Sample Peer Recommendation Letter

Date

Facility Name

Facility Address

Regarding applicant: 
Applicant Address
Applicant Specialty: 

Dear ______________:

We have received an application from the above-named provider for medical staff appointment and privileges.  A copy of the privileges requested is attached.  The applicant has listed you as a peer who will be willing to provide a recommendation.  In order to process the application, we require your evaluation of the applicant’s experience, ability, and current competence in the areas of medical/clinical knowledge, technical and clinical skills, clinical judgment, interpersonal skills, communication skills, and professionalism.

Our policies require completion of the enclosed form. Failure to receive this form will delay consideration of the applicant’s request for privileges.  You may supplement the form with additional information, if you so desire.  The applicant has authorized you to provide this information to our organization via signature on the attached Authorization and Release Form. 
Sincerely,

Medical Staff Coordinator
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Name of Applicant:__________________________________________________________________________________

Name of Evaluator: ____________________________________ Relationship to Applicant: ________________________

How well do you know the applicant?   FORMCHECKBOX 
  Not well     FORMCHECKBOX 
  Casual personal acquaintance    FORMCHECKBOX 
  Professional acquaintance    FORMCHECKBOX 
  Very well  

How long have you known the applicant? ________________________ When was the last time you saw the applicant? _____________
Do you refer your patients to the applicant?   FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No     If no, list reason(s) why not ___________________________________  

  ____________________________________________________________________________________________________________
PLEASE RATE THE PRACTITIONER IN THE FOLLOWING AREAS
	
	Excellent
	Above Average
	Below Average
	Poor
	Unable to

evaluate

	Medical knowledge
	
	
	
	
	

	Keeps up to date with current and evolving biomedical, clinical, and cognate sciences and applies this knowledge to patient care
	
	
	
	
	

	Use of evidence-based guidelines
	
	
	
	
	

	Technical and clinical skills
	
	
	
	
	

	Ability to manage patients with multiple complex medical problems
	
	
	
	
	

	Technical proficiency in performing procedures
	
	
	
	
	

	Quality of patient outcomes
	
	
	
	
	

	Clinical judgment
	
	
	
	
	

	Ability to critically assess information, risks, and benefits, and make timely decisions regarding patient care
	
	
	
	
	

	Appropriate and timely use of consultations
	
	
	
	
	

	Communication skills
	
	
	
	
	

	Ability to understand, speak, and write in English
	
	
	
	
	

	Spends adequate time with patients and answers their questions
	
	
	
	
	

	Ability to communicate effectively including effective listening skills, effective nonverbal communication, eliciting/providing information, and good writing skills
	
	
	
	
	

	Interpersonal skills
	
	
	
	
	

	Treats other care givers, patients, and their families with respect
	
	
	
	
	

	Demonstrates caring and compassionate behavior 
	
	
	
	
	

	Works effectively with other professional associates, including those from other disciplines
	
	
	
	
	

	Professionalism
	
	
	
	
	

	Acts in a respectful manner at all times
	
	
	
	
	

	Arrives on time for scheduled activities and appointments, and in the event of an emergency, arranges appropriate coverage
	
	
	
	
	

	Commitment to improving quality of patient care
	
	
	
	
	

	Leads with respect and fair treatment of colleagues and provides appropriate guidance to team members
	
	
	
	
	

	Follows medical staff and facility bylaws, rules, regulations, policies and procedures
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Name of Applicant:______________________________________________________________________
Name of Evaluator:_____________________________________________________________________________________ 
PLEASE ANSWER THE FOLLOWING QUESTIONS
	
	Yes
	No
	Unable to Evaluate
	Comments

	Relevant training and experience – In reviewing the attached request for privileges, do you feel that the applicant’s training and experience are adequate to carry out these procedures? If NO, please comment.

	
	
	
	

	Current competence – In reviewing the attached request for privileges, do you feel that the applicant is currently competent to carry out these procedures? If NO, please comment.

	
	
	
	

	Health status - Are you aware of any physical or mental condition, including impairment, that could negatively affect this practitioner’s ability to exercise clinical privileges in his/her specialty area, or would require an accommodation to exercise those privileges safely and competently? If YES, please comment.

	
	
	
	

	Averse Action - Are you aware of adverse action taken by any healthcare facility, licensure board, or professional association or if the practitioner surrendered appointment/privileges/licensure during investigation or in lieu or action taken? If YES, please comment.

	
	
	
	


Overall Recommendation (check ONE):

 FORMCHECKBOX 
   I recommend privileges as requested without reservation.
 FORMCHECKBOX 
   I recommend privileges as requested with the following reservation(s) (use back of form, if necessary

_______________________________________________________________________________________________

_________________________________________________________________________________________________

 FORMCHECKBOX 
   I do not recommend this applicant for the following reason(s) ___________________________________________

_______________________________________________________________________________________________

_________________________________________________________________________________________________

_______________________________________


_____________________________ 

Signature






Date

_______________________________________


_____________________________

Name, Position/Title (Please Print)



Phone Number
Please return this form within 2 weeks.
 Failure to receive the form will delay consideration of the applicant’s request for privileges.
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