S

SANTA BARBARA COUNTY
DEPARTMENT OF

Behavioral Wellness

A System of Care and Recovery
Alice Gleghorn, PH

Director

PSYCHIATRIC HEALTH FACILITY PSYCHIATRY PRIVILEGE CHECKLIST

Provider Name: Micah HOffman: MD

Please Print

v | CHECK PRIVILEGES REQUESTED {Refer to attached gu1del1nes )

ADULT PSYCHIATRY
(18 years of age and older)

Emergency Room and Crisis Team consultatmns

Brief Psychotherapy

Admit and treat inpatients

Psychiatric Assessment

SKRKK

Medication Management

Acknowledgement of the Practitioner:
I have requested only those privileges for which, by education, trammg, current experience and demoj
performance, I am quahﬁed to perform, and that I wish to exercise at the Psychiatric Health Fa
understand that exercising any clinical privileges granted, I am constrained by hospital and medi|
policies and rules applicable generally and any applicable to the particular situation.

Applicant’s Signature: OYV%%“\V\AO Date: // 7
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EGE APPRO
L{’( 20
PHF Medical Director Signature:

PHF Medical Practice Committee Approval = Date:
PHF Governing Board Approval Date:

Psychiatric Health Facility
315 Camino del Remedio, Santa Barbara, CA 93110-1316 TEL: (805) 681-5244 TOLL-FREE: (888) 868-1649
countyofsb.org/behavioral-wellness
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SANTA BARBARA COUNTY
DEPARTMENT OF

Behavioral Wellness

A System of Care and Recovery

Director

PSYCHIATRIC HEALTH FACILITY PSYCHIATRY PRIVILEGE CHECKLIST

Jonathan Terry, DO

Provider Name:
Please Print

Alice Gleghorn, PhD

v | CHECK PRIVILEGES REQUESTED (Refer to attached guldehnes )

' AEULT PSYCHIATRY
( 18 years.of age and: older)

Emergency Room and Crisis Team consultatlons

Brief Psychotherapy

Admit and treat inpatients

Psychiatric Assessment

SSREK IS -':".

Medication Management

Acknowledgement of the Practitioner:

I have requested only those privileges for which, by education, training, current experience and demo |

performance, I am qualified to perform, and that I wish to exercise at the Psychiatric Health Fal
ital s

understand that exercising any clinical privileges granted, I am constrained by hospital and medi
policies and rules applicable generally and any applicable to the particular situation.

Date: C{/é/ / ?’

Applicant’s Signature:

A Cc(?fo(t?'

PHF Medical Director Signature:

PHF Medical Practice Committee Approval  Date:
PHF Governing Board Approval Date:

Psychiatric Health Facility
315 Camino del Remedio, Santa Barbara, CA 93110-1316 TEL: (805) 681-5244 TOLL-FREE: (888) 868-1649
countyofsb.org/behavioral-wellness
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SANTA BARBARA COUNTY
DEPARTMENT OF

Behavioral Wellness

A System of Care and Recovery
Alice Gleghorn, Ph

Director

PSYCHIATRIC HEALTH FACILITY PSYCHIATRY PRIVILEGE CHECKLIST

Michael Bolton, MD

Please Print

Provider Name:

O

¥ | CHECK PRIVILEGES REQUESTED (Refer to attached guidelines.)

ADULT PSYCHIATRY

(18 vears of age and older) i

Emergency Room and Crisis Team consultations

Brief Psychotherapy

Admit and treat inpatients

Psychiatric Assessment

LKKINS

Medication Management

Acknowledgement of the Practitioner:

I have requested only those privileges for which, by education, training, current experience and demonstrated
performance, I am qualified to perform, and that I wish to exercise at the Psychiatric Health Fa(‘xhty I

understand that exercising any clinical privileges granted, I am constrained by hospital and medi
policies and rules applicable generally and any applicable to the particular situation.

Applicant’s Signature: WZ// Date: L{ ( / 7/} /7

{

LEGE APPROVAL :
R o7
PHF Medical Director Signature: ate:

7

cal staff

PHF Medical Practice Committee Approval Date:
PHF Governing Board Approval Date:

Psychiatric Health Facility
315 Camino del Remedio, Santa Barbara, CA 93110-1316 TEL: (805) 681-5244 TOLL-FREE: (888) 868-1649
countyofsb.org/behavioral-wellness
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SANTA BARBARA COUNTY

DEPARTMENT OF

Behavioral Wellness

A System of Care and Recovery

Provider Name:

PSYCHIATRIC HEALTH FACILITY PSYCHIATRY PRIVILEGE CHECKLIST

Brian McKinney, MD

Alice Gleghorn, FhD
Director

Please Print

v | CHECK PRIVILEGES REQUESTED (Refer to attached guidelines.)
ADULT PSYCHIATRY ;
(18 vears of age and older) i

Vv Emergency Room and Crisis Team consultations

N Brief Psychotherapy

v Admit and treat inpatients

4 Psychiatric Assessment

v Medication Management

Acknowledgement of the Practitioner:

I have requested only those privileges for which, by education, training, current experience and demo

nstrated

performance, I am qualified to perform, and that I wish to exercise at the Psychiatric Health Facility. I

understand that exercising any clinical privileges granted, I am constrained by hospital and medi
policies and rules applicable generally and any applicable to the particular situation.

Applicant’s Signature:

PHF Medical Director Signature: 6)
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P LEGE APPROVAL

fleoliz

\7

PHF Medical Practice Committee Approval Date:

PHF Governing Board Approval Date:

Psychiatric Health Facilicy

315 Camino del Remedio. Santa Barbara, CA 93110-1316 TEL: (805) 681-5244 TOLL-FREE: (888) 868-1649

countyofsb.org/behavioral-wellness
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SANTA BARBARA COUNTY
DEPARTMENT OF

Behavioral Wellness

A System of Care and Recovery

Director

PSYCHIATRIC HEALTH FACILITY PSYCHIATRY PRIVILEGE CHECKLIST

Mottsin Thomas, MD

Please Print

Provider Name:

Alice Gleghorn, PhD

v | CHECK PRIVILEGES REQUESTED (Refer to attached guidelines.)

ADULT PSYCHIATRY
{18-vears of age and older) -

Emergency Room and Crisis Team consultatlons

Brief Psychotherapy

Admit and treat inpatients

Psychiatric Assessment

WRKEK &

Medication Management

Acknowledgement of the Practitioner:

I have requested only those privileges for whicly,
performance, I am qualified to perform, and/ that/I wish to exercise at the Psychiatric Health F

understand that exercising any clinical priyilegey’ granted, I am constrained by hospital and med1
policies and rules applicable generally and afy 2 phcable to the particular situation.
Date: / . 5

Applicant’s Signan.@
M k/?/\,___, Date: LA-&O ( \ 7

-
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[als

PHF Medical Director Signature: —a Ny 7

PHF Medical Practice Committee Approval  Date:
PHF Governing Board Approval Date:

Psychiatric Health Facilicy
315 Camino del Remedio, Santa Barbara, CA 93110-1316 TEL: (805) 681-5244 TOLL-FREE: (888) 868-1649
countyofsb.org/behavioral-wellness

by kducation, training, current experience and demgrstrated
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SANTA BARBARA COUNTY
DEPARTMENT OF

Behavioral Wellness

A System of Care and Recovery
Alice Gleghorn, Pt

Director

PSYCHIATRIC HEALTH FACILITY PSYCHIATRY PRIVILEGE CHECKLIST

Joshua Flatow, MD

Provider Name:
Please Print

v | CHECK PRIVILEGES REQUESTED (Refer to attached guidelines.)

ADULT PSYCHIATRY
(18 years of age and older)

Emergency Room and Crisis Team consultations

Brief Psychotherapy

Admit and treat inpatients

Psychiatric Assessment

< <_§"\ <

Medication Management

Acknowledgement of the Practitioner:

I have requested only those privileges for which, by education, training, current experience and demo:nstrated
performance, I am qualified to perform, and that [ wish to exercise at the Psychiatric Health Facility. [

understand that exercising any clinical privileges granted, 1 am constrained by hospital and medi

policies and rules applicable generally and any applicable to the particular situation.

2 — LLJ"’"/!"
///7/1/—*/‘{///;;—\ Date: -Il} ! ! "/

Applicant’s Signature:

cal staff

 PRNILEGE APPROVAL
PHF Medical Director Signature: M Date: 4"1{ ll.7

PHF Medical Practice Committee Approval Date: Lll 0 I ‘1

PHF Governing Board Approval Date:

Psychiatric Health Facility
315 Camino del Remedio, Santa Barbara, CA 93110-1316 TEL: (805) 681-5244 TOLL-FREE: (888) 868-1649
countyofsb.org/behavicral-wellnass




