
PERIPHERAL VASCULAR PRIVILEGES 
Gulf Coast Medical Center 

Department of Surgery 
 
 

Please provide the below listed documentation to complete your application for Peripheral Vascular Privileges: 
 
____ Applicants will be members of the active or associate medical staff or in the process of applying 

for such membership. 
____ Physicians will have completed a residency or fellowship with specific training in peripheral 

vascular radiologic interventional procedures and be board eligible or certified in their specialty. 
____ Residency and/or fellowship training will include a minimum of 100 diagnostic, 50 interventional 

(stint, angioplasty, etc.), and 10 thrombolytic peripheral vascular procedures (not including studies 
of the carotid arteries) in which the applicant is the performing physician and involves 150 
patients. 

____ Physicians two years or more from appropriate residency or fellowship training will have 
performed at least 100 diagnostic, 50 interventional, and 10 thrombolytic procedures involving 
150 patients in the year proceeding applications and be able to submit case/procedure logs and 
additional documentation, as required. 

____ Residencies and fellowships (as in recommendation #2) will be in academic facilities accredited 
for such training. 

____ The initial required procedures will be performed in academic facilities accredited for such 
training or under the supervision of an experienced, qualified preceptor in a non-academic facility. 
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Modifications / Comments: 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
 
Physician Signature:  ___________________________________________________  Date:  _____________________ 
 
Chief of Service: _______________________________________________________  Date:  ____________________ 
 
Credentials Approval:  __________________________________________________  Date:  ____________________ 
 
Medical Executive Approval:  ____________________________________________  Date:  ____________________ 
 
Board Approval:  ______________________________________________________  Date:  ____________________ 
 
Approved 12/02 


