECTION 9.  TEMPORARY PRIVILEGES 

 

A. Acting on behalf of the board, and based on recommendation of the Chief Medical 

Officer or designee, the Hospital CEO or designee may grant Temporary Privileges, 

under the following circumstances: 
 

1. Patient Care Need:  In circumstances in which privileges are required to fulfill a 

patient care, treatment, or service need, upon receipt and verification of the 

following:   

• Unrestricted license in the state of Florida 

• Unrestricted Federal DEA, if appropriate 

• Current valid professional liability insurance coverage in a certificate 

form and in amounts satisfactory to the Hospital 

• Confirmation of current competence from primary practicing facility, if 

applicable 

• National Practitioner Data Bank report (processed by the Medical Staff 

Office) 

• A verbal or written reference that establishes current competency 

 

In special circumstances upon receipt of a written request, an appropriately licensed practitioner 

of documented competence, who is not an applicant for membership or privileges, may be 

granted temporary privileges for the care of one or more specific patients.  Prior to granting of 

Temporary Privileges under these circumstances, documentation of the patient care need will be 

obtained, in addition to the requirements in Subsection A. above.  

 
2. New Applicants:  Upon receipt of a complete application, as defined in Article XII 

Section 7 for Medical Staff Appointment, including a request for specific temporary 

privileges, a new Applicant may be granted temporary privileges while awaiting 

review and recommendation of the Medical Executive Committee or approval by 

the Board.  In order to be eligible for temporary privileges, and in addition to having 

a complete application that raises no concern, there must be no evidence of current 

or previously successful challenge to licensure or registration; involuntary 

termination of Medical Staff membership at another organization; or involuntary 

limitation, reduction, denial, or loss of clinical privileges.   
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B. Before Temporary Privileges are granted under this Article, the Practitioner must first 

acknowledge in writing that he/she has been given access to, and read copies of the Medical 

Staff Bylaws, and all other Medical Staff and Hospital policies relevant to her/his 

performance of Temporary Privileges, and that he/she agrees to be bound by them. 

C. The total period of Temporary Privileges granted under Subsections A. and B. shall be 

granted for a limited time, but under no circumstances will that time exceed one hundred 

twenty (120) days in any rolling 365-day period.  Temporary Privileges are non-renewable, 

and Practitioners are required to apply for appropriate active medical staff privileges at that 

time.  In exercising such Temporary Privileges, the Practitioner shall act under the 

supervision of the Chair of the Department to which the Practitioner is assigned.  

 

SECTION 10. LOCUM TENENS PRACTITIONERS 

 

The Board, upon the recommendation of the CEO or designee, may permit a Practitioner  to 

serve in a locum tenens capacity and to attend patients without applying for formal 

membership on the Medical Staff, for a period not to exceed one hundred twenty (120) 

continuous days, starting on the first day service is provided, so long as such Practitioner’s 

completed pre-application for privileges has been received and requested clinical privileges 

have been approved by the CMO, the Chief of Staff or designee, Chief Operating Officer 

(COO) or designee, and the appropriate Department Chair. Moreover, the Practitioner must 

certify that he/she has received and read copies of the Hospital’s Bylaws and Medical Staff 

Bylaws, Rules and Regulations, and that the Practitioner agrees to be bound by the terms 

thereof in all matters relating to her/his locum tenens privileges.  In all cases for locum 

tenens, the following will be verified: Florida licensure, Board Certification or eligibility, 

DEA registration (if applicable), professional liability coverage, current hospital affiliations, 

NPDB information, and Office of Inspector General (OIG) information.  In the event that the 

Hospital has entered into a written agreement with an entity to provide locum tenens 

practitioners to the Hospital, such entity shall assist with the facilitation of the exchanges of 

information with candidate.  After that time, the Practitioner may apply for the appropriate 

active medical staff privileges. 

 

SECTION 11. SPECIAL CONDITIONS OF SUPERVISION 

 

Special conditions of supervision and reporting may be imposed by the appropriate 

Departmental Chair on any Practitioner holding temporary privileges. A Practitioner 

holding temporary privileges has no right to a hearing with respect to such conditions. Upon 

recommendation of the Credentials Committee and the Chair of the Department concerned, 

temporary privileges shall be immediately terminated upon notice of any failure by the 

Practitioner to comply with any such special conditions. 

 

SECTION 12. TERMINATION OF TEMPORARY PRIVILEGES 

 

A. The CEO or designee may at any time, upon the recommendation of the Chair 

of the Credentials Committee or the Chair of the Department concerned, 
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terminate a Practitioner's temporary privileges a t  any  t ime wi th  or  wi thout  

cause .  The granting, denial, or termination of temporary Clinical Privileges does 

not entitle the Practitioner to any of the procedural rights provided under these 

Bylaws or any Hospital or Medical Staff policies with respect to hearings or 

appeals.  

 

B. Temporary Clinical Privileges shall be automatically terminated at such time as 

the Credentials Committee or MEC makes an adverse recommendation with 

respect to a Practitioner’s application for Clinical Privileges. 

 

C. The Departmental Chair, or in her/his absence, the Chair of the Credentials 

Committee shall assign a member of the Medical Staff to assume responsibility 

for the care of such patient(s) until discharge from the Hospital. The wishes of 

the patient(s) shall be considered, where feasible, in the selection of such a 

substitute physician. 

 

SECTION 13. EMERGENCY AND DISASTER PRIVILEGES 
 

A. In the case of an emergency, any member of the Medical Staff with Clinical Privileges 

shall be permitted to provide any type of patient care necessary as a life-saving measure 

or to prevent serious harm, regardless of her/his Clinical Privileges, provided that the 

care rendered is within the scope of the Practitioner’s professional license.  For the 

purpose of this Section 13, an “emergency” is defined as a condition which without 

immediate medical intervention could reasonably be expected to result in placing the 

life of the patient in serious jeopardy or in serious or permanent harm to a patient. 

B. In disaster circumstances, during which the Hospital’s emergency management plan 

has been activated and the Hospital is unable to meet immediate patient needs (a 

“Disaster Situation”), the CEO may approve the use of a modified credentialing and 

privileging process to grant temporary disaster privileges (“Disaster Privileges”) to 

Practitioners or other qualified health care professional providers (each, a “Disaster 

Provider”) who are not members of the Medical Staff to provide volunteer or contracted  

services during the emergency. 

C.  In order to secure Disaster Privileges, a Disaster Provider must produce her/his pocket 

license to practice her/his health care profession (or a copy of the license), a valid photo 

ID issued by a State or Federal agency, such as a passport; membership in the 

Emergency System for Advance Registration of Volunteer Health Professionals or  the 

Medical Reserve Corps, or  the Disaster Management Assistance Team; the name of 

her/his malpractice insurance carrier, and the name and telephone number of a hospital 

or other organization where s/he currently has clinical privileges or has recently 

otherwise practiced under her/his license. 

D.  In granting Disaster Privileges, the Hospital shall make every effort to verify the current 

licensure directly with the appropriate State-licensing agency within seventy-two (72) 

hours from the time the volunteer Practitioner presents to the Hospital.  In addition, the 
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Hospital shall attempt to contact the facility at which the Practitioner has recently 

practiced to verify that s/he is in good standing. 

E.  Once the Disaster Situation is under control, the Hospital shall verify all information in 

accordance with Bylaws requirements for temporary Clinical Privileges 

F.  Disaster Privileges granted in such Disaster Situations are limited to the core services 

in the volunteer’s professional specialty. 

G. All Disaster Providers must follow the Hospital’s Disaster plan procedures.  The 

Practitioner granted Disaster Privileges must have oversight by a Practitioner currently 

on the Medical Staff who has a similar specialty, and who will oversee the professional 

performance of the Disaster Provider.  At all times, the Disaster Provider must wear 

identification that identifies her/him as a Disaster Provider. 

H. Within seventy-two (72) hours of initial granting of Disaster Privileges, a decision must 

be made regarding continuation of the Disaster Privileges, based on information 

acquired regarding the professional practice of the Disaster Provider. 

I.   A Disaster Provider’s privileges may be terminated at any time without any reason or 

cause.  Termination of these privileges shall not give rise to a hearing or Appellate 

Review under these Bylaws. 

ARTICLE XIV.    STATUS CHANGES 

SECTION 1.  LEAVE OF ABSENCE 

A. Medical Staff members may be granted leaves of absence (“LOA”) for up to one 

(1) year upon approval of the Board.  Any Practitioner requesting a LOA must 

submit a request on the prescribed LOA form to the Credentials Committee.  

B. Prior to return from a leave of absence, the Practitioner may request reinstatement 

by completing the prescribed return from LOA form, and reinstatement from LOA 

shall be subject to Rules and Regulations requirements and criteria and other Staff 

policies regarding return from an LOA. 

C. Upon return from an LOA, the Practitioner must provide evidence that he/she meets 

Bylaws requirements for continuous satisfaction of Clinical Privileges competency. 

SECTION 2.  CHANGE IN STAFF CATEGORY 

Whenever, during the term of an appointment to the Medical Staff, a Practitioner desires to change 

her/his Staff category, s/he shall make the request in writing, stating in detail the reasons for the 

change.  The request will be processed in accordance with Article VI, of these Bylaws. 

ARTICLE XV.    MEDICAL STAFF HEALTH AND WELLBEING 

SECTION 1.  GENERAL 
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A. In order to fulfill its obligation to protect patients, health care providers and other 

persons present in the Hospital from harm, the Medical Staff will adopt a process 

to identify and manage individual Medical Staff health matters that have the 

potential of adversely affecting patient care in a policy (the “Medical Staff Health 

and Wellbeing Policy”).  This process is designed to focus on assisting the impaired 

Practitioner and Non-Physician Practitioner by facilitating confidential diagnosis, 

treatment, and rehabilitation of those who suffer from a potentially impairing 

condition, in order to permit him/her to retain or regain optimal professional 

functioning, without recourse to the Medical Staff disciplinary process.  The 

process also aims to provide education about health and to address prevention of 

physical, psychiatric, or emotional illness.  The impaired Practitioner or Non-

Physician Practitioner is one who is unable to practice her/his profession with 

reasonable skill and safety or unable to work professionally and harmoniously with 

others within the Hospital, by reason of mental/emotional illness or deficiency, 

physical illness or condition, or use/abuse of drugs or alcohol. 

B. Upon appointment to the Medical Staff or receiving Clinical Privileges, as 

applicable, Practitioners and NPP shall receive information regarding illness and 

impairment recognition and a copy of the Medical Staff Health and Wellbeing 

Policy. 

SECTION 2.  CONFIDENTIALITY 

The referral of any Medical Staff member or Non-Physician Practitioner for assistance pursuant to 

Article XVI of these Bylaws and pursuant to the Medical Staff Health and Wellbeing Policy shall 

be kept confidential, except as limited by Law, ethical obligation, or as necessary to ensure patient 

safety.  To the greatest extent possible as authorized by Law, and considering principles of fairness, 

the identity of the reporting individual shall remain confidential unless the individual personally 

and voluntarily waives such confidentiality.  

ARTICLE XVI.    PROFESSIONAL CONDUCT 

The Medical Staff shall adopt, subject to approval by the Board, a code of conduct (“Code of 

Conduct”) by which all Practitioners and NPP with Clinical Privileges must conduct themselves 

in accordance with all applicable Laws and in a professional and cooperative manner, treating all 

persons with courtesy, respect and dignity.  Failure to do so may result in corrective action, up to 

and including suspension or termination of Medical Staff membership and/or Clinical Privileges.  

ARTICLE XVII.    FOCUSED PROFESSIONAL PRACTICE EVALUATION 

The purpose of the Focused Professional Practice Evaluation (FPPE) is to establish a systematic 

review and evaluation process for assuring that individuals who have been granted initial or 

additional privileges are performing those new privileges competently.  A deliberate and focused 

professional practice evaluation may also be indicated by Ongoing Professional Practice 

Evaluation mechanisms or by other Hospital or Medical Staff quality monitoring mechanisms.  

The Medical Staff has specific policies containing the details for the FPPE for the grant of initial 

Clinical Privileges or additional Clinical Privileges (new privileges) or, when indicated by OPPE 
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or other quality indicators or sources of information that raise questions regarding a Practitioner’s 

ability to competently perform her/his Clinical Privileges. 

ARTICLE XVIII.    ONGOING PROFESSIONAL PRACTICE EVALUATION 

The purpose of the Ongoing Professional Practice Evaluation (“OPPE”) is to establish a process 

for ongoing evaluation of whether each Practitioners continues to competently perform Clinical 

Privileges.  The Medical Staff has specific policies concerning the details for OPPE that will be 

conducted on all individuals privileged through the Medical Staff process.   

ARTICLE XIX.    CORRECTIVE ACTIONS 

SECTION 1.  GROUNDS FOR INITIATING AN INVESTIGATION 

A. The Medical Staff is responsible not only for establishing, but for maintaining 

patient care standards and providing oversight of the quality of care rendered by 

Practitioners privileged through the Medical Staff process.  The procedures set forth 

in this Article XIX provide processes and guidelines for the Medical Staff to 

evaluate complaints or concerns regarding patient care, including the orderly 

functioning of the Hospital, to formulate corrective action, and to monitor 

performance. Unless replaced or revised in NPP Policies and Procedures, the 

processes and guidelines in this Article XIX shall also be applicable to NPP.  

B. A request for review (“Request”) under this Article XIX may be made, as set forth 

herein, whenever, on the basis of information and belief, any Medical Staff 

member, the Board Chair, or the CEO has cause to question: 

1. the clinical competence or performance of any Medical Staff member; 

2. the care or treatment of a patient(s) or management of a case(s) by any 

Medical Staff member; 

3. the conduct of any Medical Staff member with regard to applicable Law, 

ethical or professional standards, including expected behavior as set forth 

in these Bylaws, Medical Staff and any Department Rules and Regulations 

and the Bylaws, policies, procedures, rules and regulations of the Hospital, 

Medical Staff, and Board, including, but not limited to the Hospital’s quality 

improvement, risk management, and utilization review programs; 

C A written Request shall be addressed to the Chief of Staff, or if the Chief of Staff 

is the requester s/he shall address the request to the MEC, making specific reference 

to the incident(s), activity(ies) or conduct that constitutes the basis for the request.  

The Chief of Staff shall promptly notify the CEO of all such requests and if 

warranted, proceed to an investigation in accordance with the investigation 

procedures outlined in this Article XIX.  This Request shall not be deemed the 

initiation of an investigation pursuant to the HCQIA and is merely informational in 

the course of routine peer review of the Practitioner.  It is not deemed a FPPE or 
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OPPE.  A Request does not entitle the Practitioner to any due process rights, does 

not constitute the initiation of corrective action, and is not an investigation. 

D. Nothing in this Article XIX is meant to restrict the ability of any Professional 

Review Body to conduct a review or informal investigation of a Staff member’s 

practices in connection with such committee’s quality improvement and/or 

assurance responsibilities. 

SECTION 2.  SELF REFERRAL 

Whenever a Practitioner has cause to question her/his own ability to perform her/his professional 

responsibilities due to physical, psychiatric or emotional illness, the Chief of Staff, shall assist in 

facilitating a referral to the appropriate agency as addressed in the Medical Staff Bylaws at Article 

XV.  The Practitioner shall cooperate with the Chief of Staff to assure that patient care is not 

compromised. 

SECTION 3.  INVESTIGATIVE PROCEDURE 

A. If, after receiving a Request, the Chief of Staff, a Department Chair, the CEO, or in 

her/his absence, her/his designee, or the Board Chair, reasonably believe that failure 

to take such action may result in imminent danger to the health and/or safety of any 

individual, will each have the authority to summarily suspend or restrict all or any 

portion of the Clinical Privileges of a Medical Staff Member in accordance with 

Section 4.  

If, after receiving a Request, a summary suspension is not warranted, and the Chief 

of Staff determines that the Request contains sufficient information to support an 

investigation or a recommendation, the Chief of Staff shall make a recommendation 

for action to the MEC, with or without a personal interview with the member. 

B. If the Request does not contain sufficient information to support an investigation or 

recommendation, the Chief of Staff may appoint a subcommittee to conduct an 

investigation, appoint an ad hoc investigating committee, or refer the Request to 

the MEC for investigation as a committee (each of the foregoing, an “Investigating 

Committee”). The Investigating Committee and the investigation shall be subject 

to the following: 

1. An Investigating Committee shall consist of at least three individuals, any 

of whom may or may not hold an appointment to the Medical Staff.  The 

Investigating Committee should not include partners, associates, or relatives 

of the subject of the investigation, nor Practitioners in direct economic 

competition with the subject of the investigation. 

2. The Investigating Committee shall have available to it the full resources of 

the Medical Staff and the Hospital to aid in its work, as well as the authority 

to use external consultants, as necessary. 
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3. The Investigating Committee may require a physical and/or mental 

examination of the Practitioner under review by a Physician or Physicians 

satisfactory to the Investigating Committee, and the results of such 

examination must be made available for the Investigating Committee’s 

consideration. 

4. The subject of the investigation shall have an opportunity to meet with the 

Investigating Committee before it completes its report.  At this meeting (but 

not, as a matter of right in advance of it) the Staff member will be informed 

of the general nature of the evidence supporting the investigation and will 

be invited to discuss, explain or refute it.  This interview does not constitute 

a hearing, and none of the procedural rules provided in these Bylaws with 

respect to hearings, including the right to have legal counsel present, shall 

apply.  A summary of such interview shall be made by the Investigating 

Committee and included with its report to the MEC. 

5. The Investigating Committee shall submit a report to the MEC that includes 

the evidence reviewed and its findings 

SECTION 4.  SUMMARY SUSPENSIONS 

A. Prior to Investigation 

1. Prior to any investigation under this Article XIX, upon a reasonable belief 

that failure to take such action may result in imminent danger to the health 

and/or safety of any individual, the Chief of Staff, a Department Chair, the 

CEO, or in her/his absence, her/his designee, or the Board Chair shall each 

have the authority to summarily suspend or restrict all or any portion of the 

Clinical Privileges of a Medical Staff member. 

2. Prior to implementation of such summary suspension or restriction, the 

CEO, or her/his designee, shall, consult with the Chief of Staff. Whenever 

practicable. 

3. Any individual who exercises authority under paragraphs 1 or 2 above to 

summarily suspend Clinical Privileges must first notify the CEO and Chief 

of Staff. 

4. The Chief of Staff shall initiate an investigation of the matter prompting the 

summary suspension in accordance with this Article XIX. 

B. During an Investigation 

At any time during an investigation, the Chief of Staff, the CEO, or the Chair of the 

Board may suspend all or any part of the Clinical Privileges of the Staff member 

being investigated upon a reasonable belief that failure to take such action may 

result in an imminent danger to the health and/or safety of any individual. 
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C. General Requirements for Summary Suspensions 

1. A summary suspension shall become effective immediately upon 

imposition and remain in effect unless or until modified by the CEO or the 

Board. 

2. The summary suspension must be tailored to the issues that could cause 

immediate danger to the health and/or safety of any individual. 

3. An investigation must be completed within fourteen (14) days of the 

suspension or reasons for the delay must be transmitted to the Board so that 

it may consider, as soon as practicable, whether the suspension should be 

lifted prior to its completion. 

4. Immediately upon the imposition of a summary suspension, the appropriate 

Department Chair, or in her/his absence, the Chief of Staff, shall transfer 

the care of the suspended Staff member’s Hospital patients to another 

Medical Staff member.  In making such a transfer, the wishes of the patient 

shall be considered whenever possible. 

5. It shall be the duty of the Chief of Staff and the Department Chair to 

cooperate with the CEO in enforcing all suspensions. 

6. Summary suspension under this Article XIX shall be deemed an interim 

precautionary step in the professional review activity and shall not imply a 

final finding of responsibility for the situation that prompted the suspension. 

D. Request for Review of Summary Suspension 

1. When a summary suspension is initiated pursuant to this Section 4, the CEO 

will provide the affected Practitioner with Notice of her/his right to a review 

of the suspension as soon as possible. This Notice shall contain a statement 

of the general reasons for the initial suspension; 

a. a statement that the suspended Staff member has a right to request 

review of the summary suspension, and that the review request must 

be submitted to the CEO within two (2) days from receipt of the 

Notice to request such review in writing; 

b. a statement that failure to request a review in the time and manner 

specified will result in a waiver of the Practitioner’s right to a review 

of the summary suspension; and 

c. a statement that the suspended Staff member may meet with the 

appropriate review panel (referenced in paragraph 4 below) to rebut 

the need for the summary suspension. 
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2. The suspended Staff member shall only have two (2) days from the date of 

receipt of such Notice, as indicated by proof of delivery, to submit a written 

request for a review to the CEO. If the suspended Staff member does not 

submit a written request for a review within two (2) days of receipt of the 

Notice, s/he shall be deemed to have waived her/his right to such review 

and the suspension shall remain in effect until modified by the CEO or by 

the Board. 

3. Upon receipt of an appropriate request for a review, the CEO, in 

consultation with the Chief of Staff, shall promptly appoint an ad hoc review 

panel composed of three members of the Credentials Committee, schedule 

the review as soon as practicable, and give Notice to the suspended Staff 

member of its date, time, and place.  Every reasonable effort should be made 

to schedule the review within seven (7) days of the initial suspension.  The 

Notice must also list the patient records and/or other information supporting 

the initiation of the summary suspension. 

4. The only matter to be considered during the interview and review is the 

reasonableness of initiating a summary suspension to address the imminent 

risk to the health or safety of a patient or others.  The individual initiating 

the suspension will provide the ad hoc panel with a summary of the reason 

for initiation prior to its interview with the affected Staff member.  After 

interviewing the suspended Staff member, the ad hoc review panel may 

recommend continuation of the suspension, termination of suspension, or a 

modification of its terms. A recommendation for termination or 

modification of the summary suspension may be made only if the review 

panel concludes that the basis for the suspension did not reasonably meet 

the requirements of this Article XIX.  The panel’s recommendation and the 

reasons therefore will be provided to the CEO and the Chief of Staff as soon 

as possible after the interview for their consideration. 

5. The summary suspension shall remain unchanged until and unless modified 

by the CEO or the Board. 

6. A reversal of a summary suspension does not prohibit the initiation of 

Corrective Action against the Practitioner pursuant to Section 5 below.  

SECTION 5.  RECOMMENDATIONS FOR CORRECTIVE ACTIONS 

A. After review of the Investigative Committee report, the MEC may recommend any 

appropriate action in furtherance of safe, quality care and performance 

improvement, including but not limited to: (a) no action; (b) further evaluation; (c) 

a written warning; (d) a letter of reprimand; (e) proctoring; (f) consultation; (g) 

reduction or revocation of Clinical Privileges; (h) remedial education; (i) referral to 

the appropriate professional internal or external resource, including physical, 

psychiatric or emotional diagnostic and/or rehabilitative programs; and (j) 

termination of Medical Staff membership and/or Clinical Privileges. 
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B. A recommendation for action will include monitoring of the affected Practitioner 

to the extent necessary to assure Hospital patient safety. 

C. If the recommendation of the MEC would entitle the affected Staff member to a 

hearing addressed in these Bylaws at Article XIX, the recommendation shall be 

forwarded to the CEO, who shall promptly give Notice to the affected member.  

The CEO shall then hold the recommendation until after the Staff member has 

exercised or waived her/his right to a hearing and appeal as provided in Article 

XXI.  At that time, the CEO shall forward the MEC’s recommendation, together 

with all supporting documentation, to the Board.  The Chief of Staff or her/his 

designee shall be available to the Board to answer any questions that may be raised 

with respect to the recommendation. 

D. If the recommendation of the MEC includes a recommendation for the imposition 

of an immediate suspension or restriction of Clinical Privileges based on the 

reasonable belief that failure to take such action may result in imminent danger to 

the health and/or safety of any individual, the recommendation will take effect 

immediately and remain in effect until modified by the CEO or Board.  The CEO 

must promptly give Notice to the affected Staff member of the recommended 

suspension/restriction, its immediate effect, and her/his right to the hearing and 

appeals process provided in Article XXI. 

E. If the recommendation of the MEC would not entitle the Staff member to a hearing, 

in accordance with Article XXI, the action shall take effect immediately.  A report 

of the action taken and reasons therefore shall be made to the Board through the 

CEO and the action shall stand unless modified by the Board. 

F. In the event the Board considers modification of an MEC action given immediate 

effect pursuant to Section E above, and such modification would entitle the 

individual to a hearing under Article XXI, the affected Staff member will be given 

Notice by the CEO, and no final action thereon shall be taken by the Board until 

the Staff member has exercised or waived her/his right to a hearing and appeal. 

SECTION 6.  AUTOMATIC TERMINATION OF MEMBERSHIP AND/OR 

SUSPENSION OF PRIVILEGES 

A. Termination of Medical Staff membership and/or suspension of all Clinical 

Privileges shall occur automatically as indicated in the following circumstances 

incurred by a Practitioner: 

1. Failure to report to the Hospital any licensure action that limits the 

member’s authority to practice in the State of Florida within seven (7) days 

of imposition of such action. 

2. Revocation or restriction of license to practice shall result in automatic 

termination of membership. 
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3. Suspension of license to practice or revocation or suspension of a DEA 

Registration shall result in automatic summary suspension of all Clinical 

Privileges and prompt investigation in accordance with these Bylaws.  A 

summary suspension based on suspension of license to practice will be in 

effect, at a minimum, for a period concomitant with State action without a 

right to a hearing and appeal. 

4. Failure to take appropriate steps to cause license or DEA Registration 

renewal, thereby rendering the license or DEA Registration inactive, shall 

result in automatic suspension of all Clinical Privileges.  For license 

renewals, privileges will be terminated if license is not renewed within 

thirty (30) days.  In the case of a DEA Registration, suspension will remain 

until waiver is requested and obtained from the Board, the granting of which 

waiver is within the sole discretion of the Board. 

5. Failure to appear at a Medical Staff or Hospital committee meeting to which 

the Medical Staff member has been invited, and at which a discussion of the 

Medical Staff member’s clinical or professional practice is scheduled, 

unless excused by the MEC upon a showing of good cause, shall result in 

automatic suspension of privileges.  Such suspension will be automatically 

rescinded upon the Medical Staff member’s participation in a rescheduled 

conference; provided that the Practitioner makes a request within fourteen 

(14) days of the original conference date to reschedule.  Upon failure to 

request the rescheduling within the fourteen (14) days, the Medical Staff 

member’s membership will be automatically terminated. 

6. Failure to undergo a medical, psychological and/or psychiatric 

examination/evaluation at the request of the Credentials Committee, MEC 

or Board shall result in automatic suspension of privileges.  Such suspension 

will be automatically rescinded upon the member’s agreement to comply 

with the request; provided that the Practitioner commits within fourteen (14) 

days of the suspension.  Upon failure to agree to comply with the request 

within fourteen (14) days, the Medical Staff member’s membership will be 

automatically terminated. 

7. Failure to complete medical records in a timely fashion, in accordance with 

the requirements of Hospital policy and the Rules and Regulations may 

result in automatic suspension of all Clinical Privileges (except as to 

Hospital patients currently under her/his care) until such time as completion 

has occurred. 

8. Failure to maintain the minimum professional liability insurance coverage 

requirements established by the Board shall result in automatic termination 

of membership, unless the Medical Staff member has requested waiver of 

such requirement from the Board and is awaiting final Board action on such 

request. 
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9. Exclusion or suspension (temporary or permanent) from participation in any 

Federal or State-sponsored reimbursement program shall result in automatic 

termination of membership. 

10. Failure to acquire Specialty Board Certification within the timeframe 

established in these Bylaws, or failure to maintain current Boards in primary 

specialty shall result in automatic termination of membership unless the 

appointee has requested waiver of such requirement from the Board and is 

awaiting final action on such request. 

11. Failure to continuously meet the requirements of a Medical Staff category 

established in these Bylaws shall result in automatic termination of 

membership. 

12. Failure to request a return to active practice after a one-year leave of 

absence, as addressed in these Bylaws at Article XV, will result in automatic 

termination of membership. 

B. Upon the occurrence of any of the foregoing events, the CEO shall promptly give 

Notice of the automatic termination or suspension to the affected Medical Staff 

member, and the Notice shall state the specific grounds for the 

termination/suspension.  Within ten (10) days of receipt of such Notice, the affected 

Medical Staff member may present written evidence to the CEO that negates the 

grounds for the automatic suspension or termination.  If the CEO determines, in 

her/his sole discretion, that the written evidence is sufficient to negate the grounds 

for the automatic suspension or termination, s/he shall give Notice to the affected 

Medical Staff member and the automatic suspension or termination shall be 

considered void from the beginning.  Unless otherwise provided in this Section 6, 

any automatic suspension that is not corrected within thirty (30) days shall result in 

automatic termination, without further notice.  Automatic terminations not imposed 

due to a pending request of a Board waiver will take effect immediately upon denial 

of the request. 

C. As an automatic suspension under this section is based upon the Practitioner’s 

failure to meet basic requirements for Medical Staff membership, the Practitioner 

is not entitled to a hearing pursuant to Article XXI of these Medical Staff Bylaws.   

D. It is the responsibility of the Chief of Staff and the CEO to enforce all automatic 

suspensions and terminations. 

SECTION 7.  CONFIDENTIALITY AND REPORTING 

All minutes, reports, recommendations, communications, and actions made or taken pursuant to 

these Bylaws are deemed confidential and/or privileged pursuant to Federal and/or State (Florida 

and other) statutes and other Laws providing protection to peer review or related activities and to 

such policies regarding confidentiality as may be adopted by the Hospital.  Furthermore, the 

committees and/or panels charged with making reports, findings, recommendations or 

investigations pursuant to these Bylaws shall be considered to be acting on behalf of the Hospital 
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and its Board when engaged in such professional review activities and thus shall be deemed the 

“professional review bodies” as that term is defined in the Health Care Quality Improvement Act 

of 1986. 

Reports of actions taken pursuant to this Section 7 shall be made by the CEO to such governmental 

agencies as may be required by Law. 

ARTICLE XX.    FAIR HEARING AND APPEALS PROCEDURES 

SECTION 1.  INITIATION AND SCHEDULING OF A HEARING 

A. Right to Hearing 

Except as provided in Paragraph B of this Section 1, a Practitioner is only entitled 

to a hearing whenever any of the following adverse recommendations, or adverse 

actions, have been made or taken by the MEC or the Board: 

1. denial of Medical Staff appointment or reappointment; 

2. revocation of Medical Staff membership; 

3. denial of requested Clinical Privileges; 

4. revocation of Clinical Privileges; 

5. suspension of Clinical Privileges; or 

6. imposition of mandatory concurring consultation requirement. 

No Practitioner shall be entitled to more than one (1) hearing with respect to the 

subject matter of any proposed adverse recommendation or action giving rise to a 

hearing right.  A hearing right provided as to an initial or proposed adverse 

recommendation or action by the MEC satisfies the requirements for a hearing right 

as to the final recommendation or action by the Board that is based on the same 

subject matter.  

B. Actions Not Giving Rise to Hearing Right 

Recommendations for, or imposition of, any of the following actions by the MEC 

or Board do not constitute grounds for a hearing: 

1. denial of Medical Staff, appointment or reappointment, or revocation of 

Medical Staff appointment based on an inability to meet any one of the 

minimum objective criteria for appointment set forth in these Bylaws; 

2. automatic suspension of Clinical Privileges or termination of membership 

pursuant to these Bylaws; 
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3. revocation of Clinical Privileges as a result of change and/or elimination of 

services offered by the Hospital, termination of Medical Staff membership 

and/or Clinical Privileges due to an independent contractor arrangement for 

such services, or termination of Medical Staff membership and/or Clinical 

Privileges as a result of the termination of an employment contract between 

a Practitioner and the Hospital; 

4. summary suspension pursuant to these Bylaws, unless such suspension 

remains in effect for more than fourteen (14) days and the affected 

Practitioner has not requested a review of the summary suspension pursuant 

to these Bylaws;  

5. denial or termination of temporary or emergency Clinical Privileges under 

these Bylaws; 

6. Any other corrective action which does not restrict the Clinical Privileges 

of the Practitioner, including but not limited to; 

a. general consultation or corrective counseling requirement; 

b. issuance of a letter of warning, admonition or reprimand; or 

7. denial of a request for waiver from the Board of any appointment criteria  

set forth in these Bylaws.  

 

C. Notice of Adverse Recommendation or Action and Request for Hearing 

1. When a recommendation is made or action is taken that entitles a 

Practitioner to a hearing prior to final action of the Board, the affected 

Practitioner shall promptly be given Notice by the CEO.  This Notice shall 

contain: 

a. a statement of the recommendation/action and the general reasons 

for it; 

b. a statement that the individual has a right to a hearing on the 

recommendation/action and; 

c.  that the Practitioner has thirty (30) days from receipt of the Notice 

to request such hearing; 

d. a statement that failure to request a hearing in the time and manner 

specified will result in a waiver of the Practitioner’s right to a 

hearing and acceptance of the adverse recommendation/action; 

e. a summary of the Practitioner’s rights during the hearing as provided 

for in Article XXI of these Bylaws; and 
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f. if the hearing is regarding a summary suspension pursuant to Article 

XXI of these Bylaws, a statement that the hearing is limited to the 

reasonableness of initiation of the suspension. 

2. The affected Practitioner shall have thirty (30) days from the date of receipt 

of such Notice, as indicated by proof of delivery, to submit a written request 

for a hearing to the CEO. 

3. If the affected Practitioner does not submit a written request for a hearing 

within thirty (30) days of receipt of the notice, s/he shall be deemed to have 

waived her/his right to such hearing and to have accepted the 

recommendation and/or action, and any action taken by the Board shall be 

deemed final. 

D. Scheduling and Notice of Hearing 

Within fifteen (15) days of receipt of the affected Practitioner’s written request for 

a hearing, the CEO must schedule the hearing and give Notice to the Practitioner 

of its time, place and date. The hearing shall be held on Hospital premises or at the 

request of the CEO, at some other location in Volusia County, Florida The hearing 

must begin as soon as practicable, but no sooner than thirty (30) days from the date 

of Notice, unless an earlier hearing date has been specifically agreed to in writing 

by the affected Practitioner. 

1. The Notice must also: 

a. include a concise statement of the specific reasons for the 

recommendation(s) giving rise to the hearing; 

b. list the patient records and other information supporting the 

recommendation(s); 

c. in accordance with paragraph E below, list the witnesses who are 

expected to testify or present evidence at the hearing in support of 

the recommendation, and inform the Practitioner of her/his 

obligation to provide the CEO, within fifteen (15) days of receipt of 

the Notice, with a list of witnesses s/he expects to testify or present 

evidence on her/his behalf; and 

d. inform the Practitioner of her/his right to be represented at the 

hearing by an attorney or other person of her/his choice and her/his 

obligation to advise the CEO, within fifteen (15) days of receipt of 

the Notice, of the name and address of such attorney or other person. 

2. The statement of reasons and list of supporting documents may be amended 

or supplemented at any time, even during the hearing, provided the new 

material is relevant to the appointment or Clinical Privileges of the affected 
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Practitioner, and that the Practitioner and her/his counsel have sufficient 

time to study the new information and rebut it. 

E. Exchange of Witness Lists 

A written list of the names, titles and/or professional affiliation(s) of the individuals 

expected to give testimony or present evidence in support of the recommendation(s) 

giving rise to the hearing shall be provided to the affected Practitioner with the 

Notice of hearing.  Within fifteen (15) days of receiving the Notice of the hearing, 

the affected Practitioner must provide a written list of names, titles and/or 

professional affiliations of the individuals expected to give testimony or present 

evidence at the hearing on her/his behalf.  The witness list of either party may be 

supplemented or amended at any time prior to the hearing, provided that Notice of 

the change is given to the other party. 

SECTION 2.  HEARING PROCEDURE 

The purpose of the hearing referenced in Section 1 above shall be to recommend a course of action 

to the Board, and the duties of a panel to conduct the hearing (“Hearing Panel”) shall be so defined.  

The hearing is to be conducted in as informal a manner as possible, subject to the rules and 

procedures set forth below. 

A. Appointment of Hearing Panel 

1. When a hearing is requested, the CEO, after considering the 

recommendations of the Chief of Staff shall appoint a panel to conduct the 

hearing (the “Hearing Panel”). 

2. A Hearing Panel shall be composed of not less than three individuals, who 

may or may not be members of the Medical Staff, but the Hearing Panel 

must include peer representation.  Medical Staff appointees to the Hearing 

Panel shall not have actively participated in consideration of the matter 

involved at any previous level; knowledge of the matter involved, however, 

shall not preclude any individual from serving as a member of the Hearing 

Panel.  Nor shall the Hearing Panel include any individual who is in direct 

economic competition with the affected Practitioner or any individual who 

is related to the Practitioner.  The CEO shall designate a Chair of the 

Hearing Panel. 

B. Appointment of Presiding Officer 

1. The CEO shall select a person to act as the presiding officer (“Presiding 

Officer”) during the hearing. 

2. The Presiding Officer may either be the Chair of the Hearing Panel, or an 

individual who is not a member of the hearing panel, (and may be an 

attorney), who: 
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a. did not actively participate in consideration of the matter involved 

at any previous level; knowledge of the matter involved, however, 

shall not preclude any individual from serving as the Presiding 

Officer;     

b. is not in direct competition with the affected Practitioner; and 

c. is not related to the affected Practitioner. 

3. The Presiding Officer shall: 

a. act to ensure that all participants in the hearing have a reasonable 

opportunity to be heard and to present relevant oral testimony and/or 

documentary evidence and that decorum is maintained throughout 

the hearing; 

b. determine the order of proceeding throughout the hearing; 

c. have the authority and discretion to make rulings, consistent with 

these Bylaws, on all questions of procedure and admissibility of 

evidence; and 

d. have the authority to remove from the hearing any individual who is 

disruptive to the orderly and professional process of the hearing. 

4. The Presiding Officer must not act as a prosecutor, or as an advocate for 

either side at the hearing.  S/he may participate in the private deliberations 

of the Hearing Panel and act as advisor to it, but shall not be entitled to vote 

on its recommendations, unless s/he is the Chair of the Hearing Panel.  The 

Presiding Officer may assist the Hearing Panel in the drafting of its report 

and/or recommendations. 

C. Rights of Affected Practitioner and Hospital 

During the hearing, both the affected Practitioner and the Professional Review 

Body whose recommendation prompted the hearing have the right to: 

1. representation by an attorney or any other person of her/his choice; except 

that, if the affected Practitioner is not represented by an attorney, the 

Hospital will not be either; 

2. call, examine and cross-examine witnesses; 

3. present evidence, unless it is determined by the Presiding Officer to be 

irrelevant; and 

4. submit a written statement at the close of the hearing, in accordance with 

I.5 below.  
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D. Requests for Documents 

1. At least five (5) days prior to the hearing, each party must provide to the 

other party documents in its possession that it plans to rely on as evidence 

at the hearing.  Such documents may be supplemented at any time prior to 

the conclusion of the hearing, as long as the receiving party has sufficient 

time to study the new information and supplement or rebut it. 

2. Providing documents to the other party shall not waive any privilege or 

confidentiality provided by Law, Rules and Regulations, or Hospital policy, 

rule or regulation to those documents; all documents will remain subject to 

such privilege and confidentiality protections. 

E. Postponement of Hearing 

Upon agreement by both parties, the hearing may be postponed beyond the time 

reflected in the original Notice.  If the parties cannot agree, postponement will be 

permitted only by the Presiding Officer upon a showing of good cause by the 

requesting party. 

F. Failure to Appear and Participate 

The personal presence of the affected Practitioner at the hearing is required.  Failure 

of the affected Practitioner to appear and participate at the hearing, without good 

cause as determined by the Presiding Officer, shall be deemed to constitute 

acceptance of the recommendation(s) or action(s) pending.  Such 

recommendation(s) or pending action(s) shall become final and effective upon 

Board action. 

G. Attendance by Panel Members 

It is preferable to have all members of the Hearing Panel continually present during 

the hearing; however, to assure conclusion of a hearing within a reasonable 

timeframe, the hearing may continue, in the sole discretion of the Presiding Officer, 

even though all members of the Hearing Panel are not present at all times.  The fact 

that not all panel members were physically present at all times during the hearing 

shall not invalidate it. 

H. Hearing Record 

1. A record of the hearing shall be documented by a court reporter or by an 

electronic recording of the proceedings.  The cost of such reporter shall be 

borne by the Hospital, but copies of the transcripts or electronic recording 

shall be provided upon request to the affected Practitioner at her/his 

expense. 
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2. The Hearing Panel may, but shall not be required to, order that oral evidence 

be taken only on oath or affirmation administered by a person authorized to 

notarize documents in the State of Florida. 

I. Presentation of Evidence 

1. The Professional Review Body whose recommendation prompted the 

hearing shall present its evidence first.  Upon completion of its presentation, 

the affected Practitioner shall present her/his evidence.  The Professional 

Review Body shall then have an opportunity to rebut any evidence 

presented by the affected Practitioner. 

2. Both parties to the hearing shall be permitted to present evidence, unless it 

is determined by the Presiding Officer not to be relevant, regardless of the 

admissibility of such evidence in a court of law.  The Presiding Officer shall 

admit any evidence which is commonly relied upon by reasonably prudent 

persons in the conduct of serious affairs. 

3. The Hearing Panel may interrogate the witnesses, call additional witnesses, 

or request documentary evidence. 

4. The Hearing Panel shall have the discretion to take official notice of any 

relevant matters as to which the Panel believes there can be no reasonable 

dispute.  Official notice may also be taken of generally recognized technical 

or scientific facts within the Hearing Panel’s members’ specialized 

knowledge.  Participants in the hearing shall be informed of the matters to 

be officially noticed and such matters shall be noted in the record of the 

hearing.  Either party shall have the opportunity to request that a matter be 

officially noticed or to refute the noticed matter by evidence or by written 

or oral presentation of authority.  Reasonable additional time shall be 

granted, if requested, to present written rebuttal of any evidence admitted 

on official notice. 

5. At the close of the hearing, each party shall have the right to submit a written 

statement concerning any issue, procedure, or alleged fact.  Such written 

statement may take the form of a memorandum of points and authorities.  

The Hearing Panel may request that such a statement or memorandum be 

filed by either party. 

J. Standard of Proof 

The affected Practitioner has the burden of proving that the recommendation that 

prompted the hearing was unreasonable or not supported by substantial evidence.  

Unless s/he so proves, the Hearing Panel must recommend in favor of the 

Professional Review Body. 

K. Adjournment and Conclusion 
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The Presiding Officer may, without special notice, adjourn and reconvene the 

hearing at the convenience of the participants.  Upon conclusion of the presentation 

of oral and written evidence, the hearing shall be closed. 

L. Deliberations and Recommendation of the Hearing Panel 

1. Within twenty (20) days after conclusion of the hearing, the Hearing Panel 

must: 

a. conduct its deliberations outside the presence of any other 

individual, except the Presiding Officer; 

b. render a report containing a recommendation(s) and a concise 

summary of the reasons supporting the recommendation; the 

recommendation shall be based on material allowed into evidence 

at the hearing, which may include:  oral testimony of witnesses; 

documentary evidence; all officially noticed matters; any other 

evidence that has been admitted; the Hearing Panel shall consider 

any written statement or memorandum of points and authorities 

submitted by the parties; the recommendation shall comport with the 

burden of proof requirement set forth in paragraph J above; and 

agreement by a majority of the members of the Hearing Panel is 

required for the issuance of its report; 

c. deliver its report to the CEO; 

d. upon its receipt, the CEO shall promptly provide the Hearing 

Panel’s report to the affected Practitioner by any manner permitted 

for a Notice; the CEO shall also send a copy of the report to the 

MEC and to the Professional Review Body whose adverse 

recommendation prompted the hearing; and once the affected 

Practitioner exhausts or waives any appeal rights, the CEO shall 

promptly forward the Hearing Panel report to the Board for final 

action; and 

e. make available to the Board all supporting documentation and 

transcripts of the hearing at the time of its review. 

SECTION 3.  APPELLATE REVIEW 

A. Request for Appellate Review 

Within ten (10) days of notification by the CEO of an adverse recommendation 

from the Hearing Panel, the affected Practitioner may request appellate review 

(“Appellate Review”), unless the Hearing Panel recommendation is one that would 

not be subject to Appellate Review as per these Bylaws. Admission of The 

Appellate Review request must be in writing and delivered to the CEO with receipt 

acknowledged by signature, and shall include a brief statement of the facts 
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supporting grounds for the appeal.  The CEO shall promptly forward the request to 

the Board Chair.  If such Appellate Review is not requested in a timely fashion and 

in the manner required, the affected Practitioner shall be deemed to have waived 

the right to an appeal and to have accepted the adverse recommendation of the 

Hearing Panel. 

B. Grounds for Appeal 

The grounds for an Appellate Review are that: 

1. there was substantial failure on the part of the Hearing Panel to comply with 

these Bylaws, and such failure significantly prejudiced the affected 

Practitioner; or 

2. the recommendations of the Hearing Panel were arbitrary or capricious; or 

3. the recommendations of the Hearing Panel were not supported by 

substantial evidence. 

C. Scheduling and Notice of Appellate Review 

1. Within ten (10) days of receipt of a request for an appeal, the CEO shall 

schedule and arrange for an Appellate Review.  The date of Appellate 

Review must not be less than twenty (20) days, nor more than forty-five 

(45) days, from the date of receipt of the request; provided, however, that 

when a request for Appellate Review is from a Practitioner who is under a 

suspension then in effect, the Appellate Review must be held as soon as the 

arrangements may reasonably be made.  The CEO shall give the affected 

Practitioner a Notice of the time, place, and date of the appellate review. 

2. The time set for the Appellate Review may be postponed by the Chair of 

the Board beyond the time set forth in the original Notice upon a showing 

of good cause by the Appellate Review Panel. 

D. Appointment of Appellate Review Panel 

1. The Chair of the Board shall appoint a panel to consider the appeal 

(“Appellate Review Panel”) composed of not less than three (3) nor more 

than five (5) persons, who may be members of the Board or others, 

including reputable persons outside the Hospital, but the Appellate Review 

Panel must include at least one (1) peer. 

2. Appointees to the Appellate Review Panel must not have actively 

participated in the consideration of the matter involved at any previous 

level; knowledge of the matter involved, however, shall not preclude any 

individual from serving as a member of the Appellate Review Panel.  Nor 

shall it include any individual who is in direct economic competition with 

the affected Practitioner, nor any individual who is related to the 



 

58 
04202026 

Practitioner.  The Chair of the Board shall designate a Chair of the Appellate 

Review Panel. 

E. Attendance by Appellate Review Panel Members 

A majority of the members of the Appellate Review Panel must be present at each 

meeting of the Panel.  The Chair of the Appellate Review Panel may, without 

special notice, adjourn and reconvene the review meeting at the convenience of the 

participants. 

F. Purpose and Standard of Appellate Review 

1. The purpose of the Appellate Review is to ascertain the fairness of the 

hearing procedure and to determine whether the recommendation of the 

Hearing Panel is supported by substantial evidence submitted at the hearing.  

The Appellate Review Panel shall review the hearing record, including all 

documentary evidence and any written statements submitted by the parties, 

before making its determinations and recommendations to the Board. 

2. The Appellate Review Panel must uphold the recommendation of the 

Hearing Panel unless it finds that: 

a. the Hearing Panel’s recommendation was not supported by 

substantial evidence in the record, or was arbitrary or capricious; 

b. the procedures followed in reaching the recommendation were not 

fair or not in substantial compliance with these Bylaws and such 

unfairness or lack of compliance significantly prejudiced the 

affected Practitioner. 

G. Additional Evidence 

The Appellate Review Panel shall be based upon the record and the Appellate 

Review Panel may not consider additional evidence not presented at the hearing 

unless the party wishing to present such evidence establishes good cause.  Good 

cause may include new evidence that was not available at the time of the hearing, 

evidence that the Practitioner was unfairly denied the opportunity to at the hearing, 

or other substantial cause.  The Appellate Review shall have sole discretion in 

deciding to admit such evidence.  The Appellate Review Panel may, in its sole 

discretion, invite the affected Practitioner to appear and make a statement. 

H. Recommendation of the Appellate Review Panel 

1. Within fourteen (14) days of the date in the Notice for the Appellate 

Review, the Appellate Review Panel shall render a written report containing 

a recommendation in accordance with this Section 3 and a concise summary 

of the reason(s) supporting its recommendation and forward such report to 

the Board and the CEO.  The recommendation shall comport with the 
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standard of review set forth in this Section 3.  If the Appellate Review 

Panel’s recommendation does not uphold the Hearing Panel’s 

recommendation, it may recommend referral back to the Hearing Panel or 

the MEC, as appropriate, with instructions for remedial action.  Agreement 

by a majority of the members of the Appellate Review Panel is required for 

the issuance by the Appellate Review Panel of any recommendation or 

report.  In the preparation of its written report with recommendation, the 

Appellate Review Panel may obtain assistance from t Hospital support staff 

(including the Hospital attorney). 

2. Upon its receipt, the CEO shall forward the Appellate Review Panel’s report 

with recommendation to the Board, Hearing Panel, the Professional Review 

Body whose adverse recommendation prompted the hearing, the MEC and 

communicate the report with recommendation by Notice to the affected 

Practitioner. 

SECTION 4.  FINAL DECISION OF THE BOARD 

A. Final Board Action 

1. The Board has, and shall exercise, final action authority after Practitioner 

exhaustion or waiver of the hearing and appeal rights addressed in this 

Article XX. The Board may affirm, modify or reverse the recommendation 

presented to it for final action, after exhaustion or waiver of hearing and 

appeal rights by the affected Practitioner, or in its sole discretion, the Board 

may refer the matter for further review and recommendations, to be 

completed within thirty (30) days or less, as per the Board’s direction. 

2. If the Board proposes an adverse final action inconsistent with that of the 

final recommendation before it, the Board Chair shall consult with the Chief 

of Staff before taking such final action. 

3. The CEO shall promptly give Notice of the final Board action to the affected 

Practitioner, and inform the Panel providing the recommendation and the 

Chief of Staff, who shall distribute the recommendation to the MEC. 

B. Further Review 

Final Board action shall be effective immediately and is not subject to further 

review.  No Practitioner shall be entitled as a matter of right to more than one 

hearing or Appellate Review on any single matter. 

SECTION 5.  REAPPLICATION AFTER ADVERSE FINAL ACTION 

In the event that the Board denies initial appointment or reappointment to the Practitioner, or 

revokes or terminates the Practitioner’s Medical Staff appointment and/or Clinical Privileges, the 

Practitioner may not again apply for Medical Staff appointment or Clinical Privileges at this 



 

60 
04202026 

Hospital for a period of five (5) years, unless the Board provides otherwise in its written final 

decision. 

SECTION 6.  APPLICABILITY TO NPP 

Unless replaced or revised in the NPP Policies and Procedures, and subject to Article XX, 

paragraph G, the fair hearing processes and guidelines in this Article XX shall also be applicable 

to NPP.  

ARTICLE XXI.    MEDICAL RECORDS AND HISTORY AND PHYSICALS 

SECTION 1.  MEDICAL RECORDS 

Medical Staff Members shall comply with all Laws, licensure and accreditation standards, Rules 

and Regulations, and other Hospital and Medical Staff policies, rules and regulations regarding the 

content and completion of patient medical records. 

SECTION 2.  ADMISSION HISTORY AND PHYSICAL EXAMINATION 

The History and Physical (H&P) examination will be completed by a Physician or other qualified 

individual in accordance with Hospital policies, rules and regulations, and in accordance with 

Laws, applicable Rules and Regulations, and other Hospital rules, regulations, and policies.  The 

H&P will be completed and documented in the medical record no more than thirty (30) days 

prior to or within twenty-four (24) hours after registration or inpatient admission, but prior to 

surgery or a procedure requiring anesthesia services (except for emergency procedures).  For an 

H&P examination that was completed within thirty (30) days prior to registration or inpatient 

admission, an update documenting any changes in the patient’s condition will be completed 

within twenty-four (24) hours after registration or inpatient admission, but prior to surgery or a 

procedure requiring anesthesia services.   
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	A. Initial appointments and reappointments to the Medical Staff shall be made by the Board of Directors.  The Board shall act on appointments and reappointments only after there has been a recommendation from the MEC.
	B. Appointments to the Medical Staff will be for no more than thirty-six (36) months.

	SECTION 4.    RESPONSIBILITIES OF EACH MEMBER
	A. Each Staff member must provide appropriate, timely and continuous care of her/his patients, shall be responsible for the actions of other Practitioners, NPP, Students, Residents and Fellows under her/his supervision, and shall discharge in a respon...
	B. Each Staff member must participate in quality and performance improvement activities and in discharging other Staff functions as may be required from time to time.
	C. Each Staff member must abide by and comply with the bylaws, policies, procedures, and rules and regulations of the Hospital and the Medical Staff.
	D. Each Staff member must comply with relevant provisions concerning Appointment and Clinical Privileges addressed in the Medical Staff Bylaws at Articles XII and XIII.
	E. Each Staff member must, upon request of the Hospital or its Medical Staff, and in accordance with applicable Laws and the Hospital’s call schedules, provide appropriate and necessary emergency medical treatment, within the scope of such Practitione...
	F. Each Staff member shall be responsible for paying dues and fees as required by the Rules and Regulations.

	SECTION 5.    MEDICAL STAFF MEMBER RIGHTS
	A. Each Medical Staff member has the right to an audience with the MEC upon presentation of a written request.
	B. Any Medical Staff member may initiate a petition for a special meeting of the Medical Staff, upon presentation of a petition signed by at least one-third (1/3) of the active members of the Active Staff, which shall be scheduled in accordance with t...
	C. A Medical Staff member may propose a change of the Bylaws by making a request to the MEC, and Article III of these Bylaws shall then be followed as appropriate.
	D. This Article VI does not pertain to issues involving corrective action, denial of requests for appointment or Clinical Privileges or any other matter relating to individual membership or privileging actions, as such issues are addressed elsewhere i...


	ARTICLE VII.    CATEGORIES OF THE MEDICAL STAFF
	SECTION 1.    THE ACTIVE STAFF CATEGORY
	A. Qualifications:  In order to be eligible for Active Staff membership, a Practitioner must be (a) actively involved in the treatment of at least twenty-five (25) patients, which may include outpatients, annually at the Hospital or (b) actively engag...
	B. Practitioner appointees to the Active Staff may:
	1. Exercise such Clinical Privileges, including admitting Clinical Privileges, as are granted by the Board of Directors.
	2. Be appointed members of Medical Staff committees and vote on all matters presented by the Medical Staff and by the appropriate Staff committee of which s/he is a member.

	C. Practitioner appointees to the Active Staff shall:
	1. Actively participate in the organizational and administrative affairs of the Medical Staff, including, but not limited to:  quality review and performance improvement; risk management; committee and Department meetings.
	2. Serve on Medical Staff and Hospital committees and/or hold office as assigned, appointed or elected in accordance with these Bylaws; and discharge other Staff functions as may be required from time to time.
	3. Care for unassigned Hospital patients, regardless of payment status, and participate in the on-call coverage for Hospital patients and emergency patients in accordance with Staff member and Hospital responsibilities under applicable Laws, with thes...
	4. Fulfill any meeting attendance requirements as established by these Bylaws.
	5. Practice and act in a manner consistent with the Deltona Hospital mission as duly directed by the Board.


	SECTION 2.    THE COURTESY STAFF CATEGORY
	A. Qualifications:  Appointees to the Hospital’s “Courtesy Staff” are Practitioners who do not meet the eligibility requirements for the Active Staff, but whom occasionally provide services to Hospital patients, which may include outpatients.
	B. Practitioner appointees to the Courtesy Staff category may:
	1. Exercise such Clinical Privileges, including admitting Clinical Privileges, as are granted by the Board.  Courtesy Staff may be involved in the treatment of not more than an average of twenty-four (24) Hospital patients, which may include outpatien...
	2. Attend meetings of the Medical Staff and Hospital committees, and participate in any Staff or Hospital education programs, but may not vote or hold office.

	C. Practitioner appointees to the Courtesy Staff category must:
	1. Participate in Hospital quality review and performance improvement and risk management activities.
	2. Practice and act in a manner consistent with the Deltona Hospital mission as that mission is established by the Board.


	SECTION 3.  NON PHYSICIAN PROVIDERS (NPP)
	A. 3-1 Provisions
	These provisions shall apply to those individuals who are described and identified herein as Non Physician Providers (NPP), and whose expertise, skills, talents or activities may be of value to the patient, Medical Staff or Administration of the Hospi...
	Only those NPP who are certified or licensed, if required by law, to perform their special services in the State of Florida; who maintain or are located in offices within a reasonable distance of the Hospital; who document their background, experience...
	3-2 Clinical Duties and Prerogatives
	NPP may exercise privileges and perform services and duties in the Hospital that have been appropriately credentialed through the process as outlined in these Bylaws. Specifics regarding clinical duties, which are relatively standard for each category...
	3-3 Responsibilities
	All credentialed NPP shall be responsible for maintaining their competence and, when applicable, their certification and/or licensure in their field of service; adhering to the ethics of their field, demonstrating their ability to work with others in ...
	3-4 Functions and Limitations of NPP
	(i) The NPP must wear a name tag bearing his/her name and title while performing duties.
	(ii) An NPP may perform examinations, treatments and procedures; may write orders and progress notes; may perform all or part of the medical history and physical examination, and my dictate death summary, operative reports and clinical consultation re...
	(iii) With the exception of NPP that require the supervision to be formally reported to the Florida Board of Medicine, in the event of the absence of the Supervisory Physician, the NPP may not function in the Hospital unless supervised by an alternate...
	(iv) A NPP who is permitted by Florida State law and by the Medical Staff as specified in policy, may perform part of all of the patient’s medical history and physical examination under the supervision of, or through appropriate delegation by, a speci...
	3-5 Protection from Liability
	All NPP applicants, by the filing of the initial application for appointment or the filing of any application for reappointment, agree and are deemed to agree that in matters relating to appointment, reappointment, termination or reduction of privileg...
	SECTION 4. THE HONORARY STAFF CATEGORY

	ARTICLE VIII.    OFFICERS
	SECTION 1.    MEDICAL STAFF CATEGORIES
	SECTION 2.    THE CHIEF OF STAFF
	A. The “Chief of Staff” shall be the primary officer of the Medical Staff.
	B. The Chief of Staff must be a member in good standing of the Active Staff, indicate a willingness and ability to serve, and have excellent administrative and communication skills.
	C. The Chief of Staff shall:
	1. serve as the chief medical-administrative officer of the Medical Staff;
	2. call, preside at, and be responsible for the agenda of all general meetings of the Medical Staff;
	3. serve as Chair of the MEC;
	4. take administrative actions for the MEC, when necessary, in between meetings;
	5. be responsible for the application and enforcement of these Bylaws, as they pertain to the Medical Staff and serve as the primary liaison with the Hospital for that purpose;
	6. have oversight responsibility for compliance by the Medical Staff with all Laws and other requirements of applicable licensure, accreditation, and regulatory governmental agencies affecting the Hospital; and
	7. fulfill such other duties as may be specified in these Bylaws.

	D. In the event of an absence, the Vice Chief of Staff shall assume the duties of the Chief of Staff, and in the absence of the Vice Chief of Staff, the Secretary/Treasurer shall assume the duties of the Chief of Staff.

	SECTION 3.    SELECTION OF THE CHIEF OF STAFF
	SECTION 4.    TERM OF OFFICE
	SECTION 5.    VACANCY OF OFFICE
	SECTION 6.    REMOVAL FROM OFFICE
	SECTION 7.    VICE CHIEF OF STAFF
	A. The Vice Chief of Staff shall serve as the second officer of the Medical Staff and when the Chief of Staff is absent, s/he shall perform the duties (set forth in this Article VIII) of the Chief of Staff as necessary.
	B. The Vice Chief of Staff must be a member in good standing of the Active Staff, indicate a willingness and ability to serve, and have excellent administrative and communication skills.
	C. The Vice Chief of Staff shall be appointed initially by the Board for a term of two (2) years. Thereafter, the Secretary/Treasurer shall become Vice Chief of Staff at the end of current Vice Chief of Staff’s term. Upon vacancy in the Chief of Staff...
	D. A vacancy (for any reason) in the office of the Vice Chief of Staff shall be filled by the Secretary/Treasurer, who shall serve as Vice Chief of Staff for the remainder of the term.  The Vice Chief may be removed in the same manner as the Chief of ...

	SECTION 8.    SECRETARY/TREASURER
	A. The “Secretary/Treasurer” shall be a member in good standing of the Active Medical Staff.  The Secretary/Treasurer shall be responsible for accurate and complete minutes of all Medical Staff meetings and shall call Medical Staff meetings as instruc...
	B. The Secretary/Treasurer shall be appointed initially by the Board for a term of two (2) years.  Subsequent election of the Secretary/Treasurer shall be made by a majority of Active Staff. Any vacancy (for any reason) in the Secretary/Treasurer offi...


	ARTICLE IX.    CLINICAL DEPARTMENTS
	SECTION 1.   ORGANIZATION OF DEPARTMENTS
	SECTION 2.  QUALIFICATIONS/SELECTION OF CLINICAL DEPARTMENT CHAIRS
	A. Each Department Chair shall be a member of the Active Staff qualified by training, experience and demonstrated ability for the position.  Each Department Chair shall have a Specialty Board Certification or shall establish comparable competence as d...
	B. The Chairs shall be appointed initially by the Chief of Staff and serve for a term of two (2) years. Subsequent election shall be by a majority of Active Staff of the specific Department or as otherwise set forth in the Rules and Regulations of the...
	C. The Medical Staff may request the removal of a Department Chair by petition of at least two-thirds (2/3) of the Active Staff members in the Department.  Such petition will be submitted to the MEC for review and recommendation to the Board.  The Boa...

	SECTION 3.  FUNCTIONS OF THE CLINICAL DEPARTMENT CHAIRS
	A. the integration of the clinical and administrative activities of the Department into the larger organization;
	B. all clinically related activities of the Department;
	C. all administratively related activities of the Department, unless otherwise provided for by the Hospital;
	D. recommendations for the criteria for Clinical Privileges in the Department’s clinical area(s) of patient care, recommendations for Clinical Privileges of each Staff member of the Department, and ongoing monitoring of the professional performance of...
	E. the determination of the qualifications and competence of Department personnel who are not credentialed under a Medical Staff process, but who provide patient care services;
	F. the development and implementation of policies and procedures that guide and support the provision of Department services;
	G. the continuous assessment and improvement of the quality of care, treatment and services provided, including FPPE and OPPE;
	H. maintenance of Department quality control programs, as appropriate;
	I. the orientation and continuing education of all persons in the Department;
	J. recommending such reasonable Rules and Regulations for the Department including the development of a call schedule, as required, for Practitioners in the Department;
	K. attending more than fifty percent (50%) of MEC meetings; and
	L. reporting to the MEC at least on an annual basis, and more frequently as requested by the MEC, regarding the needs of the Department, including staffing and call coverage issues.

	SECTION 4.  FUNCTIONS OF CLINICAL DEPARTMENTS
	A. The functions of the Departments shall be to:
	1. In accordance with Hospital policies, implement and conduct specific peer review and evaluation activities that contribute to the preservation and improvement of the quality, appropriateness, safety and efficiency of patient care provided under the...
	2. Provide periodic reports to the MEC, as required or as appropriate, concerning (a) the Department’s review and evaluation activities, actions taken thereon, and the results of such action; and (b) recommendations for maintaining and improving the q...

	B. Each Department may formulate its own policies, Rules and Regulations, and/or clinical guidelines for the conduct of its affairs and the discharge of its responsibilities.  Such policies, Rules and Regulations, and guidelines shall not be inconsist...


	ARTICLE X.   COMMITTEES
	SECTION 1.  DESIGNATION
	SECTION 2.  MEDICAL EXECUTIVE COMMITTEE
	A. The MEC has the primary authority for activities related to self-governance of the Medical Staff and for performance improvement of the professional services provided by the Medical Staff members and unless provided otherwise in the Non-Physician P...
	B. The Chief of Staff shall appoint the At-Large Members of the MEC.  Each appointee shall serve a two-year term, and the terms shall be staggered.  The members of the MEC shall be eligible for reappointment for successive terms.  With the exception o...
	C. The duties of the MEC shall be to:
	1. receive and act upon reports and recommendations from the Medical Staff Departments, committees, and other assigned activity groups concerning patient care quality, evaluation and monitoring functions, and the discharge of delegated administrative ...
	2. submit recommendations to the Board concerning all matters relating to appointments, reappointments, Medical Staff categories, Clinical Privileges and corrective action;
	3. review findings of the assessment and performance improvement, including information about adverse privileging decisions, as part of the ongoing evaluation of a Practitioner’s and Non-Physician Practitioner’s Clinical Privileges competence;
	4. account to the Board and to the Medical Staff for the overall quality and efficiency of patient care in the Hospital and the participation of the Medical Staff in organizational performance improvement activities;
	5. assure professionally ethical conduct and competent clinical performance on the part of Medical Staff members by initiating appropriate investigations and taking or recommending corrective action, when warranted;
	6. act on behalf of the Medical Staff, subject to such limitations as may be imposed by these Bylaws;
	7. formulate and/or recommend Medical Staff Bylaws to the Board;
	8. review the Medical Staff Bylaws and recommend such changes thereto as may be necessary or desirable;
	9. make recommendations concerning the structure of the Medical Staff, the mechanism by which Medical Staff membership may be terminated and the mechanisms for fair hearing procedures; and
	10. ensure that the findings, conclusions, recommendations, and actions taken to improve performance are communicated to appropriate Medical Staff members and the Board.

	D. The MEC shall meet as required to perform its assigned functions, but at least quarterly.  Minutes and a record of attendance shall be maintained.

	SECTION 3.  CREDENTIALS COMMITTEE
	A. The Credentials Committee shall consist of department chairs (Emergency Medicine, Medicine, and Surgery), COS, V-COS, Immediate Past COS, CMO, and CQO. The Immediate Past Chief of Staff shall serve as the Chair of the Credentials Committee for a tw...
	B. If the Credentials Chair position is vacated, the Chief of Staff shall appoint a Chair from among the Credentials Committee members. Any vacancy on the Credentials Committee shall be filled by two-thirds (2/3) vote of the MEC members.
	C. The duties of the Credentials Committee shall be to:
	1. Review the credentials of all Applicants for Medical Staff appointment, reappointment, and Clinical Privileges to investigate and interview such Applicants as may be necessary, and to report of its findings and recommendations to the MEC.
	2. Review the credentials of all Applicants for Clinical Privileges as NPP, and to investigate and interview such Applicants as may be necessary, and to report its findings and recommendations to the MEC or as otherwise set forth in the NPP Policies a...
	3. Review the Hospital’s criteria for granting Clinical Privileges and the application forms relating to Medical Staff and Non-Physician Practitioner appointment, reappointment, and/or Clinical Privileges, and other credentialing matters, and make rec...
	4. Each member of the Credentialing Committee is responsible for the timely review and evaluation of credentialing files assigned.

	5. The Credentials Committee shall meet as required to perform its assigned functions, but at least quarterly.  Minutes and a record of attendance shall be maintained.

	SECTION 4.  ADDITIONAL COMMITTEES
	A. Additional standing or ad hoc committees may be established or dissolved by the MEC as are necessary for the Medical Staff to carry out its various functions effectively.  Any function required to be performed by these Bylaws not assigned to a stan...


	ARTICLE XI.    MEETINGS
	SECTION 1.  MEDICAL STAFF MEETINGS
	A. An annual meeting of the Medical Staff shall be held at the discretion of the MEC.  Notice of an annual meeting shall be sent to all Medical Staff members.
	B. The Chief of Staff may call a special meeting (“Special Meeting”) of the Medical Staff at any time.  The Chief of Staff shall call a Special Meeting within twenty (20) days of receipt of a petition signed by at least one-third (1/3) of the Active S...
	C. Notice stating the time, place and purposes of any Special Meeting of the Medical Staff shall be sent to each member of the Medical Staff at least seven (7) days before the date of such meeting, except as provided in Section 6 below for emergency S...

	SECTION 2.  COMMITTEE AND DEPARTMENT MEETINGS
	A. Committees may, by resolution, provide the time for holding regular meetings without further notice.  Department Chairs shall hold meetings as needed to carry out Department business.
	B. A Special Meeting of any committee or Department may be called by or at the request of the chair or by the Chief of Staff.

	SECTION 3.  QUORUM AND VOTING
	A. Except as otherwise specified, the action of a majority of the voting members present at a meeting at which a quorum is present is the action of the group.  Action may be taken without a meeting by the Staff or a Department or committee by presenta...
	B. For Medical Staff meetings:  those Active Staff members present shall constitute a quorum.  At the discretion of the MEC, the Medical Staff may convene such meetings through means of electronic communication, and participation in such electronic me...
	C. For MEC and Credentials Committee meetings:  fifty percent (50%) of the voting members of the committee shall constitute a quorum. These committees, at the discretion of the Chair, may meet through means of electronic communication, and participati...
	D. For Department and committee meetings:  those voting members present shall constitute a quorum, and at the discretion of the Chair, may meet through means of electronic communication, and participation in such electronic meetings shall qualify as f...

	SECTION 4.  ATTENDANCE REQUIREMENTS
	A. For MEC and Credentials Committee meetings:  members of the MEC and Credentials Committee are expected to attend at least fifty percent (50%) of the meetings held.
	B. For other Committee/Department meetings:  no minimum meeting attendance is required but frequency of attendance will be considered in reappointments to committees.

	SECTION 5.  PARTICIPATION BY CHIEF EXECUTIVE OFFICER
	SECTION 6.  NOTICE OF MEETINGS
	A. Notice stating the date, time and place of any Special Meeting or of any regular meeting not held pursuant to resolution shall be delivered or sent to each member of the committee not less than seven (7) days before the time of such meeting by the ...
	B. Emergency meetings of the MEC may be held at any time without advance notice and action taken as long as a quorum is present.
	C. The attendance of a member at a meeting shall constitute a waiver of notice of such meeting.

	SECTION 7.  ACTION AT MEETINGS
	SECTION 8.  MINUTES

	ARTICLE XII.    INITIAL MEDICAL STAFF APPOINTMENT
	SECTION 1.  TERM OF APPOINTMENT
	SECTION 2. APPLICATION FOR CLINICAL PRIVILEGES AND MEDICAL STAFF MEMBERSHIP
	SECTION 3.  REQUIRED INFORMATION FOR PRE-APPLICATION
	13. information as to whether the Applicant has ever been subjected to any other
	14. corrective or quality- related action (whether disciplinary or not) by any of the institutions or agencies listed in (ii) above, including without limitation:  mandatory chart review, requirements for continuing medical education credits, proctori...
	15. a copy of Specialty Board Certification or Specialty Board admissibility letter; and
	16. information about whether the Applicant has ever held or currently holds a contract with the “Physician Resource Network” or other similar health care professional recovery program;

	SECTION 4.  BASIC RESPONSIBILITIES, RELEASES, AND CONSENTS
	SECTION 5.  MEDICAL STAFF LEADERSHIP REVIEW & INVITATION TO APPLY
	SECTION 6. Miscellaneous Provisions
	SECTION 7. APPOINTMENT PROCESS
	SECTION 8.  REAPPOINTMENT PROCESS
	A. Each Medical Staff Member who is eligible to be reappointed to the Medical Staff shall be responsible for timely completion of the reappointment application form.  The application shall be submitted to Credential Services according to the requireme...
	B. Recommendation by Credentials Committee
	C.  A new Member of the Medical Staff who has served less than three (3) years, and who has been deemed unqualified based on initial FPPE/OPPE for reappointment for membership and/or continued privileges may not reapply for a period of twelve (12) mon...
	SECTION 9. EXPEDITED PROCESS


	ARTICLE XIII. GENERAL PROVISIONS
	SECTION 1.  CLINICAL PRIVILEGES
	SECTION 2.  ADMITTING PRIVILEGES
	SECTION 3.  MEDICAL HISTORY AND PHYSICAL EXAMINATION REQUIREMENTS
	SECTION 4.  ADDITIONS TO CLINICAL PRIVILEGES
	SECTION 5.  BASIS FOR PRIVILEGE DETERMINATION
	SECTION 6.  DELINEATION
	SECTION 7.  TELEMEDICINE PRIVILEGES
	SECTION 8.  UNAVAILABLE CLINICAL PRIVILEGES
	SECTION 9.  TEMPORARY PRIVILEGES
	A. Acting on behalf of the board, and based on recommendation of the Chief Medical Officer or designee, the Hospital CEO or designee may grant Temporary Privileges, under the following circumstances:
	SECTION 10. LOCUM TENENS PRACTITIONERS
	SECTION 11. SPECIAL CONDITIONS OF SUPERVISION
	SECTION 12. TERMINATION OF TEMPORARY PRIVILEGES
	SECTION 13. EMERGENCY AND DISASTER PRIVILEGES
	A. In the case of an emergency, any member of the Medical Staff with Clinical Privileges shall be permitted to provide any type of patient care necessary as a life-saving measure or to prevent serious harm, regardless of her/his Clinical Privileges, p...
	B. In disaster circumstances, during which the Hospital’s emergency management plan has been activated and the Hospital is unable to meet immediate patient needs (a “Disaster Situation”), the CEO may approve the use of a modified credentialing and pri...


	ARTICLE XIV.    STATUS CHANGES
	SECTION 1.  LEAVE OF ABSENCE
	A. Medical Staff members may be granted leaves of absence (“LOA”) for up to one (1) year upon approval of the Board.  Any Practitioner requesting a LOA must submit a request on the prescribed LOA form to the Credentials Committee.
	B. Prior to return from a leave of absence, the Practitioner may request reinstatement by completing the prescribed return from LOA form, and reinstatement from LOA shall be subject to Rules and Regulations requirements and criteria and other Staff po...
	C. Upon return from an LOA, the Practitioner must provide evidence that he/she meets Bylaws requirements for continuous satisfaction of Clinical Privileges competency.

	SECTION 2.  CHANGE IN STAFF CATEGORY

	ARTICLE XV.    MEDICAL STAFF HEALTH AND WELLBEING
	SECTION 1.  GENERAL
	A. In order to fulfill its obligation to protect patients, health care providers and other persons present in the Hospital from harm, the Medical Staff will adopt a process to identify and manage individual Medical Staff health matters that have the p...
	B. Upon appointment to the Medical Staff or receiving Clinical Privileges, as applicable, Practitioners and NPP shall receive information regarding illness and impairment recognition and a copy of the Medical Staff Health and Wellbeing Policy.

	SECTION 2.  CONFIDENTIALITY

	ARTICLE XVI.    PROFESSIONAL CONDUCT
	ARTICLE XVII.    FOCUSED PROFESSIONAL PRACTICE EVALUATION
	ARTICLE XVIII.    ONGOING PROFESSIONAL PRACTICE EVALUATION
	ARTICLE XIX.    CORRECTIVE ACTIONS
	SECTION 1.  GROUNDS FOR INITIATING AN INVESTIGATION
	A. The Medical Staff is responsible not only for establishing, but for maintaining patient care standards and providing oversight of the quality of care rendered by Practitioners privileged through the Medical Staff process.  The procedures set forth ...
	B. A request for review (“Request”) under this Article XIX may be made, as set forth herein, whenever, on the basis of information and belief, any Medical Staff member, the Board Chair, or the CEO has cause to question:
	1. the clinical competence or performance of any Medical Staff member;
	2. the care or treatment of a patient(s) or management of a case(s) by any Medical Staff member;
	3. the conduct of any Medical Staff member with regard to applicable Law, ethical or professional standards, including expected behavior as set forth in these Bylaws, Medical Staff and any Department Rules and Regulations and the Bylaws, policies, pro...

	D. Nothing in this Article XIX is meant to restrict the ability of any Professional Review Body to conduct a review or informal investigation of a Staff member’s practices in connection with such committee’s quality improvement and/or assurance respon...

	SECTION 2.  SELF REFERRAL
	SECTION 3.  INVESTIGATIVE PROCEDURE
	A. If, after receiving a Request, the Chief of Staff, a Department Chair, the CEO, or in her/his absence, her/his designee, or the Board Chair, reasonably believe that failure to take such action may result in imminent danger to the health and/or safe...
	If, after receiving a Request, a summary suspension is not warranted, and the Chief of Staff determines that the Request contains sufficient information to support an investigation or a recommendation, the Chief of Staff shall make a recommendation fo...
	B. If the Request does not contain sufficient information to support an investigation or recommendation, the Chief of Staff may appoint a subcommittee to conduct an investigation, appoint an ad hoc investigating committee, or refer the Request to the ...
	1. An Investigating Committee shall consist of at least three individuals, any of whom may or may not hold an appointment to the Medical Staff.  The Investigating Committee should not include partners, associates, or relatives of the subject of the in...
	2. The Investigating Committee shall have available to it the full resources of the Medical Staff and the Hospital to aid in its work, as well as the authority to use external consultants, as necessary.
	3. The Investigating Committee may require a physical and/or mental examination of the Practitioner under review by a Physician or Physicians satisfactory to the Investigating Committee, and the results of such examination must be made available for t...
	4. The subject of the investigation shall have an opportunity to meet with the Investigating Committee before it completes its report.  At this meeting (but not, as a matter of right in advance of it) the Staff member will be informed of the general n...
	5. The Investigating Committee shall submit a report to the MEC that includes the evidence reviewed and its findings


	SECTION 4.  SUMMARY SUSPENSIONS
	A. Prior to Investigation
	1. Prior to any investigation under this Article XIX, upon a reasonable belief that failure to take such action may result in imminent danger to the health and/or safety of any individual, the Chief of Staff, a Department Chair, the CEO, or in her/his...
	2. Prior to implementation of such summary suspension or restriction, the CEO, or her/his designee, shall, consult with the Chief of Staff. Whenever practicable.
	3. Any individual who exercises authority under paragraphs 1 or 2 above to summarily suspend Clinical Privileges must first notify the CEO and Chief of Staff.
	4. The Chief of Staff shall initiate an investigation of the matter prompting the summary suspension in accordance with this Article XIX.

	B. During an Investigation
	C. General Requirements for Summary Suspensions
	1. A summary suspension shall become effective immediately upon imposition and remain in effect unless or until modified by the CEO or the Board.
	2. The summary suspension must be tailored to the issues that could cause immediate danger to the health and/or safety of any individual.
	3. An investigation must be completed within fourteen (14) days of the suspension or reasons for the delay must be transmitted to the Board so that it may consider, as soon as practicable, whether the suspension should be lifted prior to its completion.
	4. Immediately upon the imposition of a summary suspension, the appropriate Department Chair, or in her/his absence, the Chief of Staff, shall transfer the care of the suspended Staff member’s Hospital patients to another Medical Staff member.  In mak...
	5. It shall be the duty of the Chief of Staff and the Department Chair to cooperate with the CEO in enforcing all suspensions.
	6. Summary suspension under this Article XIX shall be deemed an interim precautionary step in the professional review activity and shall not imply a final finding of responsibility for the situation that prompted the suspension.

	D. Request for Review of Summary Suspension
	1. When a summary suspension is initiated pursuant to this Section 4, the CEO will provide the affected Practitioner with Notice of her/his right to a review of the suspension as soon as possible. This Notice shall contain a statement of the general r...
	a. a statement that the suspended Staff member has a right to request review of the summary suspension, and that the review request must be submitted to the CEO within two (2) days from receipt of the Notice to request such review in writing;
	b. a statement that failure to request a review in the time and manner specified will result in a waiver of the Practitioner’s right to a review of the summary suspension; and
	c. a statement that the suspended Staff member may meet with the appropriate review panel (referenced in paragraph 4 below) to rebut the need for the summary suspension.
	2. The suspended Staff member shall only have two (2) days from the date of receipt of such Notice, as indicated by proof of delivery, to submit a written request for a review to the CEO. If the suspended Staff member does not submit a written request...
	3. Upon receipt of an appropriate request for a review, the CEO, in consultation with the Chief of Staff, shall promptly appoint an ad hoc review panel composed of three members of the Credentials Committee, schedule the review as soon as practicable,...
	4. The only matter to be considered during the interview and review is the reasonableness of initiating a summary suspension to address the imminent risk to the health or safety of a patient or others.  The individual initiating the suspension will pr...
	5. The summary suspension shall remain unchanged until and unless modified by the CEO or the Board.
	6. A reversal of a summary suspension does not prohibit the initiation of Corrective Action against the Practitioner pursuant to Section 5 below.


	SECTION 5.  RECOMMENDATIONS FOR CORRECTIVE ACTIONS
	B. A recommendation for action will include monitoring of the affected Practitioner to the extent necessary to assure Hospital patient safety.
	C. If the recommendation of the MEC would entitle the affected Staff member to a hearing addressed in these Bylaws at Article XIX, the recommendation shall be forwarded to the CEO, who shall promptly give Notice to the affected member.  The CEO shall ...
	D. If the recommendation of the MEC includes a recommendation for the imposition of an immediate suspension or restriction of Clinical Privileges based on the reasonable belief that failure to take such action may result in imminent danger to the heal...
	E. If the recommendation of the MEC would not entitle the Staff member to a hearing, in accordance with Article XXI, the action shall take effect immediately.  A report of the action taken and reasons therefore shall be made to the Board through the C...
	F. In the event the Board considers modification of an MEC action given immediate effect pursuant to Section E above, and such modification would entitle the individual to a hearing under Article XXI, the affected Staff member will be given Notice by ...

	SECTION 6.  AUTOMATIC TERMINATION OF MEMBERSHIP AND/OR SUSPENSION OF PRIVILEGES
	A. Termination of Medical Staff membership and/or suspension of all Clinical Privileges shall occur automatically as indicated in the following circumstances incurred by a Practitioner:
	1. Failure to report to the Hospital any licensure action that limits the member’s authority to practice in the State of Florida within seven (7) days of imposition of such action.
	2. Revocation or restriction of license to practice shall result in automatic termination of membership.
	3. Suspension of license to practice or revocation or suspension of a DEA Registration shall result in automatic summary suspension of all Clinical Privileges and prompt investigation in accordance with these Bylaws.  A summary suspension based on sus...
	4. Failure to take appropriate steps to cause license or DEA Registration renewal, thereby rendering the license or DEA Registration inactive, shall result in automatic suspension of all Clinical Privileges.  For license renewals, privileges will be t...
	5. Failure to appear at a Medical Staff or Hospital committee meeting to which the Medical Staff member has been invited, and at which a discussion of the Medical Staff member’s clinical or professional practice is scheduled, unless excused by the MEC...
	6. Failure to undergo a medical, psychological and/or psychiatric examination/evaluation at the request of the Credentials Committee, MEC or Board shall result in automatic suspension of privileges.  Such suspension will be automatically rescinded upo...
	7. Failure to complete medical records in a timely fashion, in accordance with the requirements of Hospital policy and the Rules and Regulations may result in automatic suspension of all Clinical Privileges (except as to Hospital patients currently un...
	8. Failure to maintain the minimum professional liability insurance coverage requirements established by the Board shall result in automatic termination of membership, unless the Medical Staff member has requested waiver of such requirement from the B...
	9. Exclusion or suspension (temporary or permanent) from participation in any Federal or State-sponsored reimbursement program shall result in automatic termination of membership.
	10. Failure to acquire Specialty Board Certification within the timeframe established in these Bylaws, or failure to maintain current Boards in primary specialty shall result in automatic termination of membership unless the appointee has requested wa...
	11. Failure to continuously meet the requirements of a Medical Staff category established in these Bylaws shall result in automatic termination of membership.
	12. Failure to request a return to active practice after a one-year leave of absence, as addressed in these Bylaws at Article XV, will result in automatic termination of membership.

	B. Upon the occurrence of any of the foregoing events, the CEO shall promptly give Notice of the automatic termination or suspension to the affected Medical Staff member, and the Notice shall state the specific grounds for the termination/suspension. ...
	C. As an automatic suspension under this section is based upon the Practitioner’s failure to meet basic requirements for Medical Staff membership, the Practitioner is not entitled to a hearing pursuant to Article XXI of these Medical Staff Bylaws.
	D. It is the responsibility of the Chief of Staff and the CEO to enforce all automatic suspensions and terminations.

	SECTION 7.  CONFIDENTIALITY AND REPORTING

	ARTICLE XX.    FAIR HEARING AND APPEALS PROCEDURES
	SECTION 1.  INITIATION AND SCHEDULING OF A HEARING
	A. Right to Hearing
	1. denial of Medical Staff appointment or reappointment;
	2. revocation of Medical Staff membership;
	3. denial of requested Clinical Privileges;
	4. revocation of Clinical Privileges;
	5. suspension of Clinical Privileges; or
	6. imposition of mandatory concurring consultation requirement.

	B. Actions Not Giving Rise to Hearing Right
	1. denial of Medical Staff, appointment or reappointment, or revocation of Medical Staff appointment based on an inability to meet any one of the minimum objective criteria for appointment set forth in these Bylaws;
	2. automatic suspension of Clinical Privileges or termination of membership pursuant to these Bylaws;
	3. revocation of Clinical Privileges as a result of change and/or elimination of services offered by the Hospital, termination of Medical Staff membership and/or Clinical Privileges due to an independent contractor arrangement for such services, or te...
	4. summary suspension pursuant to these Bylaws, unless such suspension remains in effect for more than fourteen (14) days and the affected Practitioner has not requested a review of the summary suspension pursuant to these Bylaws;
	5. denial or termination of temporary or emergency Clinical Privileges under these Bylaws;
	6. Any other corrective action which does not restrict the Clinical Privileges of the Practitioner, including but not limited to;
	a. general consultation or corrective counseling requirement;
	b. issuance of a letter of warning, admonition or reprimand; or

	7. denial of a request for waiver from the Board of any appointment criteria
	set forth in these Bylaws.

	C. Notice of Adverse Recommendation or Action and Request for Hearing
	1. When a recommendation is made or action is taken that entitles a Practitioner to a hearing prior to final action of the Board, the affected Practitioner shall promptly be given Notice by the CEO.  This Notice shall contain:
	a. a statement of the recommendation/action and the general reasons for it;
	b. a statement that the individual has a right to a hearing on the recommendation/action and;
	c.  that the Practitioner has thirty (30) days from receipt of the Notice to request such hearing;
	d. a statement that failure to request a hearing in the time and manner specified will result in a waiver of the Practitioner’s right to a hearing and acceptance of the adverse recommendation/action;
	e. a summary of the Practitioner’s rights during the hearing as provided for in Article XXI of these Bylaws; and
	f. if the hearing is regarding a summary suspension pursuant to Article XXI of these Bylaws, a statement that the hearing is limited to the reasonableness of initiation of the suspension.

	2. The affected Practitioner shall have thirty (30) days from the date of receipt of such Notice, as indicated by proof of delivery, to submit a written request for a hearing to the CEO.
	3. If the affected Practitioner does not submit a written request for a hearing within thirty (30) days of receipt of the notice, s/he shall be deemed to have waived her/his right to such hearing and to have accepted the recommendation and/or action, ...

	D. Scheduling and Notice of Hearing
	1. The Notice must also:
	a. include a concise statement of the specific reasons for the recommendation(s) giving rise to the hearing;
	b. list the patient records and other information supporting the recommendation(s);
	c. in accordance with paragraph E below, list the witnesses who are expected to testify or present evidence at the hearing in support of the recommendation, and inform the Practitioner of her/his obligation to provide the CEO, within fifteen (15) days...
	d. inform the Practitioner of her/his right to be represented at the hearing by an attorney or other person of her/his choice and her/his obligation to advise the CEO, within fifteen (15) days of receipt of the Notice, of the name and address of such ...

	2. The statement of reasons and list of supporting documents may be amended or supplemented at any time, even during the hearing, provided the new material is relevant to the appointment or Clinical Privileges of the affected Practitioner, and that th...

	E. Exchange of Witness Lists

	SECTION 2.  HEARING PROCEDURE
	A. Appointment of Hearing Panel
	1. When a hearing is requested, the CEO, after considering the recommendations of the Chief of Staff shall appoint a panel to conduct the hearing (the “Hearing Panel”).
	2. A Hearing Panel shall be composed of not less than three individuals, who may or may not be members of the Medical Staff, but the Hearing Panel must include peer representation.  Medical Staff appointees to the Hearing Panel shall not have actively...

	B. Appointment of Presiding Officer
	1. The CEO shall select a person to act as the presiding officer (“Presiding Officer”) during the hearing.
	2. The Presiding Officer may either be the Chair of the Hearing Panel, or an individual who is not a member of the hearing panel, (and may be an attorney), who:
	a. did not actively participate in consideration of the matter involved at any previous level; knowledge of the matter involved, however, shall not preclude any individual from serving as the Presiding Officer;
	b. is not in direct competition with the affected Practitioner; and
	c. is not related to the affected Practitioner.

	3. The Presiding Officer shall:
	a. act to ensure that all participants in the hearing have a reasonable opportunity to be heard and to present relevant oral testimony and/or documentary evidence and that decorum is maintained throughout the hearing;
	b. determine the order of proceeding throughout the hearing;
	c. have the authority and discretion to make rulings, consistent with these Bylaws, on all questions of procedure and admissibility of evidence; and
	d. have the authority to remove from the hearing any individual who is disruptive to the orderly and professional process of the hearing.

	4. The Presiding Officer must not act as a prosecutor, or as an advocate for either side at the hearing.  S/he may participate in the private deliberations of the Hearing Panel and act as advisor to it, but shall not be entitled to vote on its recomme...

	C. Rights of Affected Practitioner and Hospital
	1. representation by an attorney or any other person of her/his choice; except that, if the affected Practitioner is not represented by an attorney, the Hospital will not be either;
	2. call, examine and cross-examine witnesses;
	3. present evidence, unless it is determined by the Presiding Officer to be irrelevant; and
	4. submit a written statement at the close of the hearing, in accordance with I.5 below.

	D. Requests for Documents
	1. At least five (5) days prior to the hearing, each party must provide to the other party documents in its possession that it plans to rely on as evidence at the hearing.  Such documents may be supplemented at any time prior to the conclusion of the ...
	2. Providing documents to the other party shall not waive any privilege or confidentiality provided by Law, Rules and Regulations, or Hospital policy, rule or regulation to those documents; all documents will remain subject to such privilege and confi...

	E. Postponement of Hearing
	F. Failure to Appear and Participate
	G. Attendance by Panel Members
	H. Hearing Record
	1. A record of the hearing shall be documented by a court reporter or by an electronic recording of the proceedings.  The cost of such reporter shall be borne by the Hospital, but copies of the transcripts or electronic recording shall be provided upo...
	2. The Hearing Panel may, but shall not be required to, order that oral evidence be taken only on oath or affirmation administered by a person authorized to notarize documents in the State of Florida.

	I. Presentation of Evidence
	1. The Professional Review Body whose recommendation prompted the hearing shall present its evidence first.  Upon completion of its presentation, the affected Practitioner shall present her/his evidence.  The Professional Review Body shall then have a...
	2. Both parties to the hearing shall be permitted to present evidence, unless it is determined by the Presiding Officer not to be relevant, regardless of the admissibility of such evidence in a court of law.  The Presiding Officer shall admit any evid...
	3. The Hearing Panel may interrogate the witnesses, call additional witnesses, or request documentary evidence.
	4. The Hearing Panel shall have the discretion to take official notice of any relevant matters as to which the Panel believes there can be no reasonable dispute.  Official notice may also be taken of generally recognized technical or scientific facts ...
	5. At the close of the hearing, each party shall have the right to submit a written statement concerning any issue, procedure, or alleged fact.  Such written statement may take the form of a memorandum of points and authorities.  The Hearing Panel may...

	J. Standard of Proof
	K. Adjournment and Conclusion
	L. Deliberations and Recommendation of the Hearing Panel
	1. Within twenty (20) days after conclusion of the hearing, the Hearing Panel must:
	a. conduct its deliberations outside the presence of any other individual, except the Presiding Officer;
	b. render a report containing a recommendation(s) and a concise summary of the reasons supporting the recommendation; the recommendation shall be based on material allowed into evidence at the hearing, which may include:  oral testimony of witnesses; ...
	c. deliver its report to the CEO;
	d. upon its receipt, the CEO shall promptly provide the Hearing Panel’s report to the affected Practitioner by any manner permitted for a Notice; the CEO shall also send a copy of the report to the MEC and to the Professional Review Body whose adverse...
	e. make available to the Board all supporting documentation and transcripts of the hearing at the time of its review.



	SECTION 3.  APPELLATE REVIEW
	A. Request for Appellate Review
	B. Grounds for Appeal
	1. there was substantial failure on the part of the Hearing Panel to comply with these Bylaws, and such failure significantly prejudiced the affected Practitioner; or
	2. the recommendations of the Hearing Panel were arbitrary or capricious; or
	3. the recommendations of the Hearing Panel were not supported by substantial evidence.

	C. Scheduling and Notice of Appellate Review
	1. Within ten (10) days of receipt of a request for an appeal, the CEO shall schedule and arrange for an Appellate Review.  The date of Appellate Review must not be less than twenty (20) days, nor more than forty-five (45) days, from the date of recei...
	2. The time set for the Appellate Review may be postponed by the Chair of the Board beyond the time set forth in the original Notice upon a showing of good cause by the Appellate Review Panel.

	D. Appointment of Appellate Review Panel
	1. The Chair of the Board shall appoint a panel to consider the appeal (“Appellate Review Panel”) composed of not less than three (3) nor more than five (5) persons, who may be members of the Board or others, including reputable persons outside the Ho...
	2. Appointees to the Appellate Review Panel must not have actively participated in the consideration of the matter involved at any previous level; knowledge of the matter involved, however, shall not preclude any individual from serving as a member of...

	E. Attendance by Appellate Review Panel Members
	F. Purpose and Standard of Appellate Review
	1. The purpose of the Appellate Review is to ascertain the fairness of the hearing procedure and to determine whether the recommendation of the Hearing Panel is supported by substantial evidence submitted at the hearing.  The Appellate Review Panel sh...
	2. The Appellate Review Panel must uphold the recommendation of the Hearing Panel unless it finds that:
	a. the Hearing Panel’s recommendation was not supported by substantial evidence in the record, or was arbitrary or capricious;
	b. the procedures followed in reaching the recommendation were not fair or not in substantial compliance with these Bylaws and such unfairness or lack of compliance significantly prejudiced the affected Practitioner.


	G. Additional Evidence
	H. Recommendation of the Appellate Review Panel
	1. Within fourteen (14) days of the date in the Notice for the Appellate Review, the Appellate Review Panel shall render a written report containing a recommendation in accordance with this Section 3 and a concise summary of the reason(s) supporting i...
	2. Upon its receipt, the CEO shall forward the Appellate Review Panel’s report with recommendation to the Board, Hearing Panel, the Professional Review Body whose adverse recommendation prompted the hearing, the MEC and communicate the report with rec...


	SECTION 4.  FINAL DECISION OF THE BOARD
	A. Final Board Action
	1. The Board has, and shall exercise, final action authority after Practitioner exhaustion or waiver of the hearing and appeal rights addressed in this Article XX. The Board may affirm, modify or reverse the recommendation presented to it for final ac...
	2. If the Board proposes an adverse final action inconsistent with that of the final recommendation before it, the Board Chair shall consult with the Chief of Staff before taking such final action.
	3. The CEO shall promptly give Notice of the final Board action to the affected Practitioner, and inform the Panel providing the recommendation and the Chief of Staff, who shall distribute the recommendation to the MEC.

	B. Further Review

	SECTION 5.  REAPPLICATION AFTER ADVERSE FINAL ACTION
	SECTION 6.  APPLICABILITY TO NPP

	ARTICLE XXI.    MEDICAL RECORDS AND HISTORY AND PHYSICALS
	SECTION 1.  MEDICAL RECORDS
	SECTION 2.  ADMISSION HISTORY AND PHYSICAL EXAMINATION




