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Regions Hospital 
Delineation of Privileges 

Licensed Independent Clinical Social Worker 
 

Applicant’s Name:______________________________________________  __________________ 
  Last   First   M   Date 
 
 
Instructions: Applicants must provide complete names and addresses for their references.  Please DO NOT SEND letters 

of recommendation along with your application.  These must be primary source verified by Regions 
Hospital.  If documentation of cases or procedures is required, please attach case and/or procedural logs to 
your privilege delineation.   

 
 
Practice Includes:    --Children                 --Adolescents                 --Adults 

       CORE I-  General Privileges LICSW 
Privileges Basic Education & Minimal 

Formal Training 
Required Documentation and 

Experience 
General core privileges for licensed 
independent clinical social workers 
include; assessment of mental, 
behavioral, and emotional disorder 
applying DSM IV criteria leading to a 
diagnosis, establishment of an appropriate 
treatment plan, including consultation 
when indicated, provision of individual 
psychotherapy, family therapy, couple 
therapy, and group therapy as indicated, 
and intervention in urgent and emergent 
mental health problems. 

1. Master's or doctorate 
degree in social work 
from an accredited 
school.   

2. Demonstration of two 
years of postgraduate 
work supervised and 
applicable toward MN 
licensure at the LICSW 
level. 

3. Current Minnesota 
licensure as a LICSW. 

New Applicants: 
1. Name and address, one must be from a LICSW 

and one from a Psychiatrist whom we may contact 
who can attest to your competency to perform the 
requested privileges. 

___________________________________________ 
___________________________________________ 
___________________________________________ 
___________________________________________ 
 
Reappointment Applicants: 
1. Evaluation of your competency conducted by a 

qualified peer of your choice.  Please indicate 
name and address of the individual whom we may 
contact.  

___________________________________________ 
___________________________________________ 
___________________________________________ 
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CORE II-  Special Privileges LICSW 
Procedures Basic Education & Minimal 

Formal Training 
Required Documentation and 

Experience 

 Chemical Health Screening 
 

Same as Core I New Applicants: 
1. Documentation of minimum of 25 assessments 

within the past 24 months, or 
2. Name and address of peer whom we may contact 

who has witnessed you performing this screening 
and can comment on your competency in this area. 

___________________________________________ 
___________________________________________ 
 
Reappointment Applicants:  
1. Evaluation of your competency conducted by a 

qualified peer of your choice.  Please indicate 
name and address of the individual whom we may 
contact.  

___________________________________________ 
___________________________________________ 
___________________________________________ 
 

 Biofeedback 
 

Same as Core I New Applicants: 
1. Documentation of experience with supervision. 
 
Reappointment Applicants:  
1. Evaluation of your competency conducted by a 

qualified peer of your choice.  Please indicate 
name and address of the individual whom we may 
contact.  

___________________________________________ 
___________________________________________ 
___________________________________________ 
 

 Hypnosis 
 

Same as Core I New Applicants: 
1. Documentation of experience with supervision. 
 
Reappointment Applicants:  
1. Evaluation of your competency conducted by a 

qualified peer of your choice.  Please indicate 
name and address of the individual whom we may 
contact.  

___________________________________________ 
___________________________________________ 
___________________________________________ 
 

 
TO BE COMPLETED BY APPLICANT: 
 
I agree to supply Regions Hospital Credentialing Office (or designee) with all of the information that has been requested of me for the 
privileges that I have applied for listed above.  I also understand that my application for privileges will not proceed until which time that the 
information is received. 
 
__________________________________________________ ___________________________________ 
Signature       Date 
 
TO BE COMPLETED BY REGIONS HOSPITAL DIVISION/SECTION HEAD AT TIME OF REVIEW AND APPROVAL: 
 
__________________________________________________ ___________________________________ 
Regions Division/Section Head Signature    Date 
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