
 Affinity Health System 
 Allied Health Professional 

Request for Change in Services 
 
NAME OF APPLICANT:                                                                                                                                                
 

  SPECIALTY CHANGE: 
 
I would like to request a change in specialty from                                               to                                               and 
the accompanying change in services (include new scope of practice form). I am aware of the responsibilities 
relevant to the change I am requesting. 
 
 

  CHANGE IN SPONSORING PHYSICIAN: 
 
I have transferred employment/been assigned to a different supervising physician effective                                    . 

I have attached a new Statement of Medical Staff Sponsorship. 
 

  ADDITIONAL SERVICE(S): 
 
I would like to request the following supplemental service(s) effective                                                   : 
 
                                                                                                                                                                     

I have included proof of education and training for each service requested. 
 

  RELINQUISHMENT OF SERVICE(S): 
 
I would like to relinquish the following supplemental service(s) effective                                                   : 
 
                                                                                                                                                                     
 

  RESIGNATION (approval not required): 
 
I would like resign my membership and services effective                                                   . 
 
APPLICANT’S SIGNATURE: 
 
                                                                                                                                                
Name     Date 
 
RECOMMENDATION: 
 
          Request approved. 
 
          Request approved with the following conditions, exceptions or limitations: 

                                                                                                                                                             

                                                                                                                                                             

          Request denied. Reasons for denial: 

                                                                                                                                                 
                                                                                                                                                 
 
                                                                                                                            
Supervising Physician Signature Date 
 
                                                                                                                            
Department Chair Signature Date 
 
                                                                                                                             
COO/President Signature   Date 
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