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Appendix 5 

 
List of Core and Specialised Procedures for  

Plastic Surgery 

 

 

The list below of privileges for core and specialised procedures is subject to periodic review by 
Farrer Park Hospital and/or Farrer Park Medical Centre from time to time depending on its business 
needs and/or regulatory changes. 
 

As such, please note that your application for practising privileges is also subject to review and 
where required, Farrer Park Hospital and/or Farrer Park Medical Centre will notify you in writing to 
make a fresh application.  
 

 

Part A: Please tick in the appropriate boxes for the core procedures that you are applying for. 

 

CORE PROCEDURES 
Tick the correct box 

Yes No 

Reconstructive Procedures   

Excision of Skin/Subcutaneous Lesions    

Excision and Grafting of Burn Injuries    

Insertion of Tissue Expanders   

Wound Closure Procedures including Primary Closure, Skin Grafts/Z-
Plasty, Local Flaps 

  

Breast/Nipple Reconstruction   

Trunk and Abdominal Reconstruction   

Limb Soft Tissue Reconstruction   

Cleft/Craniofacial/Maxillofacial Reconstruction    

Head and Neck Reconstruction   

Aesthetic Procedures   

Laser Procedures   

Blepharoplasty   

Rhinoplasty   

Face Lift/Brow Lift   

Abdominoplasty/Body Contouring/Liposuction   

Breast Augmentation   

Breast Reduction   
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Part B: Application to perform specialised procedures requires a referee’s affirmation of 

applicant’s clinical competency. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

SPECIALISED PROCEDURES 
Tick the correct box Signature of 

Referee Yes No 

Distant Flaps/Microsurgical Reconstruction   
 

Complex/Congenital Craniofacial Reconstructive 
Procedures 

  
 

Vascular Malformation Resection/Reconstruction   
 

Minimally Invasive Plastic Surgery Procedures    
 

Fat Transfer/Fat Injection   
 

 
 
 
 
 
 
 

Signature of applicant:  ________________________                         Date: _________________
  

Name of Referee: ____________________________________________________________ 

Designation: ________________________________________________________________ 

Date: ______________________________________________________________________ 

Note to referee: Please sign against the procedures ticked “Yes” by applicant to affirm that he/she 
is competent to perform these procedures safely and independently. 
 


