Date

Medical Staff Office

Hospital Name

Hospital Address

City, State, Zip

RE:  _____________________________

In response to your request, this letter will serve as verification of the status of the above-named practitioner.  

Dates of Appointment:  ___________ to __________

Privileges granted in the specialty of: ______________________________

Staff Category:  ________________________________ 

Resigned (if applicable):__________________ (Date)

According to our records, this physician’s appointment and/or clinical privileges have not been limited, restricted or involuntarily removed.  

This practitioner is in good standing and meets/has met all requirements for appointment/reappointment.  

Any specific questions regarding this practitioner should be directed to the attention of the Medical Director at the above address / telephone number.

Sincerely,

Medical Staff Coordinator 

