
UNIVERSITY OF MARYLAND MEDICAL SYSTEM 
Department of Diagnostic Radiology 

 
Delineation of Privileges 

 
 
Name: ___________________________________________ Date: _____________________________ 
 
Board Certification Status: American Board of Radiology  _____ Yes   Year: _____ 
         _____ Eligible until: _____ 
         _____ No 
    Other Boards: ____________  _____ Yes   Year: _____ 
         _____ Eligible until: _____ 
         _____ No 
 
 
Privilege/Operative Procedure 

Check ( √ ) if 
Requested 

Chair Approval 
Initial if Yes Write Not 
Approved if No 

Category 0: In the case of an emergency, any member of the Medical Staff, to the 
degree permitted by his/her license and regardless of Medical Staff status, service or 
clinical privileges, shall be permitted to do everything possible to save the life of a 
patient or to save a patient from serious harm. *Approved per the Medical Staff Bylaws 

 
 
√* 

 
 

Yes 

Category I - Core Privileges: To be eligible for core privileges, applicants must have 
completed an ACGME approved Radiology residency program or equivalent and be Board 
Certified or a candidate for Board Certification. Core privileges are as follows: 

  

General Radiography   
Ultrasound   
Computed Tomography   
Magnetic Resonance Imaging   
Fluoroscopic  GI / Other Studies (please specify: _________________________ )   
IVP/Cystography   
Hysterosalpingography   
Track/Duct Injection   
Contrast Injection   
Mammography (per MQSA requirement)   
Nuclear Medicine Studies   
Category II: to be eligible for Category II privileges, applicants must have completed an 
ACGME approved Radiology residency program or equivalent, be Board Certified, and 
provide documentation as to course work and recent experience. Category II privileges are 
as follows: 

 
 
 
 

 

Fluoroscopic Biopsy   
Fluoroscopic Drainage   
Cross-sectional Image-Guided Biopsy   
Cross-sectional Image-Guided Drainage   
Cross-sectional Image-Guided Therapy   
Interventional Breast Procedures   
Therapeutic Nuclear Medicine   
Myelography   
Arthrography   
Diagnostic Angiography (excluding pulmonary & selective cerebral and spinal 
angiography) 

  

Other (please list)   
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Department of Diagnostic Radiology 
Delineation of Privileges 

 
Name: ___________________________________________ Date: _____________________________ 
 
 
Privilege/Operative Procedure 

Check ( √ ) if 
Requested 

Chair Approval 
Initial if Yes  
Write Not Approved if No 

Category III: to be eligible for Category III privileges, applicants must have completed an 
ACGME approved Radiology residency program or equivalent, be Board Certified, and have 
completed the appropriate fellowship. Category III privileges are as follows: 

  

Peripheral/Visceral Thrombolysis   
Peripheral/Visceral Angioplasty or Stent Placement   
Peripheral/Visceral Vascular Embolization   
Biliary Drainage    
Nephrostomy/Ureteral Stent Placement   
Selective Cerebral/Spinal Angiography   
Pulmonary Angiography   
Carotid Recanalization/Stent Placement   
Intracranial Thrombolysis/Infusion for Vasospasm   
Cerebral AVM/Aneurysm/Fistula Occlusion   
Application of Methacrylate/Bone Cement as a Prosthetic Device   
Spinal Vascular Embolization   
Use of Liquid Tissue Adhesive for Embolization   
Venous Ablation Utilizing Laser Intervention *separate laser application required   
Other (please list)   
   
Category IV: Special/Cross Disciplinary Procedures:   
Moderate (Conscious) Sedation - Criteria for Approval: 
1. Proof of Current BCLS certification (please attach); 
2. Completion of age-appropriate basic airway management in-service by the 
    UMMC Department of Anesthesia (and every two years thereafter for  
    reappointment). 
 (Physicians board certified in Anesthesiology, Critical Care Medicine, Emergency    
Medicine, Neonatology, or Oral & Maxillofacial Surgery are not required to fulfill   
criteria 2.) 

  

Laser Privileges  (separate application required)     
                              Carbon Dioxide   
                              Argon (Not Argon Plasma Coagulation)   
                              Nd-Yag   
                              Other:______________________________   
 
 
_________________________________________________   _____________________ 
Applicant’s Signature       Date 
 
_________________________________________________   _____________________ 
Division Chief’s Signature       Date  
 
_________________________________________________   _____________________ 
William Regine, MD, Chairman      Date 
 
Required if any privilege is not approved 
 
_________________________________________________   _____________________ 
Applicant’s Confirming Signature      Date 
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