

































































Attachment A

Procedure Observation Form

Name of First Assistant or CRNA

Date Privileged

*Supervision of minimum of five pracedures

Date Procedure Satisfactory Yes No
Ohserver Comments:
Ohserver Name: Signature:
Observation Complete
Performance unsatisfactory — privileges modified (see attached)
Chief/Chair Signature Print Name Date



Attachment B

ADVANCED PRACTICE NURSE / CLINICAL NURSE SPECIALIST
COLLABORATION AGREEMENT

As a physician with clinical privileges at Monmouth Medical Center Southern Campus, 1
agree to act as Coilaborating Physician with the Advanced Practice Nurse / Clinical Nurse
Specialist listed below.

We hereby acknowledge that we reviewed and understand the responsibilities of a
Collaborating Physician of Record and the Advanced Practice Nurse / Clinical Nurse
Specialist as set forth in the Advanced Practice Nurse / Clinical Nurse Specialist Board of
Nursing N.J.A.C. 13:37-7.1. We agrec to assume all such responsibilities and to comply
with the Monmouth Medical Center Southern Campus Licensed Practitioner policy. We
agree to periodically review the charts and records of the Advanced Practice Nurse/Clinical
Nurse Specialist and the practice protocols required for the applicant’s clinical practice.

Collaborating Physician (Signature) Collaborating Physician (Print)

Advanced Practice Nurse (Signature) Advanced Practice Nurse (Print)

Date:




Attachment C
ADVANCED PRACTICE NURSE PROTOCOL AGREEMENT

We have reviewed and agree that the following resources shall be utilized as Practice
Protocols for the undersigned Advanced Practice Nurse.

LIST BELOW:
Collaborating Physician (Signature) Collaborating Physician (Print}
Advanced Practice Nurse (Signature) Advanced Practice Nurse (Print)

Date:




Attachment D

Verification of Supervision/Employment — Physician Assistant

, License # will be engaging in practice as a
Physician Assistant under my direct supervision.

Print name of Supervising Physician Field of Practice NI Physician License Number

Facility type (Circle one):
Name of Practice/Facility Inpatient and Outpatient Telephone Number

]

Street Address City State

Zip

Employer (if different than above)

Street Address City State Zip

In my absence, a plenary licensed Physician Designee will provide supervision.

I, the supervising physician, have read the statute, N.J.S.A 45:9-27.10 et seq., and accept the responsibility for
its implementation, and I certify that the forgoing statements made by me are true. Iam maware that if any of
the staterents made by me are willfully false, I am subject to disciplinary action.

| ' PR
I also yerify that T am a plenary licensed physician in the State of New Jersey and that my license is in good
standing.

Print name of Supervising Physician Signature of Supervising Physician ~ Date

B

Print riar:ne of Employer’s Name Signature of Employer Date
|

Print Physician Assistant’s Name Signature of Physician Assistant Date




