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ACknowledgMents

In 1968, when I entered the credentialing and privileging world, there were no medical staff offices, medical service pro-

fessionals, managed care organizations, or provider credentialing specialists. Educational programs for medical staff lead-

ers and credentialing specialists essentially did not exist, and written resources were limited to accreditation or regulatory 

standards. Verification of an applicant’s credentials consisted of confirming his or her licensure, graduation from medical 

school, and postgraduate training and obtaining “three personal references.” Often, the applicant hand-carried these 

documents into the institution and they were accepted without hesitation!

What has changed? Nearly everything! Verify and Comply attests to the importance and complexity of credentialing and 

privileging processes in today’s world. Patients and plan members depend upon us to do credentialing and privileging 

well. Healthcare organizations (hospitals, managed care organizations, ambulatory care organizations) need for us to do 

credentialing and privileging well. Accreditors, regulators, and payers expect us to do credentialing and privileging well.  

The evolution of the art and science of credentialing and privileging has many contributors across the country and over 

the decades. Many of us learned our craft from thoughtful leaders. My earliest mentors at (Provena) St. Joseph Medical 

Center in Joliet, IL, were Sister M. Theresa Ettelbrick, administrator, and Leon P. Gardner, MD, medical director. They 

were joined by countless dedicated medical staff leaders (officers, department chairs, committee chairs) and senior 

administrators who struggled to “do the right thing” for our patients, the organization, and the medical community. 

Our quest was also a national quest. Fortunately, we sought and found assistance by networking with other medical staff 

leaders and medical service professionals across the country. Over the years and through the efforts of many visionar-

ies, we have all created and promulgated industry standards and best practices that focus on protecting the patient. 

Ultimately, we all share the responsibility of safeguarding and improving the patient care we deliver and receive.  

It has been an honor and a privilege to learn from, work alongside, and collaborate with some of the healthcare industry’s 

brightest stars. I will be forever grateful for the professional and personal experiences and relationships that have evolved 

over time and that will last far beyond the life of this edition of Verify and Comply.
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IntrodUCtIon

The importance of credentialing

One of the highest-risk procedures performed in a healthcare organization is not performed in an operating room, delivery 

room, GI laboratory, or emergency room. Nor does a surgeon, pediatrician, or family practitioner perform this high-risk 

 procedure.

The procedure is credentialing, an activity that is performed in medical staff offices, provider relations departments, and 

credentials verification organizations (CVO) across the country. Regardless of the size or type of the organization, cre-

dentials specialists, healthcare facilities and physician leadership, managed care organization executives, and governing 

bodies share the medical and legal responsibilities and accountability to conduct a thorough, comprehensive, and timely 

credentialing process. The process includes verification, documentation, and approval of a practitioner’s credentials to 

practice in a healthcare facility and/or to participate in a managed care plan.

Credentialing regulations

There are federal regulations requiring healthcare organizations to credential and privilege practitioners. The most cited 

federal regulations in this regard are the Centers for Medicare & Medicaid Services’ (CMS) Conditions of Participation 

(CoP). State licensing agencies also have requirements regarding the credentialing process.  

Also, there are accrediting bodies who have established nationally recognized standards. The latter category includes The 

Joint Commission, the National Committee for Quality Assurance (NCQA), the Healthcare Facilities Accreditation Program 

(HFAP), and Det Norske Veritas (DNV). Additionally, there are a handful of other accrediting organizations, but the vast 

majority of healthcare organizations and healthcare plans in the United States are regulated and/or accredited by CMS, 

The Joint Commission, NCQA, HFAP, and/or DNV.   

Brief descriptions of each organization

• the Joint Commission: This organization offers accreditation programs for a variety of healthcare entities, including 

hospitals, free-standing ambulatory care facilities, office-based surgery practices, behavioral healthcare facilities, 

critical access hospitals, long-term care organizations, home care organizations, and laboratory and point-of-care test-

ing facilities. 

 

• nCQA: This organization has established credentialing standards that are applicable to health plans (HP), managed 

behavioral healthcare organizations (MBHO), new health plans, CVOs, and physician organizations (PO), as well as 

hospitals.   

• CMs: This governmental organization is a division of the U.S. Department of Health and Human Services. CMS 

does not directly survey healthcare organizations; rather, it surveys them through state organizations, such as the 

Department of Health. Additionally, and more commonly, healthcare organizations are surveyed by accrediting organi-

zations which have been granted deemed status by CMS. The accrediting organizations’ standards must comply with 

CMS’ CoPs in order to obtain deeming status, and often exceed them.
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• dnV: This organization was granted deeming status by CMS in 2008. Hospitals must comply with its National 
Integrated Accreditation for Healthcare Organizations standards to receive accreditation. What sets DNV apart from 
other accrediting organizations is that its standards integrate compliance with the International Organization for 
Standardization 9001 quality management system. 

• hFAp: This organization accredits hospitals, ambulatory care/surgical facilities, mental health facilities, physical reha-
bilitation facilities, clinical laboratories, critical access hospitals, and stroke centers. New HFAP standards were pub-
lished in 2009. This represents the first rewrite of the standards since 2005. The American Osteopathic Association 
transferred oversight of this accreditation program to the American Osteopathic Information Association.

What this book includes

In the book format, Verify and Comply: A Quick Reference Guide to Credentialing Standards is a simple, efficient guide to 
The Joint Commission, NCQA, CMS, DNV, and HFAP credentialing standards. The guide contains six chapters, divided into 
two sections:
  
“unit 1: acute Care & managed Care” contains three chapters and compares and contrasts specific credentialing and privi-

leging elements for three organizations (Cms, the Joint Commission, and nCQa):

• Chapter 1: Initial Appointment/Clinical Privileges/Credentialing

• Chapter 2: Reappointment/Renewal/Reappraisal of Clinical Privileges/Recredentialing (Note: The Joint Commission, 
CMS, DNV, and HFAP use the term reappointment; The Joint Commission uses the term renewal; CMS, DNV, and 
HFAP use the term reappraisal; and NCQA uses the term recredentialing) 

• Chapter 3: Other Credentialing Aspects (aspects that cover both initial appointment and credentialing and renewal/
reappraisal of privileges/reappointment/recredentialing)

“unit 2: ambulatory Care” contains three chapters:

• Chapter 4: Initial Appointment/Clinical Privileges

• Chapter 5: Reappointment/Renewal of Clinical Privileges 

• Chapter 6: Other Credentialing Aspects (aspects that cover both initial appointment and reappointment/renewal of 
privileges)

The acute care and managed care chapters (Unit 1) cover the Joint Commission hospital standards for credentialing, con-
tained in the Medical Staff, Leadership, and Human Resources chapters in the 2009 Comprehensive Accreditation Manual 

for Hospitals (CAMH). They also cover the NCQA’s credentialing standards for HPs, MBHOs, POs, and CVOs, contained 
in the Standards and Guidelines for the Accreditation of HPs, Standards and Guidelines for the Accreditation of MBHOs, 
Standards and Guidelines for Certification of Physician Organizations, and Standards and Guidelines for the Certification 
of CVOs, for 2009 and 2010.  

The ambulatory care chapters (Unit 2) cover The Joint Commission’s credentialing standards for ambulatory care organiza-
tions, contained in the Human Resources chapter of the 2009 Standards for Ambulatory Care (SAC). Readers should note 
that where The Joint Commission’s ambulatory care standards do not specifically address a credentialing aspect, if The 
Joint Commission’s standards for hospitals do address the aspect, then that information is provided. 
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You can easily identify new or significantly changed standards within Verify and Comply. Each of these contains the date in 

parentheses next to the information; for example, (January 2009) or (July 2009).

How are the sections in this book organized?

Each chapter is organized by the elements (i.e., the heading for each chart) that must be covered to credential each prac-

titioner. The first column in the chart summarizes the Joint Commission standards. The second column in the acute care 

and managed care sections summarizes the NCQA regulations. Where appropriate, this column indicates differences for 

each type of organization the NCQA accredits: HPs, MBHOs, and CVOs (CVOs should note that they not only are respon-

sible for standards that apply to CVOs, but also for the standards that apply to their specific managed care clients). The 

third column summarizes the CMS CoP requirements.  

Within each column of Unit 1 (acute care and managed care) the verification source and methodology is outlined. This 

section provides the options available regarding acceptable sources of verification. Thus verification from the listed sourc-

es is considered acceptable in meeting regulatory and accreditation standards. In Unit 2 (ambulatory care), the verifica-

tion source and methodology options are identified in the second column.   

The desire to provide the highest quality healthcare possible coupled with the need to reduce medical risks to patients 

and legal risks to the organization has prompted many healthcare organizations to develop and maintain a credentialing 

process that far exceeds The Joint Commission, NCQA, CMS, DNV, and/or HFAP standards. For this reason, Verify and 

Comply not only includes minimum standards, but also designates credentialing “best practices”—that is, practices that 

meet or exceed the accreditors’ standards. These best practices are marked with a star icon ( ) and are in boldface, 

text.

Each section contains a Comments/Tips area where the author provides commentary for readers regarding special consid-

erations to take note of.

Information contained on the CD

In order to expand the information available regarding requirements of additional accreditation organizations, the Fifth 

Edition of Verify and Comply has also included the standards of DNV and HFAP on  the companion CD. The CD includes 

all of the information in the book (The Joint Commission, NCQA, and CMS) and also presents the standards for DNV and 

HFAP—all available in electronic format.   

Thank you to our guest contributors 

Our gratitude is extended to Patrick Horine, executive vice president of accreditation at DNV Healthcare, and Sally 

Pelletier, CPMSM, CPCS, for their assistance in assuring accuracy of the information included in the book and CD.

Keeping up to date and informed

It is important for readers to stay up to date with the latest accreditation standards and survey information. In addition, 

we encourage readers to access HCPro’s Web site (www.hcpro.com) to obtain the latest credentialing-related information 

and to share information and ideas with each other. 
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We hope that you find this book and CD to be a valuable addition to your library. Please feel free to contact us with com-

ments, suggestions, or questions related to this book or other HCPro products and services. 

HCPro, Inc.

P.O. Box 1168

Marblehead, MA 01945

Toll-free telephone: 800/650-6787

Toll-free fax: 800/639-8511

E-mail: customerservice@hcpro.com

Internet: www.hcpro.com
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bold text = Verification source and methodology.  = “Best practice” that meets or exceeds accreditation standards.
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prACtItIoners CoVered

CMS 
NCQA 

(HP/MBHO/CVO)
The Joint Commission  

(Hospitals) 

The governing body deter-

mines, in accordance with 

state law, which categories of 

practitioners are eligible for 

appointment to the medical 

staff. Medical staff at a mini-

mum must be composed of 

physicians—defined as MDs 

or DOs. Other practitioners 

may be included as defined 

in the Social Security Act 

(DDS/DMD, DPM, OD, DC).

The governing body may 

also determine other types 

of practitioners that may be 

eligible for appointment to 

the medical staff and/or be 

granted clinical privileges, 

such as nurse practitioners, 

physician assistants, certi-

fied registered nurse anes-

thetists, and midwives.

Practitioners do not need to 

be members of the medical 

staff in order to be granted 

privileges.  

non-physicians: The CMS 

Surgical Services standards 

also address the privileging 

of non-physicians “perform-

ing surgical tasks.” The 

standards delineate practitio-

ners such as dentists, oral 

HPs and MBHOs must have document-

ed credentialing policies and procedures 

that apply to all licensed practitioners 

who provide care to the organization’s 

members (a person insured or provided 

coverage by a health plan) (July 2009). 

At a minimum, all licensed independent 

practitioners certified or registered by 

the state to practice independently and 

provide care to members are within the 

scope of the credentialing standards.

HPs: The files of the following practitio-

ners will be reviewed: 

• Psychiatrists or other physicians 

(MD, DO)

• Addiction medicine specialists (July 

2009)

• Dentists (DDS/DMD)

• Podiatrists (DPM)

• Chiropractors (DC)

• Other behavioral health specialists 

licensed, certified, or registered by 

the state to practice independently 

Note: The credentialing requirement 

applies to those practitioners with an 

independent relationship with the orga-

nization. “Independent relationship” 

is defined as when the organization 

selects and directs members to a spe-

cific individual or group of practitioners. 

This would include all practitioners that 

members can select as a primary care 

practitioner (PCP). 

All licensed independent practitioners 

(lIp) must be credentialed and privi-

leged through the organized medical 

staff structure. LIP status is defined 

as “any individual permitted by law 

and by the organization to provide 

care, treatment, and services without 

direction or supervision” within the 

scope of the individual’s license and 

consistent with individually granted 

privileges.

Individuals are considered LIPs if this 

definition applies to how they function 

within the organization, regardless of 

whether they are medical staff mem-

bers and regardless of their employ-

ment or contractual relationship(s) 

with the organization. 

Advanced practice nurses or physician 

assistants: If an advanced practice 

registered nurse (APRN) or physician 

assistant (PA) functions as an LIP, 

this individual must be credentialed 

and privileged through the organized 

medical staff. If the APRN or PA does 

not function independently but rather 

under some level of direction and/or 

supervision,* the individual may be 

credentialed and privileged through  

the medical staff structure or an equiv-

alent process and criteria. This equiva-

lent process must be approved by 

the governing body and must include 

communication with and input from 
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CMS 
NCQA  

(HP/MBHO/CVO)
The Joint Commission  

(Hospitals) 
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prACtItIoners CoVered (Cont.)

surgeons, podiatrists, RN 

first assistants, nurse prac-

titioners, surgical physician 

assistants, surgical techni-

cians, etc.

“Surgical tasks” are specifi-

cally defined within the stan-

dards. See the Interpretive 

Guidelines §482.51 

What constitutes “surgery”?

Tasks such as holding retrac-

tors, cutting or tying knots, 

handling instruments, are 

not considered performing 

surgery. However, suturing is 

considered surgery and thus 

requires privileging.    

The CMS also requires a 

clear delineation of what 

surgical procedures must be 

done under supervision and 

the degree of that  supervi-

sion (to include whether or 

not the supervising practi-

tioner is physically present 

in the same OR, in line of 

sight of the practitioner being 

supervised) be delineated in 

that practitioner’s surgical 

privileges. 

It is not necessary to credential practi-

tioners who practice exclusively in the 

inpatient setting and provide care result-

ing from the member being directed to a 

hospital or other inpatient setting. 

(Examples are pathologists, radiologists, 

anesthesiologists, neonatologists, emer-

gency room physicians, hospitalists, and 

telemedicine consultants, as well as 

practitioners at mammography centers, 

urgent care centers, and ambulatory 

behavioral health facilities.)

This is also not necessary to credential: 

• Dentists who provide primary dental 

care under a dental plan or rider

• A practitioner covering for another 

(e.g., locum tenens) (July 2009)

MBHOs: For behavioral health profes-

sionals, files for the following disci-

plines are reviewed:

• Psychiatrists or other physicians 

(MD, DO) 

• Addiction medicine specialists (July 

2009)

• Licensed or certified psychologists 

(MA, PhD)

• Licensed or certified clinical social 

workers (MSW) 

• Licensed clinical nurse specialists 

(MSN) or licensed psychiatric nurse 

practitioners (NP) 

the medical staff executive committee 

regarding privileges requested.

*Direction and/or supervision of the 

APRN may be through a collaborative 

or supervisory agreement. A vast major-

ity of PAs by licensure are required to 

have a supervisory agreement with a 

physician.

If organizations choose to credential 

and privilege APRNs or PAs under 

the equivalent process, the Human 

Resources (January 2009) chapter 

of the Comprehensive Accreditation 

Manual for Hospitals should be con-

sulted for the methodology. These 

standards require the governing body 

approve an equivalent process (to the 

medical staff process) for the creden-

tialing and privileging/reprivileging of 

physician assistants and advanced 

practice registered nurses. 

At a minimum, the equivalent process:

• Evaluates the credentials of the 

applicant*

• Evaluates the current compe-

tence of the applicant*

• Includes documented peer recom-

mendations 

• Ensures communication with  

and input from appropriate indi-

viduals and committees, includ-

ing the medical staff executive 
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prACtItIoners CoVered (Cont.)

• Other behavioral health specialists 

licensed, certified, or registered by 

the state to practice independently 

(examples of these practitioners 

would be nurse practitioners, nurse 

midwives, physician assistants, 

optometrists, etc.)

  

Note: The organization must have 

policies and procedures for additional 

practitioner disciplines not previously 

listed. These policies and procedures are 

reviewed, but the files reviewed are lim-

ited to those disciplines identified (July 

2009).

CVOs: The contract with the HP, MBHO, 

or health delivery organization (e.g., 

physician hospital organization [PHO] or 

hospital) would specify the types of indi-

viduals to be credentialed.

committee, so that informed deci-

sions may be made regarding the 

applicant’s request for privileges

 

*The evaluation process is documented.

C
o
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Although not required by The Joint Commission standards, the accrediting agency advocates the governing 

body approve the privileges recommended. By doing so, the organization is in full compliance with the Centers 

for Medicare & Medicaid Services’ Conditions of Participation (CoP) regarding privileging practitioners (January 

2009).
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The medical staff must have 

a mechanism to examine 

evidence of professional edu-

cation.

CMS does not specify 

acceptable sources for this 

evidence.    

 Correspondence with 
medical school  

documented phone call with 
medical school

Verification from:

• the American Medical 
Association (AMA) 
physician Masterfile for 
all United states and 
puerto rico medical 
school education

• the American 
osteopathic Association 
(AoA) physician 
database  

• the educational 
Commission for Foreign 
Medical graduates 
(eCFMg) for foreign 
medical schools

HP/CVO: The highest of the three levels 
of education and training attained must 
be verified. The three levels are defined as: 

1. Graduation from medical or profes-
sional school 

2. Residency, as appropriate 

3. Board certification 

Therefore, if a physician is board-certi-
fied, verification of board certification 
suffices. If the practitioner’s board cer-
tification has expired, then verification 
of completion of the residency training 
program is required (July 2009).

If the physician is not board-certified, veri-
fication of completion of residency suffic-
es. Completion of residency training can 
be verified through any of the following: 

• The residency training program. 

• American Medical Association 
(AMA) Physician Masterfile. 

• American Osteopathic Association 
(AOA) Official Osteopathic Physician 
Profile Report (also known as AOA 
Physician Masterfile.)†  

• An association of schools of the 
health profession, if the associa-
tion obtains its verification from the 
primary source. Annually, the organi-
zation must obtain written confirma-
tion that the association performs 
primary source verification. 

• The state licensing agency, as 
long as it conducts primary source 
verification. There must be written 
evidence on file, updated annually, 
that the state licensing agency per-
forms primary source verification.

Requires verification from the medical 

school.

Accepted “designated equivalent 

sources” are:

• The American Medical 

Association (AMA) Physician 

Masterfile for all United States 

and Puerto Rico medical school 

education

• The American Osteopathic 

Association (AOA) Physician 

Database  

• The Educational Commission 

for Foreign Medical Graduates 

(ECFMG) for foreign medical 

schools

Note: When an organization cannot 

obtain verification from the primary 

source, the Joint Commission standards 

permit use of a “reliable secondary 

source.” Such a source can be another 

hospital that has a documented prima-

ry source verification of the credential 

(January 2009).

 Correspondence with medical 
school 

documented phone call with medical 
school

Form from approved source as speci-
fied above

MedICAl edUCAtIon
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Note: NCQA does not require verification 
of fellowship training. Further, verification 
of fellowship training does not meet the 
requirement for verification of residency 
training (July 2009). Verification of fellow-
ship is a best practice from a quality and 
risk management perspective (July 2009).

If the physician did not complete a resi-
dency program, verification is required 
from one of the following sources: 

• The medical school.

• American Medical Association 
(AMA) Physician Masterfile. 

• American Osteopathic Association 
(AOA) Official Osteopathic Physician 
Profile Report (also known as AOA 
Physician Masterfile.)†  

• The Educational Commission 
for Foreign Medical Graduates 
(ECFMG) for international gradu-
ates licensed after 1986.

• An association of schools of the 
health profession, if the associa-
tion obtains its verification from the 
primary source. Annually, the organi-
zation must obtain written confirma-
tion that the association performs 
primary source verification. 

• The state licensing agency, as 
long as it conducts primary source 
verification. There must be written 
evidence on file, updated annually, 
that the state licensing agency per-
forms primary source verification.

 
Note: NCQA requirements vary for den-
tists, podiatrists, and chiropractors. See 
the NCQA HP credentialing standards for 
specific information.
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MBHO/CVO: Verification for physicians 
is the same as described above for HPs. 
For nonphysician behavioral healthcare 
professionals, MBHOs/CVOs must verify 
completion of education and training 
with one of the following: 

• The professional school. 

• The state licensing agency or spe-
cialty board or registry, if the orga-
nization provides recent evidence 
that the agency conducts primary 
source verification of professional 
school education and training. 
There should be written evidence 
on file, updated at least annually, 
confirming that the agency per-
forms primary source verification.

Verification time limit: None

 Correspondence with medical 
school  

documented phone call with medical 
school

Form from approved source as specified 
above

C
o
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† According to the AOA, the document it offers through the American Osteopathic Information Association 

(AOIA) is the “Official Osteopathic Physician Profile Report.” This report is pulled directly from the AOA 

Physician Database.
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 (Hospitals) 

The medical staff must have 

a mechanism to examine evi-

dence of training and docu-

mented experience.

CMS does not specify 

acceptable sources for this 

evidence.    

 Criteria-based evalu-
ation form completed by 
postgraduate training pro-
gram documenting clinical 
competence

documented phone call 
with postgraduate training 
program

Verification from: 

• the American Medical 

Association (AMA) 

physician Masterfile for 

all United states and 

puerto rico medical 

school education

• the American 

osteopathic 

Association (AoA) 

physician database  

HP/CVO: The highest of the three levels 
of education and training attained must 
be verified. The three levels are defined as: 

1. Graduation from medical or profes-
sional school 

2. Residency, as appropriate 

3. Board certification 

Therefore, if a physician is board-certified, 
verification of board certification suffices. 
If the practitioner’s board certification has 
expired, then verification of completion of 
the residency training program is required 
(July 2009).  

If the physician is not board-certified, 
verification of completion of residency suf-
fices. Completion of residency training can 
be verified through any of the following: 

• The residency training program. 

• American Medical Association 
(AMA) Physician Masterfile. 

• American Osteopathic Association 
(AOA) Official Osteopathic Physician 
Profile Report or AOA Physician 
Masterfile.†  

• An association of schools of the 
health profession, if the association 
obtains its verification from the pri-
mary source. Annually, the organiza-
tion must obtain written confirma-
tion that the association performs 
primary source verification. 

• The state licensing agency, as 
long as it conducts primary source 
verification. There must be written 
evidence on file, updated annually, 
that the state licensing agency per-
forms primary source verification.

Requires verification from the primary 

source(s). This requirement encompass-

es internship, residency, and fellowship 

programs, as well as other relevant 

experience (e.g., military training).

Accepted “designated equivalent 

sources” for United States and Puerto 

Rico postgraduate training are the 

American Medical Association (AMA) 

Physician Masterfile and the American 

Osteopathic Association (AOA) 

Physician Database. 

Note: In certain instances, foreign 

institutions will not or cannot verify 

training. In that case, efforts to obtain 

primary source verification should be 

documented. The organization may be 

able to verify training and experience 

with individuals who trained with the 

applicant who are now practicing in the 

United States.

Note: When an organization cannot 

obtain verification from the primary 

source, The Joint Commission stan-

dards permit use of a “reliable second-

ary source.” Such a source can be 

another hospital that has a document-

ed primary source verification of the 

credential (January 2009).

postgrAdUAte trAInIng (e.g., InternshIps, resIdenCIes, And FellowshIps)
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 Criteria-based evaluation form 
completed by postgraduate training 
program documenting clinical 
competence

documented phone call with post-
graduate training program

Form from approved source as speci-
fied above

postgrAdUAte trAInIng (e.g., InternshIps, resIdenCIes, And FellowshIps) (Cont.)

Note: NCQA does not require verification 
of fellowship training. Further, verification 
of fellowship training does not meet the 
requirement for verification of residency 
training (July 2009). Verification of fellow-
ship is a best practice from a quality and 
risk management perspective (July 2009).

If the physician did not complete a resi-
dency program, verification is required 
from one of the following sources: 

• The medical school.

• American Medical Association 
(AMA) Physician Masterfile. 

• American Osteopathic Association 
(AOA) Official Osteopathic Physician 
Profile Report (also known as AOA 
Physician Masterfile.)†  

• The Educational Commission 
for Foreign Medical Graduates 
(ECFMG) for international gradu-
ates licensed after 1986.

• An association of schools of the 
health profession, if the associa-
tion obtains its verification from the 
primary source. Annually, the organi-
zation must obtain written confirma-
tion that the association performs 
primary source verification. 

• The state licensing agency, as 
long as it conducts primary source 
verification. There must be written 
evidence on file, updated annually, 
that the state licensing agency per-
forms primary source verification. 

Note: NCQA requirements vary for den-
tists, podiatrists, and chiropractors. See 
the NCQA HP credentialing standards for 
specific information.
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postgrAdUAte trAInIng (e.g., InternshIps, resIdenCIes, And FellowshIps) (Cont.)

MBHO/CVO: Verification for physicians 
is the same as described above for HPs. 
For nonphysician behavioral healthcare 
professionals, MBHOs/CVOs must verify 
completion of education and training 
with one of the following: 

• The professional school. 

• The state licensing agency or spe-
cialty board or registry, if the orga-
nization provides recent evidence 
that the agency conducts primary 
source verification of professional 
school education and training. 
There should be written evidence 
on file, updated at least annually, 
confirming that the agency per-
forms primary source verification.

Verification time limit: None

 Criteria-based evaluation form com-
pleted by postgraduate training program 
documenting clinical competence

documented phone call with postgradu-
ate training program

Form from approved source as specified 
above

C
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† According to the AOA, the document it offers through the American Osteopathic Information Association 

(AOIA) is the “Official Osteopathic Physician Profile Report.” This report is pulled directly from the AOA 

Physician Database.
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 (Hospitals) 

CMS standards do not spe-
cifically mention board certi-
fication. Nor is this criterion 
included in the Interpretive 
Guidelines for evaluation.

The Guidelines specifically 
state that the medical staff 
may not make its recommen-
dation solely on the basis of 
the presence or absence of 
board certification but must 
consider all of the elements 
(evidence of current licen-
sure, evidence of training 
and professional education, 
documented experience, 
and supporting references of 
competence). 

The Guidelines state that a 

medical staff is not prohib-

ited from requiring board cer-

tification in its bylaws when 

considering a MD/DO for 

medical staff membership or 

privileges, only that such cer-

tification may not be the only 

factor that the medical staff  

considers.  

 Correspondence or 
secure electronic verifica-
tion from specialty board

 documented phone call 
with specialty board

HP/MBHO/CVO: The NCQA does not 
require board certification. If the indi-
vidual is board-certified, verification may 
be obtained directly from the specialty 
board or through one of the following: 

• The American Board of Medical 
Specialties (ABMS) or services 
designated by ABMS as an Official 
Display Agent with a dated certifi-
cate of primary source authenticity 
available (July 2009)

• The American Osteopathic 
Association (AOA) Physician 
Masterfile 

• AOIA Official Osteopathic Physician 
Profile Report† 

• The American Medical Association 
(AMA) Physician Masterfile 

• State licensure, if the state licens-
ing agency conducts primary 
source verification of board status 
and there is evidence on file—
updated at least annually—that the 
state licensing agency performs 
primary source verification

The ABMS Certified Doctor Verification 
Program, available through the ABMS 
Web site, is for consumer reference only 
and is not an NCQA-recognized source 
for verification of board certification. 

Verification time limit:

• HP: 180 days

• CVO: 120 days 

boArd CertIFICAtIon

The Joint Commission standards do 
not specifically require verification of 
board certification. If the medical staff 
bylaws, policies, or rules and regula-
tions require certification, however, The 
Joint Commission expects this creden-
tial to be verified in some manner. 

In the instance that board certifica-
tion (or admissibility) is to be verified 
in accordance with the organization’s 
regulations, the verification may be 
obtained directly from the specialty 
board. The American Board of Medical 
Specialties (ABMS) and the American 
Osteopathic Association (AOA)† also 
are considered equivalent sources.

 Correspondence or secure 
electronic verification from specialty 
board

 documented phone call with 
specialty board

the AbMs or services designated by 
AbMs as an official display Agent

AMA physician Masterfile report 

AoIA official osteopathic physician 
profile report (also known as AoA 
physician database)† 

Note: The AOA advises when verifying 
AOA board certification, contact the 
AOIA. Contacting the AOA specialty 
board results in a referral back to the 
AOIA directly (www.doprofiles.org, July 
2009) for response and thus delays 
verification.
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the AbMs or services des-
ignated by AbMs as an 
official display Agent

AMA physician Masterfile 
report 

American osteopathic 
Association (AoA) official 
osteopathic physician 
profile report 

Note: The AOA advises when 

verifying AOA board certi-

fication, contact the AOIA. 

Contacting the AOA specialty 

board results in a referral 

back to the AOIA directly 

(www.doprofiles.org, July 

2009) for response and thus 

delays verification.

The 180-/120-day time limitation does 
apply to this element, regardless of 
whether the board certification expires. 
If the certification does expire, the expi-
ration date should be documented. If 
the board certification does not expire, 
the “lifetime” certification should be 
documented.

Note: NCQA requirements vary for den-

tists, podiatrists, and chiropractors. See 

the NCQA credentialing standards for 

specific information.

 Correspondence or secure elec-
tronic verification from specialty board

 documented phone call with spe-
cialty board

the AbMs or services designated by 
AbMs as an official display Agent

AMA physician Masterfile report 

AoIA official osteopathic physician 
profile report (also known as AoA 
physician database)† 

state licensing body with annual confir-
mation of primary source verification

Note: The AOA advises when verifying 

AOA board certification, contact the 

AOIA. Contacting the AOA specialty board 

results in a referral back to the AOIA 

directly (www.doprofiles.org, July 2009) 

for response and thus delays verification.

boArd CertIFICAtIon (Cont.)
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MBHO/CVO: For nonphysician behavioral 
healthcare professionals, MBHOs and 
CVOs must obtain confirmation from 
one of the following: 

• The specialty board.

• The state licensing agency or regis-
try, if the agency/registry conducts 
primary source verification of board 
certification. MBHOs and CVOs 
should receive written verification 
at least annually from the agency/
registry that performs primary 
source verification.

Verification time limit:

• MBHO: 180 days

• CVO: 120 days 

 Correspondence or secure elec-
tronic verification from specialty board

 documented phone call with spe-
cialty board

the AbMs or services designated by 
AbMs as an official display Agent

AMA physician Masterfile report 

AoIA official osteopathic physician 
profile report 

AoA physician database†

state licensing body with annual pri-
mary source confirmation 

boArd CertIFICAtIon (Cont.)
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boArd CertIFICAtIon (Cont.)

Note: The AOA advises contacting the 

AOIA when verifying AOA board certifica-

tion, contact the AOIA. Contacting the AOA 

specialty board results in a referral back 

to the AOIA directly (www.doprofiles.org, 

July 2009) for response and thus delays 

verification.
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† According to the AOA, the document it offers through the American Osteopathic Information Association 

(AOIA) is the “Official Osteopathic Physician Profile Report.” This report is pulled directly from the AOA 

Physician Database.
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The medical staff must have 

a mechanism to examine evi-

dence of current licensure. 

CMS does not specify 

acceptable sources for this 

evidence, but the assumed 

requirement is that the 

applicable state license be 

primary source verified.  

CMS is also silent regarding 

verification of licensure at 

expiration. However, such 

verification would be an 

appropriate practice.  

 Correspondence with 
licensing board or verifica-
tion through the state licens-
ing board Internet site, with 
appropriate documentation

documented phone call with 
licensing board

HP/MBHO/CVO: The application 
requires a statement from the applicant 
regarding a history of loss of license. 
Primary source verification is required 
from the state licensing board. If an 
Internet site is used for verification, the 
Web site must be from the appropriate 
state licensing body.

The license verification confirms that 
the practitioner possesses a valid current 
license or certification that is in effect 
and present in the file when the creden-
tialing committee makes its decision.

The organization verifies that the practi-
tioner’s license is in those states where 
the practitioner provides care for the 
organization’s members.

Verification time limit:

• HP/MBHO: 180 days

• CVO: 120 days

 Correspondence with licensing 
board or verification through the state 
licensing board Internet site, with 
appropriate documentation

documented phone call with 
licensing board

Primary source verification is required 

from the applicable* state licensing 

board at appointment and when grant-

ing clinical privileges (initially and also 

when considering requests for addi-

tional privileges).

*Applicable meaning the state where 

the practitioner is requested/granted 

privileges (January 2009)

Verification of licensure is also 

required at expiration (January 2007).

 Correspondence with licensing 
board or verification through the 
state licensing board Internet site, 
with appropriate documentation

documented phone call with licens-
ing board

CUrrent lICensUre
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A best practice is documentation of verification of all current and past state licensures (January 2009).
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CMS is silent regarding 

evaluation of licensure 

sanctions. However, the 

Interpretive Guidelines do 

reference privileging criteria 

that consider the individual’s 

character.

 Correspondence with 
or form from the licensing 
board or verification through 
Internet site, with appropri-
ate documentation 

documented phone call with 
the licensing board

Correspondence with or form 
from the FsMb

npdb confirmation

Application statement 

HP/MBHO/CVO: Information on sanc-

tions, restrictions on licensure, and 

limitations on scope of practice for the 

past five-year period must be obtained. 

If the individual was licensed in mul-

tiple states during the most recent five 

years, all states must be queried where 

the practitioner worked.

For physicians, information must be 

obtained from one of the following:

• The state licensing board (or appro-

priate state agency)

• The Federation of State Medical 

Boards (FSMB)

• The National Practitioner Data 

Bank (NPDB)

• The Healthcare Integrity and 

Protection Databank (HIPDB)

For dentists, information must be 

obtained from one of the following: 

• The state licensing board

• The National Practitioner Data 

Bank (NPDB)

• The Healthcare Integrity and 

Protection Databank (HIPDB)

Before recommending privileges, the 

following is evaluated:

• Information regarding challenges 

to any licensure or registration

• Voluntary and involuntary relin-

quishment of any licensure or 

registration

The standards are silent regarding 

the specific method to accomplish 

this requirement. One way would be 

to request that the applicant provide 

the required information. This infor-

mation also may be obtained or con-

firmed through the licensing boards, 

the Federation of State Medical 

Boards (FSMB), and/or the National 

Practitioner Data Bank (NPDB).

 Correspondence with or form 
from the licensing board or verifica-
tion through Internet site, with appro-
priate documentation 

documented phone call with the 
licensing board

Correspondence with or form from the 
FsMb

npdb confirmation

Application statement 

sAnCtIons AgAInst lICensUre



unit 1: aCute Care & managed Care

18

bold text = Verification source and methodology.  = “Best practice” that meets or exceeds accreditation standards.

CMS 
NCQA  

(HP/MBHO/CVO)
The Joint Commission  

(Hospitals) 

Verify and Comply, fifth edition • ©  2009 HCPro, Inc.

sAnCtIons AgAInst lICensUre (Cont.)

For podiatrists, information must be 

obtained from one of the following:

• The state licensing board 

• The Federation of Podiatric Medical 

Boards

• The Healthcare Integrity and 

Protection Databank (HIPDB)

For chiropractors, information must be 

obtained from one of the following:

• The state licensing board

• The Federation of Chiropractic 

Licensing Boards’ Chiropractic 

Information Network-Board Action 

Databank (CIN-BAD)

• The Healthcare Integrity and 

Protection Databank (HIPDB)

For nonphysician behavioral healthcare 

practitioners, information must be 

obtained from: 

• The state licensing or certification 

board 

• Appropriate state agency 

• The Healthcare Integrity and 

Protection Databank (HIPDB)

Verification time limit:

• HP/MBHO: 180 days

• CVO: 120 days
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sAnCtIons AgAInst lICensUre (Cont.)

 Correspondence with or form from 
the licensing board or verification 
through Internet site, with appropriate 
documentation 

documented phone call with the licens-
ing board

Correspondence with or form from the 
FsMb

npdb confirmation

Application statement

hIpdb confirmation
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The AMA Masterfile and the AOA Physician Database contain information on multiple state licensures. If a 

sanction is present, the requester is referred back to the state licensing authority for additional information.
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Primary source verification is 

not required.  

The requirement for profes-

sional liability coverage is 

common in healthcare orga-

nizations. Thus verification of 

coverage is appropriate.  

Verification of the cover-

age may come directly from 

the carrier or in the form of 

a copy of the applicant’s 

professional liability policy 

binder that shows the dates 

and amounts of coverage.

 Correspondence with 
the carrier 

documented phone call with 
the carrier 

Copy of the applicant’s cur-
rent professional liability 
policy binder 

HP/MBHO/CVO: The applicant provides 
information on the application (or adden-
dum) regarding the dates and amount of 
malpractice insurance or the entity may 
obtain evidence of coverage through a 
copy of the applicant’s current malprac-
tice policy binder (insurance face sheet) 
that shows dates and amount of cover-
age. The copy may be obtained from 
either the carrier or the practitioner. 

Verification time limit:

HP/MBHO: The credentials information 
must be valid, current, and no more than 
365 calendar days old at the time of the 
credentialing committee’s decision.*

CVO: The credentials elements must 
be valid, current, and verified (as appli-
cable) within 305 calendar days prior to 
submission to each client.*

*Exception: HP Medicare Advantage (MA) 
deeming remains 180 calendar days. 
CVOs serving these clients must negoti-
ate an appropriate time limit for report-
ing to the HP.

Primary source verification is not 

required. If the medical staff bylaws, 

policies, or rules and regulations 

require professional liability coverage, 

The Joint Commission expects the 

organization to have a method of veri-

fying such coverage. 

Verification of coverage may come 

directly from the carrier or in the form 

of a copy of the applicant’s current 

professional liability policy binder that 

shows dates and amount of coverage.

 Correspondence with the carrier 

documented phone call with the  
carrier 

Copy of the applicant’s current  
professional liability policy binder 

proFessIonAl lIAbIlIty/MAlprACtICe CoVerAge



Chapter 1: initial appointment/CliniCal priVileges/Credentialing

21

bold text = Verification source and methodology.  = “Best practice” that meets or exceeds accreditation standards.

CMS 
NCQA  

(HP/MBHO/CVO)
The Joint Commission  

(Hospitals) 

Verify and Comply, fifth edition • ©  2009 HCPro, Inc.

proFessIonAl lIAbIlIty/MAlprACtICe CoVerAge (Cont.)

 Correspondence with the carrier 

documented phone call with the carrier 

Copy of the applicant’s current mal-
practice policy binder 

Applicant’s attestation 
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If the organization requests the applicant name the organization as a “certificate holder,” the professional 

liability carrier will automatically provide the named organization with renewal certificates, thus relieving the 

burden on the applicant. The carrier also will notify the organization if the policy is changed or cancelled by 

either party.
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The CMS standards are 

silent regarding evaluation of 

malpractice history. 

However, CMS does require 

organizations be compliant 

with state and federal law.  

Query of the National 

Practitioner Data Bank 

(NPDB) is required of all 

organizations granting privi-

leges to a practitioner. The 

NPDB contains information 

regarding malpractice settle-

ments and judgments.  

 Application statement 
and correspondence with 
the carrier*

Application statement and 
npdb confirmation

HP/MBHO/CVO: The applicant must 

provide at least a five-year history of 

malpractice settlements or judgments 

on behalf of the practitioner (July 2009). 

This information must be verified either 

through written confirmation from the 

malpractice carrier or through the 

National Practitioner Data Bank (NPDB).

Note: If the five-year history includes 

residency or fellowship, the organization 

does not need to obtain confirmation for 

those covered through the hospital insur-

ance policy.

Verification time limit:

• HP/MBHO: 180 days

• CVO: 120 days

 Application statement and corre-
spondence with the carrier*

Application statement and npdb 
confirmation

The organized medical staff evaluates 

any evidence of an unusual pattern 

or excessive number of professional 

liability actions resulting in a final judg-

ment against the applicant. The stan-

dards are silent regarding the specific 

method to accomplish this require-

ment. One way would be to request 

that the applicant provide information 

regarding involvement in professional 

liability action (as required by the 

medical staff bylaws, rules and regula-

tions, or policies). At minimum, the 

applicant would be required to report 

final judgments or settlements. 

This information also may be obtained 

or confirmed through a query to the 

professional liability carrier and/or 

the National Practitioner Data Bank 

(NPDB).

 Application statement and corre-
spondence with the carrier*

Application statement and npdb  
confirmation

MAlprACtICe hIstory
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*A best practice would be to query the carrier regarding not only final judgments or settlements, but also open 

claims.
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CMS does not use the term 

“work history.” However, the 

standards and guidelines  

do require examination 

of documented experience 

and supporting reference of 

competence.  

Thus, a best practice would 

be to require that the appli-

cant document a chrono-

logical history of education, 

training, and experience.  

 well-constructed appli-
cation or complete curricu-
lum vitae

 Verification of infor-
mation as applicable to 
requested privileges

HP/MBHO/CVO: The applicant must pro-

vide a minimum of a five-year relevant 

work history statement on either the 

application or curriculum vitae, which 

allows identification of gaps in work  

history.

Note: Relevant experience is defined as 

“work as a health professional.” If the 

individual has practiced fewer than five 

years from the credentialing date, the 

work history begins at the time of initial 

licensing. Experience as a nonphysician 

healthcare practitioner (e.g., registered 

nurse, nurse practitioner, clinical social 

worker, etc.) should be included if within 

the five-year period. 

Work history should include the begin-

ning and ending month and year for 

each work experience. 

No verification of the work history 

statement is required. However, the 

NCQA does require that any work his-

tory gap of six months or more should 

be reviewed and clarified (verbally* 

or in writing). Further, the applicant is 

required to clarify in writing any gap that 

exceeds one year.

*Verbal communication needs to be 

documented in the file.

 

Although The Joint Commission does 

not use the term “work history,” it 

does require evidence of current com-

petence and expects organizations to 

obtain information regarding licensure 

(or registration), education, training, 

experience, and competence. 

The first step in the process would be 

to require that each applicant provide 

on the application a complete chrono-

logical history of his or her education, 

training, and experience.

 well-constructed application or 
complete curriculum vitae

 Verification of information as 
applicable to requested privileges

work hIstory
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Verification time limit:

HP/MBHO: The credentials information 

must be valid, current, and no more than 

365 calendar days old at the time of the 

credentialing committee’s decision.*

CVO: The credentials elements must 

be valid, current, and verified (as appli-

cable) within 305 calendar days prior to 

submission to each client.*

*Exception: HP pursuing Medicare 

Advantage (MA) deeming remains 180 

calendar days. CVOs serving these clients 

must negotiate an appropriate time limit 

for reporting. 

 well-constructed application or 
complete curriculum vitae

work hIstory (Cont.)
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1. Acute care organizations should establish a policy defining a “gap” (i.e., the minimum time period that 

does not require an explanation). In some organizations, this permitted gap is no more than 30 days. Other 

organizations may permit as long as six months. Although NCQA has defined a gap from a standards per-

spective, organizations may establish a more strict interpretation and policy (January 2009).

2. Over the past two decades there has been increasing numbers of physicians with contracts and/or employ-

ment status with healthcare organizations. These physicians may or may not have simultaneous member-

ship and/or privileges. Examples include physicians who are exclusively office-based (perhaps a family prac-

titioner, a pediatrician, or an internal medicine specialist) or a physician practicing in an urgent care center. 

Therefore, obtaining and evaluating “work status” has increasing importance.
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The medical staff must have 

a mechanism to examine 

evidence of professional edu-

cation, training, documented 

experience, and supporting 

references of competence.  

Criteria must be established 

for determining privileges and 

considers: 

• Individual character

• Individual competence

• Individual training 

• Individual experience

• Individual judgment

 Correspondence/peer 
recommendations from 
primary sources or primary 
sources/peers complete 
criteria-based questionnaires 
that provide an assessment 
or recommendation 

documented phone call with 
primary sources/peers 

Terminology is not used.Requires verification of each appli-

cant’s professional and clinical perfor-

mance through contact with appropri-

ate teaching facilities, hospitals, or 

other relevant organizations.

Primary source documentation must 

contain informed opinions of the appli-

cant’s professional performance. (See 

“Peer Recommendation” later in this 

chapter.)

The Joint Commission suggests 

parameters for evaluation of profi-

ciency include the six areas of General 

Competencies adapted from the 

Accreditation Council for Graduate 

Medical Education (ACGME) and the 

American Board of Medical Specialties 

(ABMS) joint initiative.

Note: The General Competencies are 

listed on the following page.

 Correspondence/peer recommen-
dations from primary sources or pri-
mary sources/peers complete crite-
ria-based questionnaires that provide 
an assessment or recommendation 

documented phone call with primary 
sources/peers 

CUrrent CoMpetenCe
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CUrrent CoMpetenCe (Cont.)
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The six General Competencies, adapted from the Accreditation Council for Graduate Medical Education (ACGME) 

and the American Board of Medical Specialties (ABMS) joint initiative, as stated in the 2009 CAMH, are:

1. patient care

Practitioners are expected to provide patient care that is compassionate, appropriate, and effective for 

the promotion of health, prevention of illness, treatment of disease, and care at the end of life.

2. Medical/clinical knowledge 

Practitioners are expected to demonstrate knowledge of established and evolving biomedical, clinical, 

and social sciences and to apply their knowledge to patient care and the education of others.

3. practice-based learning and improvement 

Practitioners are expected to be able to use scientific evidence and methods to investigate, evaluate, 

and improve patient care practices.

4. Interpersonal and communication skills 

Practitioners are expected to demonstrate interpersonal and communication skills that enable them to 

establish and maintain professional relationships with patients, their families, and other members of the 

healthcare team.

5. professionalism

Practitioners are expected to demonstrate behaviors that reflect a commitment to continuous profes-

sional development, ethical practice, an understanding and sensitivity to diversity,* and a responsible 

attitude toward patients, their profession, and society. 

 *Note: Diversity is defined as race, culture, gender, religion, ethnic background, sexual preference, lan-

guage, mental capacity, and physical disability.

6. systems-based practice

Practitioners are expected to demonstrate an understanding of the context and systems in which health-

care is provided, as well as demonstrate an ability to apply this knowledge to improve and optimize care.
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CMS is silent regarding eval-

uation of Medicare/Medicaid 

sanctions. However, the 

Interpretive Guidelines do 

reference privileging criteria 

that consider the individual’s 

character.

 the list of excluded 
Individuals and entities, 
maintained by the office 
of Inspector general (oIg) 
(available via the Internet)

 the national practitioner 
data bank (npdb)

 the Federation of state 
Medical boards (FsMb)

the AMA physician 
Masterfile

HP/MBHO/CVO: Verification of the sta-

tus of Medicare and Medicaid sanctions 

must be done by querying one of the 

following:

• The National Practitioner Data 

Bank (NPDB)

• Healthcare Integrity and Protection 

Databank (HIPDB)

• The Federation of State Medical 

Boards (FSMB)

• The List of Excluded Individuals 

and Entities, maintained by the 

Office of Inspector General (OIG) 

(available via the Internet)

• The Medicare/Medicaid Sanctions 

and Reinstatement Report (distrib-

uted to federally contracting  

organizations)

• The Federal Employees Health 

Benefits Plan Program department 

record published by the Office of 

Personnel Management, OIG

• The AMA Physician Masterfile

• The state Medicaid agency or 

intermediary and the Medicare 

intermediary

Verification time limit:

• HP/MBHO: 180 days

• CVO: 120 days

Not specifically addressed in the Joint 

Commission standards. However, 

the Joint Commission standards spe-

cifically require query of the National 

Practitioner Data Bank (NPDB). 

Medicare/Medicaid sanctions informa-

tion is available through that query.

 the list of excluded Individuals 
and entities, maintained by the office 
of Inspector general (oIg) (available 
via the Internet)

 the npdb

 the Federation of state Medical 
boards (FsMb)

the AMA physician Masterfile

MedICAre/MedICAId sAnCtIons
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 the npdb

 the Federation of state Medical 
boards (FsMb)

 the list of excluded Individuals 
and entities, maintained by the office 
of Inspector general (oIg) (available 
via the Internet)

 the Medicare/Medicaid sanctions 
and reinstatement report (distributed 
to federally contracting organizations)

the Federal employees health benefits 
plan program department record 
published by the office of personnel 
Management, oIg

the AMA physician Masterfile

the state Medicaid agency or interme-
diary and the Medicare intermediary

healthcare Integrity and protection 
databank (hIpdb)

MedICAre/MedICAId sAnCtIons (Cont.)
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The Internet address for the OIG List of Excluded Individuals/Entities (LEIE) is www.hhs.gov/oig.
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The CMS standards do 

not address this element.  

However, ongoing monitor-

ing of sanctions is a best 

practice.

 Verification of sanction 
status is stated in each 
element (e.g., Medicare/
Medicaid sanctions, licen-
sure sanctions, etc.)

HP/MBHO: There are policies and pro-

cedures for the ongoing monitoring of 

Medicare and Medicaid sanctions and 

sanctions or limitations on licensure. 

Documentation is regularly obtained and 

reviewed.

Sources for monitoring Medicare/

Medicaid sanctions and sanctions or 

limitations on licensure are found in 

the individual verification element (i.e., 

“Medicare/Medicaid Sanctions” or 

“Sanctions Against Licensure”).

Monitoring efforts occur as information is 

published or released. The organization 

is responsible for reviewing the informa-

tion within 30 days of publication. If 

information is not released on a routine 

schedule, the organization must request 

the desired information at least every six 

months and document that the report-

ing entity does not routinely provide this 

information (July 2009).

If the reporting entity does not release 

sanction reports, the organization must 

query on affected practitioners 12–18 

months after the last credentialing cycle 

(July 2009).

The organization also routinely monitors 

(at least every six months) and evalu-

ates (July 2009):

• Practitioner complaints from  

members

This element is not specifically 

addressed in this manner in the Joint 

Commission standards. However, 

ongoing monitoring of sanctions is a 

best practice. 

 Verification of sanction status 
is stated in each element (e.g., 
Medicare/Medicaid sanctions, licen-
sure sanctions, etc.) 

ongoIng MonItorIng oF sAnCtIons, CoMplAInts, And AdVerse eVents



unit 1: aCute Care & managed Care

30

bold text = Verification source and methodology.  = “Best practice” that meets or exceeds accreditation standards.

CMS 
NCQA  

(HP/MBHO/CVO)
The Joint Commission  

(Hospitals) 

Verify and Comply, fifth edition • ©  2009 HCPro, Inc.

• Information from identified adverse 

events (i.e., patient injury) 

The organization acts on important qual-

ity and safety issues as they are identi-

fied and as appropriate.

CVO: There are policies and procedures 

that define the types of disciplinary 

information to be reported along with the 

process for discovering and reporting the 

information (July 2009). There are also 

policies and procedures for the ongo-

ing monitoring of practitioner sanctions 

(Medicare and Medicaid sanctions and 

licensure sanctions) and reporting obli-

gations. The CVO regularly obtains and 

reviews documentation on sanctions 

and licensing limitations and agrees or 

discloses to relevant clients information 

about any and all disciplinary actions 

taken against its practitioners.

Monitoring efforts occur as information 

is published or released. The organiza-

tion is responsible for reviewing the infor-

mation within 30 days of publication. If 

information is not released on a routine 

schedule, the organization must request 

the desired information at least every six 

months and document that the reporting 

entity does not routinely provide this 

information (July 2009). 

If the reporting entity does not release 

sanction reports the organization must 

ongoIng MonItorIng oF sAnCtIons, CoMplAInts, And AdVerse eVents (Cont.)
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ongoIng MonItorIng oF sAnCtIons, CoMplAInts, And AdVerse eVents (Cont.)

query on affected practitioners 12–18 

months after the last credentialing cycle 

(July 2009).

Upon discovery or notification,* the CVO 

must notify appropriate client organiza-

tions of:

• Loss or limitation of license

• State sanctions, limitations, or 

restrictions in scope of practice of 

practitioner as defined by the state 

licensing agent

• Medicare or Medicaid sanctions

*Exception: If a CVO does not provide this 

service, this requirement is not applicable. 

However, the CVO will not be eligible to 

seek certification for this element.

 Verification of sanction status 
is stated in each element (e.g., 
Medicare/Medicaid sanctions, licen-
sure sanctions, etc.) 

 Methodologies collect and review 
information regarding practitioner com-
plaints and adverse events (July 2009)

 Internal policies and procedures 
should define the sources and the 
methodology of documenting, review-
ing, and taking action 
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FederAl drUg enForCeMent AgenCy (deA) CertIFICAte or stAte Controlled  
dAngeroUs sUbstAnCes (Cds) CertIFICAte

The organized medical staff evaluates 

any challenges to any registration, as 

well as the voluntary and involuntary 

relinquishment of any registration.

The standards are silent regarding the 

specific methodology to use in comply-

ing with this requirement. One source 

for this information may be through 

the applicant response to questions 

regarding any challenges to registra-

tion (state, district, or federal) or the 

voluntary and involuntary relinquish-

ment of such registration. 

This information also may be obtained 

or verified through viewing a copy of 

current DEA and CDS certificates or 

through contact with the issuing body 

or a recognized verification agency 

with equivalent information, such as 

the National Practitioner Data Bank, 

National Technical Information Service, 

AMA Masterfile, or AOIA Official 

Osteopathic Physician Profile Report. 

 Verification from primary source 
or designated equivalent 

Copy of certificates 

The CMS regulations do 

not address this element. 

However, verification of DEA 

and state CDS certificates 

would be appropriate.  

Verification sources could be:

• Applicant response to 
questions regarding any 
challenges to registra-
tion (state, district, or 
federal) and if there 
had ever been a vol-
untary or involuntary 
relinquishment of such 
registration

• Viewing a copy of 
current DEA/CDS cer-
tificates or contact with 
the issuing body or 
verification agency with 
equivalent information, 
such as the National 
Practitioner Data Bank, 
National Technical 
Information Service, 
AMA Masterfile, or AOIA 
Official Osteopathic 
Physician Profile Report

 Verification from pri-
mary source or designated 
equivalent 

Copy of certificates

HP/MBHO/CVO: The organization veri-
fies a DEA or CDS certificate in each 
state where the individual provides care 
to members (July 2009). Verification 
must be obtained through one of the 
following: 

• The applicant provides a copy 
or copies of current DEA or CDS 
certificate(s)

• The original certificate(s) are visual-
ized with appropriate documentation 

• Confirmation through DEA or CDS 
agency

• Confirmation through the National 
Technical Information Service 
(NTIS) database

• AMA Physician Masterfile 

• Confirmation through the state 
pharmaceutical licensing agency, 
where applicable 

Note: DEA and CDS certificates are not 

applicable to chiropractors, and CDS cer-

tificates are not applicable to dentists. 

The 180-/120-day time limitation does 
not apply to this element. The DEA or 
CDS certificate must be current at the 
time of action by the credentialing com-
mittee or transmittal by the CVO.

 Verification from primary source
or designated equivalent 

Copy of certificates
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The current version of the 
Medical Staff section of the 
CoP does not include this 
language.  

In versions prior to October 
2008, the Composition of 
the Medical Staff section did 
reference “health status” as 
a qualification that needed to 
be evaluated at appointment.  
This requirement has been 
removed.  

However, in a separate sec-
tion of the CoP, Surgical 
Services, the survey pro-
cedures still require a writ-
ten assessment of “health 
status” as one parameter of 
evaluation. 

Evaluation of every appli-
cant’s ability to perform the 
privileges requested is a best 
practice.  

 physical 

 documented confirmation 
of the applicant’s statement 

HP/MBHO/CVO: The applicant must 
provide a current, signed attestation 
statement regarding the reasons for 
any inability to perform the essential 
functions of his or her position—with or 
without accommodation—and attesting 
to the lack of present illegal drug use.

Verification time limit:

HP/MBHO: The credentials information 
must be valid, current, and no more than 
365 calendar days old at the time of the 
credentialing committee’s decision.*

CVO: The credentials elements must 
be valid, current, and verified (as appli-
cable) within 305 calendar days prior to 
submission to each client.*

*Exception: HP/PPO pursuing Medicare 

Advantage (MA) deeming remains 180 

calendar days. CVOs serving these clients 

must negotiate an appropriate time limit 

for reporting to the entity.

 documented confirmation of the 
applicant’s statement 

Application statement 

The organized medical staff evaluates 
documentation regarding the appli-
cant’s physical ability to perform the 
requested privilege. The applicant is 
asked to provide information regard-
ing any health problems that might 
affect his or her exercise of clinical 
privileges. 

An evaluation of the applicant’s ability 
to practice the requested privileges 
is achieved through confirmation by 
the director of a postgraduate training 
program, chief of service, or chief of 
staff at another hospital at which the 
applicant holds privileges or by a cur-
rently licensed physician approved by 
the organized medical staff.
 
In instances of doubt regarding the 
applicant’s ability to perform the 
requested privileges, an evaluation 
by an external and/or internal source 
may be required. Such a request 
would come from the organized medi-
cal staff.

 physical 

 documented confirmation of the 
applicant’s statement 

physICAl AbIlIty to perForM ClInICAl prIVIleges reQUested (heAlth stAtUs)
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The following is an acceptable question that applicants may be required to answer: “Do you have a physical, 

mental, or emotional condition or substance abuse problem that could affect your ability to exercise the clini-

cal privileges requested or that would require a reasonable accommodation for you to exercise those privileg-

es safely and competently?” A best practice would be to construct a professional reference questionnaire that 

includes a specific query regarding the applicant’s ability to perform the requested privileges.
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CMS does not specifically 

require evaluation of an indi-

vidual’s previous member-

ship and/or clinical privileges 

on a medical staff.

Asking the applicant to report 

past and current information 

related to membership and/

or privileges on any medical 

staff and subsequently verify-

ing this information is a best 

practice.  

 Correspondence with 
previous* healthcare 
organization(s) or organi-
zation completes criteria-
based questionnaire that 
provides an assessment or 
recommendation) 

documented phone call 
with previous* healthcare 
organization(s) 

Application statement 

*See Comment #3.

HP/MBHO/CVO: The application 

includes a current, signed, and dated 

attestation statement from the applicant 

regarding his or her history of all past 

and present circumstances regarding 

limitation or loss of clinical privileges or 

other disciplinary activity at all facilities 

where the individual has held or holds 

privileges.

The NCQA does not require practitioners 

to have medical staff membership or 

clinical privileges at an acute care 

organization. 

Verification time limit:

HP/MBHO: The credentials information 

must be valid, current, and no more than 

365 calendar days old at the time of the 

credentialing committee’s decision.*

CVO: The credentials elements must 

be valid, current, and verified (as appli-

cable) within 305 calendar days prior to 

submission to each client.*

*Exception: HP Medicare Advantage (MA) 

deeming remains 180 calendar days. 

CVOs serving these clients must negoti-

ate an appropriate time limit for report-

ing to the entity. 

The organized medical staff evaluates 

information regarding the applicant’s 

history of voluntary or involuntary 

termination of medical staff member-

ship and the voluntary or involuntary 

limitation, reduction, or loss of clinical 

privileges. 

Although the standards are silent on 

how organizations can comply with this 

requirement, one method would be to 

query the applicant (i.e., the applica-

tion would request information regard-

ing the voluntary or involuntary termina-

tion of medical staff membership, and 

the voluntary or involuntary limitation, 

reduction, or loss of clinical privileges). 

Because membership/clinical privileg-

es are not limited to hospitals (acute 

care environment), the query should 

be broad enough to encompass other 

types of healthcare facilities, such as 

birthing centers, ambulatory surgery 

centers, urgent care centers, primary 

care sites, etc. 

This information could also be 

obtained and/or confirmed through 

querying facilities where the applicant 

holds or has held membership/

privileges. This query, if adequately 

worded, also could serve as a verifica-

tion of the applicant’s current compe-

tence if completed by a peer who is 

knowledgeable about the practitioner’s 

professional performance. 

MedICAl stAFF MeMbershIp
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MedICAl stAFF MeMbershIp (Cont.)

 Correspondence with previous* 
healthcare organization(s) or organiza-
tion completes criteria-based question-
naire that provides an assessment or 
recommendation) 

documented phone call with previous* 
healthcare organization(s) 

Application statement 

*See Comment #3.

 Correspondence with previous* 
healthcare organization(s) or organi-
zation completes criteria-based ques-
tionnaire that provides an assess-
ment or recommendation) 

documented phone call with previ-
ous* healthcare organization(s) 

Application statement 

*See Comment #3.
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1. The credentialing industry makes a distinction between medical staff membership and clinical privileges. 

Legal opinions and the Joint Commission standards support this distinction. Medical staff membership 

defines the individual’s relationship (rights, roles, and responsibilities) within the medical staff. Clinical 

privileges define the individual’s clinical role within the organization.

2. An increasing number of practitioners have employment or contractual relationships with healthcare facili-

ties. A common provision within these agreements is that if employment and/or the contract cease, the 

practitioner will automatically withdraw or resign membership and/or privileges. Given this nuance, it is also 

recommended that applications and reference questionnaires include language querying and verifying these 

relationships (January 2009).

3. In the past few decades, a standard best practice has been to contact all previous healthcare organizations 

where the practitioner had membership and/or privileges. The increasing number of employed and/or con-

tracted practitioner positions has created opportunities for practitioners to change practice locations more 

easily. Further, technological advances such as telemetry have changed the way medicine has been tradi-

tionally delivered (e.g., telemedicine). Thus, some practitioners may have provided care in 20, 30, 40, or 

even potentially hundreds of healthcare organizations without ever having a physical presence in the facilty.
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CMS does not specifically 

require evaluation of an indi-

vidual’s previous member-

ship and/or clinical privileges 

on a medical staff.

Asking the applicant to report 

information related to past 

and current membership 

and/or privileges on any 

medical staff and subse-

quently verifying this informa-

tion is a best practice.  

 Correspondence with 
previous* healthcare 
organization(s) or organi-
zation completes criteria-
based questionnaire that 
provides an assessment or 
recommendation) 

documented phone call 
with previous* healthcare 
organization(s) 

Application statement

 

*See Comment #3.

HP/MBHO/CVO: The application 

includes a current signed and dated 

attestation statement from the applicant 

regarding his or her history of limitation 

or loss of clinical privileges or other  

disciplinary activity at all facilities  

where the individual has held or holds 

privileges.

The NCQA does not require practitioners 

to have medical staff membership or 

clinical privileges at an acute care  

organization.

Verification time limit:

HP/MBHO: The credentials information 

must be valid, current, and no more than 

365 calendar days old at the time of the 

credentialing committee’s decision.*

CVO: The credentials elements must 

be valid, current, and verified (as appli-

cable) within 305 calendar days prior to 

submission to each client.*

*Exception: HP Medicare Advantage (MA) 

deeming remains 180 calendar days. 

CVOs serving these clients must negoti-

ate an appropriate time limit for report-

ing to the entity.

The organized medical staff evaluates 

information regarding the applicant’s 

history of voluntary or involuntary 

termination of medical staff member-

ship and the voluntary or involuntary 

limitation, reduction, or loss of clinical 

privileges.

Although the standards are silent on 

how organizations can comply with 

this requirement, one method would 

be to query the applicant (i.e., the 

application would request information 

regarding the voluntary/involuntary 

termination of medical staff member-

ship and the voluntary/involuntary 

limitation, reduction, or loss of clinical 

privileges). Because membership/

clinical privileges are not limited to 

hospitals (acute care environment), 

the query should be broad enough to 

encompass other types of healthcare 

facilities, such as birthing centers, 

ambulatory surgery centers, urgent 

care facilities, primary care sites, etc.

This information also could be 

obtained or confirmed through query-

ing facilities where the applicant holds 

or has held membership/privileges. 

This query, if adequately worded, 

also could serve as a verification of 

the applicant’s current competence if 

completed by a peer knowledgeable 

about the practitioner’s professional 

performance.

ClInICAl prIVIleges hIstory
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ClInICAl prIVIleges hIstory (Cont.)

 Correspondence with previous* 
healthcare organization(s) or organiza-
tion completes criteria-based question-
naire that provides an assessment or 
recommendation) 

documented phone call with previous* 
healthcare organization(s) 

Application statement 

 

*See Comment #3.

 Correspondence with previous* 
healthcare organization(s) or organi-
zation completes criteria-based ques-
tionnaire that provides an assess-
ment or recommendation) 

documented phone call with previ-
ous* healthcare organization(s) 

Application statement 

 

*See Comment #3.
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1. The credentialing industry makes a distinction between clinical privileges and medical staff membership. 

Legal opinions and the Joint Commission standards support this distinction. Clinical privileges define the 

individual’s clinical role within the facility. Medical staff membership defines the individual’s relationship 

(roles, rights, and responsibilities) within the medical staff.

2. An increasing number of practitioners have employment or contractual relationships with healthcare facili-

ties. A common provision within these agreements is that if employment and/or the contract cease, the 

practitioner will automatically withdraw or resign membership and/or privileges. Given this nuance, it is 

also recommended that applications and reference questionnaires include language querying and verifying 

these relationships (January 2009).

3.  In the past few decades, a standard best practice has been to contact all previous healthcare organiza-

tions where the practitioner had membership and/or privileges. The increasing number of employed and/

or contracted practitioner positions has created opportunities for practitioners to change practice locations 

more easily. Further, technological advances such as telemetry have changed the way medicine has been 

traditionally delivered (e.g., telemedicine). Thus, some practitioners may have provided care in 20, 30, 40, or 

even potentially hundreds of healthcare organizations without ever having a physical presence in the facilty.
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The governing body ensure 

that the medical staff bylaws 

describe the privileging pro-

cess. The process articulated 

in the bylaws or rules/regula-

tions includes the criteria 

for determining privileges 

that may be granted to the 

individual practitioner and 

the procedure for applying 

the criteria to the individual 

practitioner. 

Consideration is given to: 

• Individual character

• Individual competence

• Individual training

• Individual experience 

• Individual judgment

Specific privileges (privileging 

system) must reflect activi-

ties that the majority of prac-

titioners in that category can 

perform competently and that 

the hospital can support.  

Privileges are not granted for 

tasks/procedures/activities 

that are not conducted within 

the hospital—regardless of 

the practitioner’s ability to 

perform them. 

 

The NCQA does not require practitioners 

to have clinical privileges at an acute 

care organization.

The organized medical staff is respon-

sible for planning and implementing 

a privileging process. This process 

includes the following:

• Developing and approving a pro-

cedures list

• Processing the application

• Evaluating applicant-specific  

information

• Submitting recommendations to 

the governing body for applicant-

specific delineated privileges

• Notifying the applicant, relevant 

personnel, and, as required by 

law, external entities of the privi-

leging decision

• Monitoring the use of privileges 

and quality of care issues

Decisions to grant or deny a 

privilege(s) are objective, evidence-

based processes. Criteria are estab-

lished and consistently evaluated 

that determine a practitioner’s ability 

to provide patient care, treatment, 

and services within the scope of the 

privilege(s) requested.

At the time of initial application, the 

practitioner must request specific 

clinical privileges based upon his or 

her licensure and/or certification (as 

appropriate), education, relevant train-

ing, experience, current competence, 

ClInICAl prIVIlegIng systeM/InItIAl grAntIng oF ClInICAl prIVIleges
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Each practitioner must be 

individually evaluated for 

requested privileges. It can-

not be assumed that every 

practitioner can perform 

every task/activity/privilege 

that is specified for that 

practitioner (specialty) and 

can automatically be granted 

the full range of privileges. 

The individual practitioner’s 

ability to perform each task/

activity/privilege must be 

individually assessed.  

It is also required that the 

organization have a process 

to ensure that practitioners 

granted privileges are work-

ing within the scope of those 

privileges.

The Medical Staff section 

of the CoP is silent on how 

this latter regulation is 

accomplished. However, the 

Surgical Services section 

states that a current roster 

listing each practitioner’s 

specific surgical privileges 

must be available in the 

surgical suite and area/loca-

tion where the scheduling of 

surgical procedures is done. 

A current list of surgeons 

suspended from surgical 

and physical ability to perform the 

requested privileges. Each of these 

elements is individually and separately 

defined in this section.

Peer and/or faculty recommendations 

are obtained along with data from 

professional practice review by an 

organization(s) that currently privileges 

the applicant (if available). 

The organization then considers the 

request(s) in accordance with its 

predefined criteria and determines to 

what extent the practitioner’s request 

for clinical privileges will be recom-

mended/granted.

Note: Prior to January 2007, The Joint 

Commission used the term “setting-spe-

cific” privileging. The Joint Commission 

deleted this term but still requires the 

organization to consider the resources 

necessary to support the requested 

privilege prior to granting the privilege. 

Resources are defined by The Joint 

Commission as sufficient space, 

equipment, staffing, and financial abil-

ity to support the requested privilege. 

The needed resources are to be cur-

rently available or available within a 

specified time frame. Further, the orga-

nization consistently determines the 

resources needed for each requested 

privilege (i.e., not all procedures, 

ClInICAl prIVIlegIng systeM/InItIAl grAntIng oF ClInICAl prIVIleges (Cont.)
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ClInICAl prIVIlegIng systeM/InItIAl grAntIng oF ClInICAl prIVIleges (Cont.)

privileges or whose surgical 

privileges have been restrict-

ed must also be retained in 

these areas/locations.   

 prescribed privilege 
delineation forms and asso-
ciated criteria

treatments, and services can or 

should be performed or provided in all 

facilities and/or settings).

This requirement can be accomplished 

through a facility plan outlining the 

types of care that can be rendered in 

various healthcare settings (e.g., oper-

ating room, ambulatory surgery center, 

intensive care unit, hospital-owned 

physician office). This information also 

may be delineated in the privileging 

system and related to the individual 

practitioner.

 prescribed privilege delineation 
forms and associated criteria
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The credentialing industry makes a distinction between clinical privileges and medical staff membership. Legal 

opinions and the Joint Commission standards support this distinction. Clinical privileges define the individual’s 

clinical role within the facility. Medical staff membership defines the individual’s relationship (roles, rights, and 

responsibilities) within the medical staff.

 

The second requirement pertains to the initial request for privileges and to a practitioner who already has 

been granted privileges and is seeking additional privileges. 
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Query of the NPDB is not 
addressed in the CoP.  

However, CMS does require 
organizations to be compliant 
with state and federal law.  
Federal law requires all organi-
zations granting clinical privi-
leges to query the NPDB.  

However, the Interpretive 
Guidelines do require that 
whenever a practitioner’s 
privileges are limited, 
revoked, or in any way con-
strained, the hospital must in 
accordance with state and/
or federal laws or regulation 
report these constraints to 
the appropriate state and 
federal authorities, registries, 
and/or databases, such as 
the NPDB.    
 

 npdb confirmation 

HP/MBHO/CVO: The NCQA does not 

require a separate query of the NPDB. 

However, query of the NPDB satisfies 

some NCQA requirements for physi-

cians and dentists (i.e., sanctions or 

limitations on licensure, Medicare and 

Medicaid sanctions, and/or malpractice 

history).

A practitioner self-query may not be 

used to satisfy these elements. 

Note: The NCQA accepts documenta-

tion of query of the NPDB and receipt 

of response. The actual NPDB results 

do not have to be viewed by the NCQA 

surveyors.

 npdb confirmation 

Query of the NPDB is required for ini-

tial granting of privileges. Query also 

is required if the practitioner desires 

additional or expanded privileges. 

Thereafter, the organization is expect-

ed to query at the time of renewal of 

privileges. 

This requirement applies to all physi-

cians, dentists, and other healthcare 

practitioners granted privileges through 

the medical staff process.

 npdb confirmation 

nAtIonAl prACtItIoner dAtA bAnk (npdb)
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The Health Care Quality Improvement Act of 1986 established the NPDB, thus requiring appropriate agencies 

to report information related to medical malpractice payments, licensure disciplinary actions, adverse clinical 

privilege actions taken by a healthcare entity (such as hospitals, health maintenance organizations, and group 

practices), and adverse actions affecting professional society membership of physicians and dentists. The act 

allows for organizations to report adverse professional actions taken against healthcare practitioners other 

than physicians and dentists, such as psychologists, advanced practice nurses, physician assistants, etc.

The act also requires hospitals and certain other authorized healthcare entities to query the NPDB at initial 

appointment, when granting clinical privileges, and at least every two years thereafter.
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CMS does not mention evalu-

ation or verification of history 

of felony convictions.   

 Verification through 
appropriate law enforcement 
agencies and the criminal 
justice system

 Verification through 
state, federal, or private 
agencies that collect and 
report criminal activity  
information

Application statement

 

Note: Some states require 

healthcare organizations to 

conduct criminal background 

checks through appropri-

ate state agencies. Some 

organizations are voluntarily 

exercising this credentialing 

option, even if their states do 

not require them to do so. 

This verification is increas-

ingly more common—espe-

cially in organizations that are 

required by the state to do so 

for employees.

HP/MBHO/CVO: The application 

requires a statement from the applicant 

regarding his or her history of felony 

convictions.

Verification time limit:

HP/MBHO: The credentials information 

must be valid, current, and no more 

than 365 calendar days old at the  

time of the credentialing committee’s 

decision.*

CVO: The credentials elements must 

be valid, current, and verified (as appli-

cable) within 305 calendar days prior to 

submission to each client.*

*Exception: HP pursuing Medicare 

Advantage (MA) deeming remains 180 

calendar days. CVOs serving these clients 

must negotiate an appropriate time limit 

for reporting to the entity.

 Verification through appropriate 
law enforcement agencies and the 
criminal justice system

 Verification through state, federal, 
or private agencies that collect and 
report criminal activity information

Application statement 

Note: Some states require healthcare 

organizations to conduct criminal back-

ground checks through appropriate state 

The medical staff standards are 

silent regarding verification of an 

applicant’s history of felony convic-

tions. However, the Joint Commission 

Human Resource standards do require 

information to be obtained on the 

individual’s criminal background as 

required by law, regulation, or hospital 

policy. Therefore, if the applicant is to 

be an employee of the organization, 

the organization must conduct criminal 

background checks as required or as 

defined by hospital policy. 

 Verification through appropriate 
law enforcement agencies and the 
criminal justice system

 Verification through state, fed-
eral, or private agencies that collect 
and report criminal activity information

Application statement

Note: Some states require healthcare 

organizations to conduct criminal back-

ground checks through appropriate 

state agencies. Some organizations are 

voluntarily exercising this credential-

ing option, even if their states do not 

require them to do so. This verification 

is increasingly more common—espe-

cially in organizations that are required 

by the state to do so for employees.

hIstory oF Felony ConVICtIons
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agencies. Some organizations are volun-

tarily exercising this credentialing option, 

even if their states do not require them 

to do so. This verification is increasingly 

more common—especially in organiza-

tions that are required by the state to do 

so for employees.
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In the experience of this author, the evaluation of an applicant’s criminal background is the fastest-growing 

credential verification of the past 30-plus years. This is a common employment practice in many businesses 

and industries and has become a standard verification practice in many organizations. Therefore, organiza-

tions should give serious thought to including this step in their credentialing process.
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Terminology is not used.Terminology is not used.The credentialing process includes a 

mechanism to ensure that the appli-

cant is the same person as identified 

in the credentialing documents by 

viewing one of the following:

• A current picture hospital ID card

• A valid picture ID issued by a 

state or federal agency (e.g., a 

driver’s license or passport)

 one of the following is viewed:

• A valid picture identification 

issued by a state or federal  

agency (e.g., a driver’s license  

or passport)

• A current picture hospital  

Id card 

 

Note: A process to accomplish this 

could be for an agent of the organiza-

tion would view the document and the 

individual. A copy of the document 

would be made. The agent would attest 

to the process and identification by 

signing/initialing and dating the copied 

document.

IdentIty
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that the individual pictured is the one in the hospital ID, driver’s license, or passport. This process does not 

ensure that the practitioner is the individual who completed the education, completed the postgraduate train-

ing, is the subject of the peer references, etc. Therefore, a best practice would be to affix or scan in a pass-

port-style photograph of the applicant to professional reference questionnaires and request that the respon-

dent confirm that the pictured applicant is the individual about whom the reference is written.
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Terminology is not used.HP/MBHO/CVO: The applicant must pro-

vide a current, signed attestation state-

ment regarding the correctness and 

completeness of his or her application.

Verification time limit:

HP/MBHO: The credentials information 

must be valid, current, and no more than 

365 calendar days old at the time of the 

credentialing committee’s decision.*

CVO: The credentials elements must 

be valid, current, and verified (as appli-

cable) within 305 calendar days prior to 

submission to each client.*

*Exception: HP pursuing Medicare 

Advantage (MA) deeming remains 180 

calendar days. CVOs serving these clients 

must negotiate an appropriate time limit 

for reporting to the entity.

 Application statement

Terminology is not used.

AttestAtIon stAteMent
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Terminology is not used.Terminology is not used.Terminology is not used.

Note: Prior to January 2004, The Joint 
Commission required that the applicant 
must: 

• Agree to be bound by the medical 
staff bylaws 

• Consent to inspection of records 
and documents pertaining to licens-
ing, specific training, experience, 
current competence, and ability to 
perform privileges requested

• Agree to be interviewed (if 
requested)

• Pledge to provide continuous 
patient care

• Acknowledge bylaws provisions for 
release and immunity from civil 
liability

• Agree to submit any reasonable 
evidence of current ability to per-
form requested privileges

The current Medical Staff standards 
no longer specifically require these 
agreements/consents/releases. 
However, the previous standards 
language established a good practice 
that carries forth to be a best practice.

 A well-constructed, comprehen-
sive, legally binding document signed 
by the applicant

AgreeMents/Consents/releAses
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The industry standard for acute and managed care organizations is to have a well-constructed, comprehensive, 

legally binding document signed by the applicant. In this document, the applicant agrees to adhere to estab-

lished policies and regulations of the organization, authorizes the organization to perform the credentialing and 

privileging verification processes, and releases the organization of civil liability if the processes are performed 

in good faith.



Chapter 1: initial appointment/CliniCal priVileges/Credentialing

47

bold text = Verification source and methodology.  = “Best practice” that meets or exceeds accreditation standards.

CMS 
NCQA  

(HP/MBHO/CVO)
The Joint Commission  

(Hospitals) 

Verify and Comply, fifth edition • ©  2009 HCPro, Inc.

The medical staff must have 
a mechanism to examine 
supporting references of 
competence.  

The standards do not define 
the qualifications of the 
references.  

 Correspondence from a 
peer, or a peer completes a 
criteria-based questionnaire 
that provides an assessment 
or recommendation

documented phone call with 
a peer

HP/MBHO: A credentialing commit-
tee (using a peer review process) is 
designated to make recommendations 
regarding credentialing decisions. The 
credentialing committee has represen-
tation from a range of participating 
practitioners. 

The credentialing committee may be a 
multidisciplinary committee representing 
various types of practitioners and/ 
or specialties or may designate sepa-
rate peer review bodies for various 
disciplines (e.g., physicians, dentists, 
psychologists).

For further information on the approval 
process and the medical director’s 
role, see “Approval Process/Expedited 
Approval Process” later in this chapter.

CVO: Not applicable

 Credentialing committee minutes 

 Correspondence from a peer, or a 
peer completes a criteria-based ques-
tionnaire that provides an assessment 
or recommendation

There must be a peer recommendation 
for each applicant for initial granting of 
clinical privileges. A peer is defined as 
an individual in the same professional 
discipline with personal knowledge of 
the practitioner’s clinical practice, abil-
ity to work as part of a team, and ethi-
cal behavior. The Joint Commission 
also considers documented peer 
evaluations of practitioner-specific 
data collected from various sources 
to evaluate current competence as 
acceptable evidence of compliance.

The peer recommendation addresses 
(as appropriate) the individual’s current:

• Medical/clinical knowledge
• Technical and clinical skills
• Clinical judgment
• Interpersonal skills
• Communication skills
• Professionalism 

 Correspondence from a peer, or a 
peer completes a criteria-based ques-
tionnaire that provides an assess-
ment or recommendation 

 A written peer evaluation of prac-
titioner-specific data collected from 
various sources to validate current 
competence 

documented phone call with a peer 

peer reCoMMendAtIon
C

o
M

M
e

n
ts

/
tI

p
s

As Joint Commission-accredited organizations construct peer evaluation forms, it is suggested that the six 

General Competencies be evaluated for inclusion, as appropriate. See “Current Competence” earlier in this 

chapter. Please refer to the resources section for a sample professional reference questionnaire, which incor-

porates the peer recommendation requirements of The Joint Commission.
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Terminology is not used.HP: The organization establishes office 

site standards to include medical/treat-

ment record keeping and performance 

standards and thresholds.

Criteria include:

• Physical accessibility

• Physical appearance

• Adequacy of waiting and examina-

tion rooms

• Appointment availability

• Adequacy of treatment record- 

keeping practices

The organization monitors and investi-

gates member complaints and estab-

lishes a threshold number of complaints 

that would trigger a site visit (also con-

sidering the severity of an issue).

Site visits must be done within 60 

days of a site reaching the organiza-

tion’s established thresholds for issues 

regarding physical accessibility and 

appearance, and adequacy of waiting 

and examination room space.

Actions are taken to improve offices 

not meeting the standards expected. 

Improvements are evaluated every six 

months until standards are met and 

documented through a follow-up visit 

and full assessment of the initial com-

plaint to demonstrate performance as 

expected. 

Terminology is not used; concept is 

not addressed. 

Note: Although site visits are not a 

component of the initial appointment 

process, the Joint Commission survey 

may encompass practitioner office 

sites and clinics that are owned by the 

hospital. Therefore, practitioners (LIPs, 

APRNs, and PAs) at these sites must 

be privileged through the organized 

medical staff.

 evidence of privileging process 
as appropriate and applicable

sIte VIsIt
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A standardized site survey form incor-

porating the previously stated criteria 

is utilized. The NCQA does not require 

“clinical” personnel to conduct the site 

survey, but does require site surveyors 

to be trained and meet established 

qualifications (July 2009).

CVO: The NCQA CVO standards do not 

include requirements for site visits. If a 

CVO offers this service, the CVO would 

need to comply with the requirements 

that pertain to the particular client.

 specified policy and applicable 
site-survey forms to include medical 
treatment recordkeeping

sIte VIsIt (Cont.)
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Terminology is not used; con-

cept not addressed.

Note: CMS’ interpretation is 

that there is no abbreviation 

for the privileging process.  

Thus, if a medical act is to be 

performed (by a practitioner), 

the CMS standards related to 

privileging apply.  

CMS does not recognize 

a shortened process for 

privileging except for “emer-

gency” situations such as a 

national disaster.  

Thus, temporary privileging 

or expedited privileging is not 

acceptable if the process is 

not in compliance with the 

CMS standards related to 

privileging.

HP/MBHO: Provisional credentialing is 

permitted for those practitioners who 

are applying to the organization for the 

first time. A practitioner may be provi-

sionally credentialed only one time. This 

applies, provided that:

• Current licensure is primary source 

verified within the past 180 days

• A five-year history of malpractice 

claims or settlements is obtained 

from the carrier or the NPDB or 

HIPDB query results are obtained 

within the past 180 days

• There is a current, signed applica-

tion, with attestation within the 

past 365 days (exception: HP 

Medicare Advantage deeming sta-

tus requires 180 days)

• The credentialing committee or 

medical director considers the pre-

ceding information as it provision-

ally credentials the applicant

• The provisional period is granted 

for no longer than 60 days

CVO: Not applicable

Temporary privileges may be granted 

for a limited period of time for only two

circumstances:

• To fulfill an important patient 

care, treatment, and service need

• When a new applicant with a 

complete application who raises 

no concerns is awaiting a rec-

ommendation from the medical 

executive committee (MEC) and 

approval by the governing body

Under the first circumstance (fulfilling 

an important patient care, treatment, 

and/or service need), at a minimum, 

the organization must verify current 

licensure and current competence 

(see Comments/Tips section for more 

information). The temporary privileges 

for patient need are time-limited as 

specified by the medical staff bylaws, 

policies/procedures, or regulations. 

Under the second circumstance (a 

new applicant without identified con-

cerns awaiting a recommendation from 

the MEC and approval of the governing 

body), there must be evidence of veri-

fication of: 

• Current licensure

• Relevant training or experience

• Current competence

teMporAry prIVIleges/proVIsIonAl CredentIAlIng



Chapter 1: initial appointment/CliniCal priVileges/Credentialing

51

bold text = Verification source and methodology.  = “Best practice” that meets or exceeds accreditation standards.

CMS 
NCQA  

(HP/MBHO/CVO)
The Joint Commission  

(Hospitals) 

Verify and Comply, fifth edition • ©  2009 HCPro, Inc.

teMporAry prIVIleges/proVIsIonAl CredentIAlIng (Cont.)

 regardless of circumstances of 
application, evidence in the applicant’s 
file of an individual who would meet 
all criteria for approval through a com-
plete and fully verified application with-
out identified issues/concerns 

 Form, with appropriate signatures, 
that documents the provisional creden-
tialing process 

Appropriate documentation in appli-
cant’s file 

• Ability to perform the privileges 

requested

• Other parameters outlined within 

the medical staff bylaws

• NPDB query and evaluation of 

outcome

• A complete application

• No current or previously suc-

cessful challenge to licensure/

registration

• No history of involuntary termina-

tion of medical staff membership 

at other institutions

• No history of involuntary limita-

tion, reduction, denial, or loss of 

clinical privileges

Under the second circumstance (pen-

dency of an application), temporary 

privileges for new applicants may not 

exceed 120 days.

In both instances cited above, all 

temporary privileges are granted by 

the CEO or authorized designee. 

Furthermore, all temporary privileges 

are granted upon the recommendation 

of medical staff president or autho-

rized designee.
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 regardless of circumstances of 
application, evidence in the appli-
cant’s file of an individual who would 
meet all criteria for membership or 
privileges through a complete and 
fully verified application without iden-
tified issues/concerns 

 Form, with appropriate signa-
tures, that documents the granting  
of temporary privileges 

Appropriate documentation in appli-
cant’s file 

C
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The Joint Commission standards do not require an NPDB query prior to granting temporary privileges for 

patient care need. However, the NPDB regulations interpret the granting of any form of privileges (to include 

temporary privileges or locum tenens privileges) as requiring NPDB query before granting these privileges.
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The governing body deter-

mines whether to grant, 

deny, revise, or limit speci-

fied privileges, including med-

ical staff membership, after 

considering the recommenda-

tion of the medical staff. 

 

Only the governing body has 

the authority to grant a prac-

titioner privileges to provide 

care in the hospital.  

The CMS standards do not 

provide for an expedited  

process.

There is no requirement for 

medical staff departments, a 

credentials committee, or an 

executive committee. If there 

is an executive committee, 

the majority of its members 

must be doctors of medicine 

or osteopathy.  

 Approval process is 
defined in medical staff 
bylaws 

HP/MBHO: The organization designates 

a credentialing committee to make rec-

ommendations regarding credentialing 

decisions. 

The organization also may develop poli-

cies and procedures and establish cri-

teria to designate “clean files” allowing 

review and approval by the medical direc-

tor (or equally qualified physician). The 

medical director’s review and approval 

(handwritten signature, initials, or unique 

electronic identifier) is documented and 

is considered the credentialing decision 

date. Therefore, only credentials files of 

practitioners who do not meet the orga-

nization’s established criteria need to be 

reviewed by the credentialing committee. 

The practitioner may not provide care 

to members prior to the decision of the 

credentialing committee. Exception: 

See “Temporary Privileges/Provisional 

Credentialing” earlier in this chapter.

Note: Some organizations may require a 

subsequent review of the credentialing 

committee’s decision (or medical director’s 

review and approval) by another review 

board or governing body. In these instanc-

es, NCQA considers the date of the cre-

dentialing committee action or the medical 

director’s approval as the decision date.

CVO: Not applicable

Approval process: The governing body 

or delegated governing body commit-

tee has final authority to grant, renew, 

or deny privileges (January 2009).

The governing body bases decisions 

regarding membership and privileges 

for the individual practitioner or recom-

mendations from the medical executive 

committee (January 2009). Processes 

are outlined in the medical staff 

bylaws, rules and regulations, and 

medical staff and hospital policies.

Note: When medical departments exist, 

the department chair recommends clin-

ical privileges for each member of the 

department. When there are no medi-

cal staff clinical departments, privileges 

are recommended through designated 

medical staff mechanisms, as described 

in bylaws, rules, and regulations. At a 

minimum, the medical staff executive 

committee considers the department 

chair’s recommendations and forwards 

resultant recommendations regarding 

membership and clinical privileges to 

the governing body for action. 

expedited process: The Joint Commis-

sion also allows the governing body to 

delegate authority to a committee of 

the governing body (consisting of at 

least two voting members of the gov-

erning body) to decide upon initial 

appointment and clinical privileges.  

ApproVAl proCess/expedIted ApproVAl proCess
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ApproVAl proCess/expedIted ApproVAl proCess (Cont.)

The organized medical staff must first 

develop criteria for an expedited pro-

cess. In order to be eligible for the 

expedited process, the applicant must 

meet certain established criteria and 

be recommended by the medical staff 

executive committee.

An applicant will not be eligible for the 
expedited process if there is:

• An incomplete application

• A recommendation from the medi-
cal staff executive committee 
that is adverse to the candidate 
or contains limitations on the 
appointment and/or privileges

In addition, the candidate is generally 
not eligible for an expedited process if 
there is: 

• A current challenge or previously 
successful challenge to licensure 
or registration

• An involuntary termination of 
medical staff membership at 
another organization

• An involuntary limitation, reduc-
tion, denial, or loss of clinical 
privileges

• An unusual pattern or excessive 
number of professional liability 
actions resulting in final judgment 
against the applicant

 Approval process is defined in 
credentialing committee policies and 
procedures 
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 Approval process is defined in 
medical staff bylaws* and/or related 
documents

*At the time of this publication, The 
Joint Commission has interpreted 
“bylaws” to include bylaws and “related 
medical staff documents (i.e., policies 
and procedures, rules, and regula-
tions). Several iterations of standards 
language have been proposed and pub-
lished. A final decision date is expected 
in late 2009.
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Although The Joint Commission does not require a credentials committee, many medical staffs have appointed 

a credentials committee to focus on credentialing and privileging and related issues. In this instance, recom-

mendations would flow through the credentials committee to the medical executive committee.
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CMS 
NCQA Requirement 
(HP/MBHO/CVO)

The Joint Commission 
 (Hospitals) 

Standards are silent on this 

issue. CMS requires the 

medical staff bylaws 

to describe the privileging 

process.  

Thus, practitioner notification 

would be contained within 

the described process.  

 process outlined in 
medical staff bylaws 

The organization has policies and pro-

cedures outlining the process to ensure 

that practitioners are notified of the 

initial credentialing decision within 60 

calendar days.

Also see “Hearing/Appeal Process” 

later in this chapter.

CVO: Not applicable

 process outlined in policies and 
procedures

deCIsIon notIFICAtIon

The practitioner is informed of the 

decision to grant, limit, or deny an 

initially requested privilege within the 

time frame indicated in the medical 

staff bylaws. If a privilege is limited or 

denied, the practitioner is notified of 

the reason and the applicable rights 

of due process or of a hearing and 

appeal.

 process outlined in medical staff 
bylaws* and/or related documents 

*At the time of this publication, The 

Joint Commission has interpreted 

“bylaws” to include bylaws and “related 

medical staff documents” (i.e., policies 

and procedures, rules, and regula-

tions). Several iterations of standards 

language have been proposed and 

published. A final decision is expected 

in late 2009.
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CMS 
NCQA Requirement 
(HP/MBHO/CVO)

The Joint Commission 
 (Hospitals) 

Standards are silent on the 

provision of hearing and/

or appeal. CMS requires the 

medical staff bylaws describe 

the privileging process.  

Thus, practitioner rights to 

a hearing and/or appeal 

would be contained within 

the described process. The 

national standard is to pro-

vide two levels of redress: a 

hearing before the medical 

staff and an appeal to the 

governing body.    

 process as outlined in 
medical staff bylaws 

HP/MBHO: The practitioner is to be 

notified of his or her right to review the 

information submitted to support the 

credentialing application and information 

obtained from outside sources such as 

malpractice carriers and state licensing 

bodies. References or other peer review 

protected information are not included in 

the practitioner’s right to review. 

Further, the applicant is to be notified if 

information is received that significantly 

differs from that provided by the practi-

tioner. Policies and procedures outline 

the practitioner’s right to correct any 

information that is erroneous and the 

method for doing so. 

The applicant has a right to be informed 

of the application status (upon request) 

and of the credentialing decision within 

60 days of the decision. 

The organization defines an appeal 

process in the event that the organiza-

tion takes action against a practitioner 

based on not meeting quality of care 

and service standards. See “Hearing/

Appeal Process” in Chapter 2 for more 

details on the appeal process (July 

2009).

Policies and procedures also describe 

the procedures for reporting to authori-

ties (e.g., state licensing agencies, 

 

The medical staff bylaws and related 

documents outline fair hearing and 

appellate review mechanisms for medi-

cal staff members and other individu-

als holding clinical privileges. 

At a minimum, the hearing and appeal 

process provides for a review of deci-

sions regarding reappointment, denial, 

reduction, suspension, or revocation 

of privileges that involve quality of 

care, treatment, and services.

The fair hearing and appeal process 

may be different for members and 

nonmembers of the medical staff, 

provides for a mechanism to sched-

ule a requested hearing, outlines the 

hearing procedures, stipulates that 

the hearing committee should be com-

posed of impartial peers, and outlines 

a process to appeal adverse decisions 

to the governing body.

Note: The Joint Commission standards 

do not require that the hearing and 

appellate review mechanisms for initial 

applicants be the same as for exist-

ing staff members and those with 

clinical privileges. Nor does The Joint 

Commission require the same rights 

be afforded those applying for staff 

membership versus those applying for 

clinical privileges.

heArIng/AppeAl proCess
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heArIng/AppeAl proCess (Cont.)

NPDB). See Chapter 3, Notification to 

Authorities.

CVO: Not applicable

 process as outlined in policies and 
procedures 

Note: The Joint Commission require-

ment relates to decisions involving 

quality of patient care, treatment, and 

services. Therefore, it is not necessary 

to allow the rights of a full hearing 

and appeal process to individuals for 

reasons such as a reduction in medical 

staff status, termination of a leave of 

absence due to nonreturn, or situations 

prompting automatic suspensions, such 

as a loss of license, etc.

 process outlined in medical staff 
bylaws* and/or related documents 

*At the time of this publication, The 

Joint Commission has interpreted 

“bylaws” to include bylaws and “related 

medical staff documents (i.e., policies 

and procedures, rules, and regula-

tions). Several iterations of standards 

language have been proposed and 

published. A final decision is expected 

in late 2009.
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The Health Care Quality Improvement Act of 1986 (HCQIA) and the National Practitioner Data Bank reporting 

mechanisms have been cited by The Joint Commission and NCQA as a benchmark for policy and procedure 

development. In general, healthcare attorneys advocate compliance with the multiple aspects of the act.

 



Chapter 1: initial appointment/CliniCal priVileges/Credentialing

59

bold text = Verification source and methodology.  = “Best practice” that meets or exceeds accreditation standards.

Verify and Comply, fifth edition • ©  2009 HCPro, Inc.

CMS 
NCQA Requirement 
(HP/MBHO/CVO)

The Joint Commission 
 (Hospitals) 

The CMS requirements 

do not specify a length of 

initial appointment and/

or privileges. However, 

there are requirements that 

each individual be periodi-

cally appraised for continued 

medical staff membership or 

privileges.  

In the absence of a state 

law that establishes a time 

frame for periodic reap-

praisal, a hospital medical 

staff must conduct a periodic 

appraisal of each practitio-

ner. CMS recommends that 

an appraisal be conducted 

at least every 24 months for 

each practitioner.  

HP/MBHO/CVO: The initial credentialing 

period may be for up to 36 months. The 

NCQA counts the 36-month cycle from 

the date of the initial credentialing deci-

sion to the month and not to the day.

Exception: If the practitioner has been 

on active military assignment, maternity 

leave, or a sabbatical and there is a con-

tract in place between the organization 

and the practitioner, the organization 

may recredential the practitioner upon 

return. The practitioner’s file must con-

tain documentation of the reason for the 

delay. 

In these instances, the organization 

must verify licensure before the practi-

tioner renders care. Further, the recre-

dentialing process must be completed 

within 60 days of the practitioner’s 

resumption of practice. This exception 

does not apply to terminated contracts 

or breaks in service of more than 30 

calendar days.

Note: Organizations also must observe 

state requirements. Some states permit 

no more than two years between creden-

tialing decisions.

May not exceed two years.

length oF InItIAl AppoIntMent/CredentIAlIng/ClInICAl prIVIleges
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CMS 
NCQA Requirement 
(HP/MBHO/CVO)

The Joint Commission  
(Hospitals) 

Not addressed related to 

initial appointment and/or 

privileges.

HP/MBHO/CVO: Terminology is not 

used.

Initial appointment/privileging stan-

dards do not specifically identify CME 

as a component. However, consid-

eration of CME may be relevant to 

establishing the applicant’s educa-

tion/training/current competence for 

clinical privileges requested.

Note: Many states require that prac-

titioners attest to or document CME 

activities for continued licensure.

 Copies of certificates of 
attendance 

documentation by the applicant 

Computer listing of CMes at  
organization 

ContInUIng MedICAl edUCAtIon (CMe)
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CMS 
NCQA Requirement 
(HP/MBHO/CVO)

The Joint Commission  
(Hospitals) 

CMS requires the medical 

staff bylaws to describe the 

privileging process.  

Thus, any time frames for 

completion of the applica-

tion, verification process, or 

consideration by the medical 

staff and the governing body 

would be as outlined within 

the bylaws or related medical 

staff documents.       

 process outlined in 
medical staff bylaws

HP/MBHO: The credentials information 

must be valid, current, and no more 

than 180 calendar days old at the time 

of the credentialing committee’s deci-

sion, unless otherwise noted in the indi-

vidual element in this chapter.

CVO: The credentials elements must 

be verified within 120 calendar days 

prior to submission to each client, as 

applicable, unless otherwise noted in 

the individual element in this chapter. 

All applicable elements (e.g., licensure, 

DEA/CDS, malpractice coverage) must 

be valid and be current.

Note: NCQA uses the date of the official 

document (date on application letter, 

report), not the date of receipt, to assess 

compliance with this requirement. 

 process outlined in policies and 
procedures 

The medical staff bylaws* include a 

description of the credentialing and 

privileging processes and appointment 

to membership on the medical staff. 

Completed applications must be acted 

upon within the period of time speci-

fied in the medical staff bylaws.

The organization completes the cre-

dentialing and privileging decision pro-

cess in a timely manner.

 process outlined in medical staff 
bylaws* and/or related documents 

*At the time of this publication, The 

Joint Commission has interpreted 

“bylaws” to include bylaws and “related 

medical staff documents (i.e., policies 

and procedures, rules, and regula-

tions). Several iterations of standards 

language have been proposed and 

published. A final decision is expected 

in late 2009.
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