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SUNY Upstate University Hospital 
Medical Staff Services 

INCREASE IN PRIVILEGE REQUEST 

Date: _______________

Additional Privilege Requested: _________________________________________________________ 

Practitioner requesting this privilege: ____________________________________________________

(please print) 

Signature of requesting practitioner: _____________________________________________________ 

Documentation of proctored cases, including signature by supervising practitioner credentialed in the 
procedure, and indication of outcomes, must be attached. 

Comments:  __________________________________________________________________________ 

_____________________________________________________________________________________ 

Name (please print) and Signature of Supervisor (if applicable): ______________________________ 

Comments:  __________________________________________________________________________ 

_____________________________________________________________________________________ 

Name (please print) and Signature of Division Chief (if applicable): ___________________________

Comments:  __________________________________________________________________________ 

_____________________________________________________________________________________ 

Name (please print) and Signature of Chief of Service: ______________________________________

Return by email (medstaff@upstate.edu) or fax (315-464-8524) to Medical Staff Services. 


