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DIA  

TEL

TDIA

1
U DIA N/A

12 months in 

last 4 years

DIA 

TEL

TDIA

2
U DIA N/A

12 months in 

last 4 years

DIA 

TEL

TDIA

3
U DIA N/A

12 months in 

last 4 years

U DIA N/A
12 months in 

last 4 years

U DIA 5
2 cases in last 4 

years

DIA  

TEL

TDIA

7
Arthrography (Read-only)

___________________________________ _________________
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Signature of Requesting Practitioner 

        Practitioner Name: _______________________
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D= With Direct Supervision                

C= With Consultation                           

U= Unrestricted                                                   
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Plain Film Reading

Fluoroscopy, GI, GU

Ultrasonography

Signature of Department Chairperson

Computed Tomography

Privilege Descriptions                                                                                              
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MRI and MRA

Teleradiology

* Separate proctoring required
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