Applicant Name:  John Doe, MD
Please rate the professional abilities of the applicant named above on a scale of 1 to 10 for the criteria listed below. The best rating is 10.

	CRITERIA
	SCORE

	Basic medical knowledge appropriate to the specialty
	

	Professional judgment
	

	Sense of responsibility
	

	Ethical conduct
	

	Cooperativeness
	

	Participation in medical staff affairs
	

	Promptness in completing medical records
	

	Performance as compared to peers
	


How long have you known the applicant?

______________________________________________________________________________________________________

What has been your relationship to the applicant?

______________________________________________________________________________________________________

	To your knowledge, have the applicant’s clinical privileges ever been suspended, withdrawn, supervised, approved with limitations, reduced, modified, or denied? In addition, did the applicant ever voluntarily withdraw a request for privileges in lieu of a formal denial or pending adverse action?
	( Yes
	( No

	To your knowledge, has the applicant ever had any mental or physical illness, alcoholism or drug abuse and/or misuse that interfered or could potentially interfere with professional performance?
	( Yes
	( No


Please select one of the following

(
I would recommend the applicant without reservation

(
I would recommend the applicant

(
I would not recommend the applicant

Comments: ____________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________

Signature




Title




Date

______________________________________________________________________________________________________

Printed Name

______________________________________________________________________________________________________
Address





City/State/ZIP



Phone

Please return questionnaire to:

Clinical Director

Surgery Center XYZ

10 Wrexham Avenue

Columbus, OH 43085

