
TELEPHONE INTERVIEW FORM 

MEDICAL STAFF/AHP STAFF AFFILIATION

Name of Provider ________________________________________________________________

Name of Hospital/Facility __________________________________________________________

Name/Title of Person Providing Information___________________________________________

Date(s) of Affiliation                   From_______________________  To_______________________

If the answer to any question is “yes”, acquire specific information.








           YES    NO

1.
Were (are) there any concerns regarding 

A.
Clinical/technical skills





 FORMCHECKBOX 

 FORMCHECKBOX 


B.
Competency to perform privileges requested


 FORMCHECKBOX 

 FORMCHECKBOX 


C.
Mental/physical health as it relates to privileges requested.
 FORMCHECKBOX 

 FORMCHECKBOX 

2.
Were the applicant’s privileges ever voluntarily or involuntarily

 FORMCHECKBOX 

 FORMCHECKBOX 

reduced, suspended, terminated or restricted in any way?





3.
Did the applicant’s resign privileges or appointment in lieu of 

 FORMCHECKBOX 

 FORMCHECKBOX 

disciplinary action?


3. To your knowledge how does he/she get along with 

Nursing Staff____________________________________________________

Patients________________________________________________________

Physicians______________________________________________________

Is there anything else we need to know about this provider? Use back of page, if necessary. 
_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

__________________________________________                   _______________________

Name and title of person conducting interview  

  

 Date
TELEPHONE INTERVIEW FORM

PEER RECOMMENDATION  

Name of Provider ​​________________________________________________________________

Name/Title of Person Providing Information___________________________________________

Relationship to Applicant__________________________________________________________

Number of Years Known __________________________________________________________

Please comment on the following items:
Judgement___________________________________________________________

____________________________________________________________________





  


Clinical/technical skills__________________________________________________

____________________________________________________________________


Competency to perform privileges requested_________________________________

____________________________________________________________________


Mental/physical health as it relates to privileges requested.______________________

____________________________________________________________________


Use of hospital resources________________________________________________

____________________________________________________________________

How does he/she get along with 

Nursing Staff____________________________________________________

Patients________________________________________________________

Physicians______________________________________________________

Is there anything else we need to know about this provider? Use back of page, if necessary. 

_______________________________________________________________________________________________

__________________________________________                   _______________________

Name and title of person conducting interview  

  

      Date
