
SONOMA VALLEY HEALTH CARE DISTRICT 
GOVERNANCE COMMITTEE MEETING 

AGENDA 
WEDNESDAY, MAY 6, 2026 

5:00 P.M. 

SONOMA VALLEY HOSPITAL  
347 ANDRIEUX STREET, SONOMA, CA, 95476 

ADMINISTRATIVE CONFERENCE ROOM 

Join Zoom Meeting 
 https://sonomavalleyhospital-org.zoom.us/j/97806108802?from=addon 

Meeting ID: 978 0610 8802 

One tap mobile 
+16699009128,,97806108802#
+12133388477,,97806108802#

AGENDA ITEM RECOMMENDATION 
 In compliance with the Americans with Disabilities Act, if you require special 
accommodations to participate in a District meeting, please contact Board Clerk, 
Whitney Reese at wreese@sonomavalleyhospital.org at least 48 hours prior to the 
meeting. 

MISSION STATEMENT 
The mission of the SVHCD is to maintain, improve, and restore the health of 
everyone in our community. 

1. CALL TO ORDER/ANNOUNCEMENTS Kalos 

2. PUBLIC COMMENT SECTION
At this time, members of the public may comment on any item not appearing on the
agenda. It is recommended you keep your comments to three minutes or less. Under
State Law, matters presented under this item cannot be discussed or acted upon by the
Committee at this time. For items appearing on the agenda, the public will be invited
to make comments at the time the item comes up.

3. REVIEW SVHCD POLICIES Kalos Action 

4. REVIEW SVH MEDICAL STAFF BYLAWS Kalos Action 

5. REVIEW SVHCD BYLAWS Kalos Action 

6. REVIEW MOU SVHCD-SVHF Kalos Action 

7. REVIEW AOC CHARTER Kalos Action 

8. ADJOURN Kalos 

https://sonomavalleyhospital-org.zoom.us/j/97806108802?from=addon
mailto:wreese@sonomavalleyhospital.org


          To:   SVHCD Governance Committee 

  From:   Patrick Okolo III, MD, Chief Medical Officer 

  Date:  May 6, 2026 

  Subject: Medical Staff Bylaw update 

 

Medical Staff Bylaw update April 2026: 
 
This revision is the most comprehensive update to the Medical Staff Rules and Regulations since the 
document’s original adoption in 2017. It brings the Rules into full alignment with CMS Conditions of 
Participation, CIHQ accreditation standards, and California law — and closes structural gaps the prior 
version left unaddressed. Four areas of change are summarized below. 

Institutional Scope and Regulatory Alignment 
Out-of-Scope Notices now formally document that obstetric services are not offered at SVH and that the on-
campus SNF operates under separate governance — resolving a longstanding ambiguity. Admissions 
procedures have been updated with explicit EMTALA cross-references and a restructured attending 
physician responsibility framework. Consent and refusal-of-treatment provisions have been expanded to 
reflect current California law, and a new annual conflict-of-interest disclosure requirement has been added 
for all Medical Staff members, with compliance tied to reappointment. 

Physician Coverage and ED Call Obligations (New Rules 5 and 6) 
Two new rules codify coverage standards that were previously informal. Rule 5 establishes a 30-minute on-
call response requirement, prohibits redirecting established patients to the ED without prior agreement, and 
creates a clear escalation path to the CMO when coverage gaps arise. Rule 6 governs ED call panel structure, 
embedding EMTALA compliance obligations and advance-notice requirements directly into the Rules. 

Credentialing, Performance Evaluation, and Allied Health (Rules 8 and 10) 
Rule 8 replaces the 2017 document’s basic credentialing procedures with fully developed FPPE and OPPE 
frameworks — specifying data elements, review frequency, and threshold-for-action criteria tied to the six 
ACGME competency domains. This gives the Medical Staff a defensible, data-driven foundation for 
performance oversight. Rule 10 has been comprehensively rewritten to establish specific credentialing 
criteria, supervision requirements, and insurance minimums for NPs, PAs, RNFAs, and CRNAs. 

Committee Structure, Emergency Management, and Governance (Rules 9, 18, and 19) 
Rule 9 formalizes the charters of the Peer Review, Performance Improvement, and a newly established Well-
Being Committee — the latter reflecting current accreditation expectations around physician wellness. Rule 
18 codifies Medical Staff obligations during declared emergencies, including the Chief of Staff’s authority to 
direct patient care in a disaster. Rule 19 establishes an annual review cycle for the Rules and grants the MEC 
authority to adopt interim policies between cycles, subject to Board ratification. 
 

These revised Bylaws have been approved by The Medical Executive Committee and are presented to the 
Board for final adoption. 
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SCOPE OF THESE RULES AND REGULATIONS 
 
These Medical Staff Rules and Regulations govern the practice of all practitioners exercising 
clinical privileges at Sonoma Valley Hospital ("Hospital"). Practitioners should be aware of 
the following defined boundaries of institutional scope, which are reflected throughout this 
document: 
All other provisions of these Rules apply to Medical Staff members, practitioners holding 
temporary privileges, and, where applicable, Allied Health Professional staff holding clinical 
privileges at the Hospital’s licensed acute care facility. 
 
PREAMBLE 
These Medical Staff Rules and Regulations ("Rules") are adopted pursuant to and in 
accordance with the Medical Staff Bylaws of Sonoma Valley Hospital and applicable federal 
and state law, including the Centers for Medicare & Medicaid Services (CMS) Conditions of 
Participation (42 CFR Part 482), CIHQ accreditation standards, the California Health & 
Safety Code, and related regulations. 
Compliance with these Rules is required of all practitioners exercising clinical privileges at 
Sonoma Valley Hospital, including Medical Staff members, practitioners holding temporary 
privileges, and, where applicable, Allied Health Professional (AHP) staff members exercising 
clinical privileges or practicing pursuant to an approved job description or standardized 
procedure. 

These Rules are intended to complement and be read in conjunction with the Medical Staff 
Bylaws. In the event of any conflict between these Rules and the Bylaws, the Bylaws shall 
govern. Where CMS Conditions of Participation or applicable law impose more stringent 
requirements than these Rules, those external requirements shall govern. 
 
RULE 1 – PATIENT ADMISSIONS 
Reference: 42 CFR §482.13 (Patient Rights); 42 CFR §482.41 (Physical Environment); 
EMTALA (42 CFR §489.24) 



1.1  Scope of Admissions 
 
The Hospital accepts patients for diagnostic, therapeutic, and procedural care consistent 
with its licensed bed capacity and available clinical capabilities. The following categories of 
patients shall not be admitted and shall instead be stabilized and transferred in accordance 
with EMTALA: 

• Patients with serious burns requiring specialized burn center care; 
• Patients whose primary presenting need is psychiatric or substance abuse 

treatment, unless the Hospital has licensed capacity and staffing to safely provide 
such care; 

• Patients with virulent infectious diseases for which appropriate isolation cannot be 
reliably maintained in accordance with applicable infection control standards; 

• Obstetric patients requiring labor, delivery, or inpatient antepartum or postpartum 
care. Sonoma Valley Hospital does not provide obstetric services. Pregnant patients 
presenting to the Emergency Department shall receive an appropriate medical 
screening examination and, if an emergency medical condition is identified, 
stabilizing treatment prior to transfer to a facility capable of providing obstetric 
care. No elective or scheduled obstetric admissions shall occur. 

• Patients whose medical condition exceeds the Hospital’s capability to provide safe 
care shall be transferred to an appropriate higher-level facility in accordance with 
EMTALA and the Hospital’s Transfer Policy. 
 

1.2  Admission Authority and Procedure 
 

1.2.1  A patient may be admitted only by a Medical Staff member who holds admitting 
privileges, or by a practitioner granted temporary privileges in accordance with the Medical 
Staff Bylaws. 
 
1.2.2  When a patient is admitted by a dentist or podiatrist, a physician Medical Staff 
member must assume overall responsibility for the patient’s medical care. That physician 
shall perform or supervise the history and physical examination, excluding those portions 
specific to dentistry or podiatry. 
1.2.3  To promote patient safety and accurate identification, each patient shall be assigned 
two independent patient identifiers at the time of admission: (a) the patient’s full legal 
name; and (b) the patient’s date of birth. These identifiers shall be used consistently 
throughout the patient’s stay for all care, treatment, and service activities, in accordance 
with CIHQ patient safety standards. 
1.3  Attending Physician Responsibilities 
1.3.1  The attending physician is responsible for the overall direction and coordination of 
each patient’s care, including: 

Completing and documenting a comprehensive medical history and physical examination 
(H&P) within twenty-four (24) hours of admission, and prior to any surgical or invasive 
procedure: 

• Coordinating all consultations and specialist services; 
• Ensuring timely and accurate completion of all medical record entries; 



• Communicating the patient’s status, care plan, and changes in condition to the 
patient, family (with patient consent), and the referring physician; 

• Providing or arranging for continuous coverage of the patient’s care. 
 

1.3.2  When responsibility for a patient’s care is transferred to another Medical Staff 
member, a written order documenting the transfer, the name of the receiving physician, and 
the date and time of transfer must be entered in the medical record. 
1.3.3  If the admitting physician is not assuming the role of attending physician, this must be 
clearly documented in the admitting order. Another Medical Staff member must be 
identified as the attending physician prior to or at the time of admission. 

 
1.3.4  Admission laboratory and imaging studies shall be ordered based on the individual 
patient’s clinical needs, age, anticipated procedure, and relevant clinical factors. Routine 
admission testing without clinical indication is not required or encouraged. 
 
1.3.5  All admitted patients shall be seen by the attending physician or a designated 
covering physician at least once per day. A dated and timed progress note shall be entered 
in the medical record for each encounter. 
 
1.4  Provisional Diagnosis 

Except in an emergency, no patient shall be admitted without a provisional diagnosis or a 
clinically valid reason for admission documented in the medical record. In emergencies, this 
documentation shall be recorded as soon as clinically practicable, and no later than twenty-
four (24) hours following admission. 

1.5  Standards of Care for All Treating Physicians 
1.5.1  All physicians and practitioners providing patient care at the Hospital shall comply 
with CDC hand hygiene guidelines and the Hospital’s Infection Control Manual. 
1.5.2  Verbal and telephone orders, and telephonic reporting of critical test results, must be 
verified through a complete “read-back” process by the receiving clinician, who shall 
document the complete order or result and confirm it with the ordering provider. 
1.6  Precautions for Psychiatric and Infectious Conditions 
1.6.1  At the time of admission, the attending physician shall notify nursing and admitting 
staff whenever there is a clinical concern that a patient may pose a risk of harm to self or 
others, or has a known or suspected infectious or contagious disease. Recommended 
precautions shall be documented in the medical record. 
1.6.2  All patients with known or suspected infectious disease shall be admitted and 
managed in accordance with the Hospital Infection Control Manual and applicable public 
health regulations. 
1.6.3  When appropriate protective precautions cannot be maintained in the general acute 
care setting, the patient shall be transferred to a facility capable of providing appropriate 
isolation and management. 
1.6.4  The attending physician shall seek psychiatric consultation for any patient exhibiting 
signs of incapacitating psychiatric illness. 
1.7  Emergency Admissions 
1.7.1  For patients admitted emergently, the attending physician shall be contacted 
promptly. Patients admitted through the Emergency Department (ED) shall be evaluated by 



their attending physician immediately prior to admission, or as soon as clinically practicable 
thereafter, and in no event later than twelve (12) hours following admission. 
1.7.2  Emergency admissions must be supported by clinical documentation in the H&P that 
clearly justifies the emergent nature of the admission. 
 1.7.3  Patients presenting to the ED without an established attending physician shall be 
assigned a physician in accordance with the Department Call Policy or referred to the 
Hospitalist Service. 
1.7.4  Physicians on limited suspension for medical record delinquencies who must admit a 
patient emergently shall comply with the Medical Staff Policy on Medical Record 
Delinquency and Suspension. 
1.7.5  Obstetric Emergencies: In the event a pregnant patient presents to the Emergency 
Department in obstetric distress, the ED physician shall provide an appropriate medical 
screening examination and any stabilizing treatment required under EMTALA. The patient 
shall be transferred to the nearest facility offering obstetric services as expeditiously as 
clinically possible. No practitioner shall be required to hold obstetric privileges, and no 
obstetric call panel shall be established. 
1.8  Intensive Care Unit (ICU) Admissions 
1.8.1  Questions regarding ICU admission or discharge shall be resolved by the attending 
physician in consultation with the Chief of Staff or Chief Medical Officer. 
1.8.2  All patients admitted to the ICU shall be seen and evaluated by the attending 
physician immediately or within four (4) hours of admission. 
1.8.3  Disputes regarding appropriateness of ICU admission shall be resolved by the  in 
conjunction with the nursing unit manager or supervisor. 
1.9  Skilled Nursing Facility – Separate Governance 
1.10  Admission Prioritization During Capacity Constraints 
 

When the Chief Executive Officer, after consultation with the Chief of Staff, determines that 
bed capacity is insufficient, admissions shall be prioritized as follows: 

• First Priority – Emergency Admissions: Patients with life-threatening conditions 
requiring admission and treatment within four (4) hours. 

• Second Priority – Urgent Admissions: Patients with serious conditions who may 
suffer substantial harm without admission within twenty-four (24) hours. 

• Third Priority – Pre-Scheduled Surgical Admissions: Patients with previously 
scheduled procedures. 

• Fourth Priority – Elective Admissions: Patients admitted on a non-urgent, elective 
basis. 

• Transfer priorities: (1) ED to an appropriate inpatient bed; (2) ICU to step-down or 
general care; (3) Temporary placement to an appropriate care setting. All transfers 
shall follow the Hospital Transfer Policy. 

RULE 2 – INFORMED CONSENT 
Reference: 42 CFR §482.13(b); California Health & Safety Code §§72523–72528; CAHHS 
Consent Manual 

2.1  Patient Rights and Participation in Care Decisions 



Patients have the right to participate in decisions regarding their medical care, including the 
right to accept or refuse proposed treatments. Practitioners must provide patients or their 
surrogate decision-makers with sufficient information to enable meaningful, informed 
decision-making. Complex diagnostic and therapeutic procedures may be performed only 
after informed consent has been obtained and documented. Complex procedures include all 
operations and invasive procedures, blood transfusions, and other procedures designated 
as complex in the CAHHS Consent Manual. Routine blood draws and intravenous access for 
venous cannulation are not classified as complex procedures. 

2.2  Definition of Informed Consent 

Informed consent is a process—not merely a signature—through which the patient or 
surrogate receives sufficient information to reach a voluntary, meaningful decision. The 
process must include discussion of: 

• The nature and purpose of the recommended treatment or procedure; 
• Expected benefits and anticipated outcomes; 
• Material risks, potential complications, and side effects; 
• Reasonable alternatives, including their risks and benefits; 
• Risks of declining or deferring the recommended treatment; 
• Any physician financial or economic interests that may influence the treatment 

recommendation (see also Rule 2.10, Conflict of Interest Disclosures). 
 

2.3  Who May Give Consent 

Consent must be obtained from a patient with decision-making capacity. When a patient 
lacks capacity, consent must be obtained from an authorized surrogate in the priority order 
established by California law. The CAHHS Consent Manual provides specific guidance on 
consent authority. 

2.4  Responsibility for Obtaining Informed Consent 

The attending physician is primarily responsible for providing necessary information and 
documenting the consent process. A consulting or proceduralist physician is independently 
responsible for consent for specialized services they will perform. Nursing personnel may 
not obtain informed consent but may verify that consent has been documented and request 
the patient sign the general hospital consent form. 

2.5  Verification of Informed Consent 

Prior to any operation or complex procedure, hospital personnel shall verify that informed 
consent has been obtained, confirm this with the patient, and request the patient or 
surrogate sign the General Authorization for and Consent to Surgery or Special Therapeutic 
or Diagnostic Procedures form. 

2.6  Emergency Exception to Consent 



Consent is implied when a patient requires immediate treatment to prevent death, severe 
impairment, or to alleviate severe pain, and there is insufficient time to obtain informed 
consent. This exception applies only to the treatment immediately required. Informed 
consent must be obtained for all subsequent non-emergency treatment as soon as 
circumstances permit. 

2.7  Special Consents Required by Law 

Special consent forms and procedures required by California law include: blood 
transfusions; HIV testing; elective sterilization; hysterectomy; investigational drugs or 
devices; human research participation; reuse of hemodialysis equipment; breast and 
prostate cancer treatment; psychotropic medication administration; and involuntary 
psychiatric commitment. The attending physician is responsible for ensuring all special 
consent requirements are completed. The CAHHS Consent Manual provides applicable 
requirements. 

2.7.1  Telehealth Consent: Prior to delivering health care via telehealth, the provider shall 
inform the patient about the telehealth modality and obtain verbal or written consent, 
which shall be documented in the medical record, in accordance with California Business 
and Professions Code §3517 and applicable CMS requirements. 

 
2.8  Physician Documentation of Consent 

The physician obtaining informed consent shall document the consent discussion in the 
patient’s medical record. When the emergency exception applies, the physician shall 
document the nature of the emergency, why consent could not be obtained, and the likely 
consequences of delay. 

2.9  Telephone Consent 

When telephone consent is necessary, the physician shall provide the surrogate with all 
required information orally, with a hospital witness included in the call. The physician shall 
document the time, nature, and scope of consent. Written confirmation from the surrogate 
shall be requested and retained in the medical record. 

2.10  Conflict of Interest Disclosures 
 

210.1  Purpose. Sonoma Valley Hospital is committed to ensuring that clinical decision-
making is guided solely by the best interests of patients. Financial, economic, or personal 
relationships that could—or could reasonably appear to—influence a practitioner’s clinical 
recommendations or resource utilization must be disclosed, managed, and where necessary, 
recused. This policy is also intended to support compliance with applicable federal and state 
fraud and abuse laws, including the federal Physician Self-Referral Law (Stark Law, 42 U.S.C. 
§1395nn) and the Anti-Kickback Statute (42 U.S.C. §1320a-7b(b)). 
 



2.10.2  Annual Disclosure Requirement. All Medical Staff members and AHPs with clinical 
privileges shall complete and submit a Conflict of Interest Disclosure Form to the Medical 
Staff Office on an annual basis, no later than the date specified in the annual Medical Staff 
calendar. Completion of the annual disclosure is a condition of continued Medical Staff 
membership and privilege exercise. Failure to submit the annual disclosure by the specified 
deadline shall constitute grounds for administrative suspension of clinical privileges until 
the disclosure is received. 
 
2.10.3  Scope of Required Disclosures. The annual disclosure shall include, without 
limitation: 

• Any financial interest (ownership, investment, or compensation arrangement) in a 
healthcare entity, vendor, supplier, device or pharmaceutical manufacturer, or 
laboratory to which the practitioner refers patients or from which the practitioner 
receives remuneration; 

• Any ownership or investment interest in a competing healthcare facility or 
ambulatory surgery center; 

• Any consulting, speaking, or advisory arrangement with a pharmaceutical, device, or 
healthcare technology company that compensates the practitioner monetarily or in-
kind; 

• Any research funding, grants, or sponsored trials in which the practitioner is a 
named investigator or co-investigator; 

• Any immediate family member relationship (spouse, domestic partner, or 
dependent child) with a person or entity in any of the foregoing categories; 

• Any other relationship or circumstance that a reasonable person would consider 
likely to influence clinical recommendations or practice patterns. 
 

2.10.4  Interim Disclosure Obligation. In addition to the annual disclosure, a practitioner 
who acquires a new financial interest or relationship meeting the disclosure threshold at 
any time during the year shall disclose it to the Medical Staff Office within thirty (30) days of 
the interest arising. 

 
2.10.5  Disclosure at Point of Care. When recommending a specific treatment, procedure, 
device, medication, or referral in which the practitioner holds a disclosed financial interest, 
the practitioner shall inform the patient of that interest as part of the informed consent 
discussion. This disclosure shall be documented in the patient’s medical record. 
2.10.6  Review and Management. The Medical Executive Committee, or a subcommittee 
designated by it, shall review all disclosed conflicts of interest at least annually and shall 
determine whether: 

No further action is required; 

The conflict may be managed through disclosure alone; 

The practitioner must recuse from specified decisions, referrals, or committee votes 
involving the conflicting interest; 



The interest presents a conflict incompatible with continued unrestricted practice at the 
Hospital, requiring corrective action under the Medical Staff Bylaws. 

2.10.7  Confidentiality. Conflict of interest disclosures shall be maintained as confidential 
peer review records to the extent permitted by California Evidence Code §1157 and 
applicable law. Disclosures shall be accessible only to the Medical Executive Committee, 
Chief of Staff, Chief Medical Officer, and the District Board as necessary for governance 
purposes. 
2.10.8  Non-Retaliation. No practitioner shall be subject to adverse action solely for making 
a good-faith conflict of interest disclosure. Adverse action may be taken for failure to 
disclose a required conflict or for acting in a manner that places personal financial interest 
above patient welfare. 

RULE 3 – REFUSAL OF TREATMENT 
Reference: 42 CFR §482.13(b)(2); California Health & Safety Code §§7185–7195 

Patients and authorized surrogate decision-makers have the right to refuse any treatment, 
including life-sustaining treatment. When a patient or surrogate refuses recommended 
treatment: 

The attending physician shall be notified immediately and shall meet with the patient or 
surrogate to explain the clinical rationale and potential consequences of refusal. This 
discussion shall be documented in the medical record. 

The patient or surrogate shall be presented with the Hospital’s Refusal of Treatment form. If 
the patient or surrogate declines to sign, the notation “refuses to sign” shall be recorded 
with the signature of the nursing staff member present. 

An Incident Report shall be completed and forwarded to the Hospital Risk Manager if 
treatment is ultimately refused. 

When a minor’s parent or guardian refuses necessary treatment, the attending physician 
shall consult with the Hospital’s Risk Manager and legal counsel regarding whether court 
authorization is warranted. 

RULE 4 – CONSULTATIONS 
Reference: 42 CFR §482.22(c)(5); CIHQ Standards 

4.1  General Principles 

Appropriate and timely use of consultation is a fundamental component of high-quality 
medical practice. The attending physician retains overall responsibility for the patient’s 
care. Any Medical Staff member with applicable clinical privileges may be called upon for 
consultation within their credentialed area of expertise. Consultation services must 



generally be provided within the Hospital unless specific capabilities are not available, in 
which case outside services must meet applicable accreditation standards. 

4.2  Requesting Consultations 

Consultation requests shall be made by direct communication from the attending physician 
to the consulting physician. Nursing or support staff shall not serve as intermediaries. The 
attending physician must document the request in the medical record. 

4.3  Indications for Consultation 

• Consultation is strongly encouraged when: 
• The diagnosis remains uncertain after standard evaluation; 
• There is uncertainty regarding the therapeutic approach; 
• The complexity of the case warrants specialty expertise; 
• The patient exhibits significant psychiatric symptoms; 
• The patient or surrogate requests consultation. 

 
4.4  Required Consultations 

• When the Department Chairperson, Chief Medical Officer, or Chief of Staff 
determines that a patient requires consultation, following discussion with the 
attending physician. 

• When nursing staff safety or quality concerns are referred to the Department 
Chairperson or Chief Medical Officer. 

• When the Medical Executive Committee requires consultations for a specific 
practitioner’s cases. 

• For all perioperative patients with an ASA Physical Status of 3 or higher, the surgeon 
must consider contacting a Hospitalist or Internist with admitting privileges. 

• For all surgical patients admitted to the ICU, the surgeon must contact a Hospitalist 
or Internist with ICU admitting privileges. 

• For all total joint replacement patients, the surgeon  a Hospitalist or Internist with 
admitting privileges. 

4.5  Performance and Documentation of Consultations 

A complete consultation requires: examination of the patient; review of the medical record; 
communication with the attending physician; and a written report in the medical record. 
Reports must include: history and record review; pertinent physical examination findings; 
diagnostic impression; and specific recommendations. A statement of “I concur” is not 
sufficient. Pre-operative consultations must be completed and documented before surgery, 
except in emergencies. 

RULE 5 – PHYSICIAN COVERAGE 
Reference: 42 CFR §482.22(c)(7); CIHQ Standards 



Each physician is responsible for providing or arranging continuous, uninterrupted care 
and coverage for all patients for whom the physician is the attending physician. Coverage 
must be provided by a physician with appropriate clinical privileges who is informed of the 
patient’s condition and available to assume attending responsibilities. 

If neither the attending physician nor their designee is available, the Department 
Chairperson, Chief of Staff, or Chief Medical Officer shall be notified and shall assume or 
delegate responsibility for the patient’s care. 

When a physician’s patient presents to the Emergency Department, the physician or a 
designee shall be available for consultation and to admit the patient if clinically indicated. 
Referring such patients to the ED call panel without advance agreement of that physician is 
not acceptable. 

Physicians on call shall respond to pages and on-site requests within thirty (30) minutes. 
Failure to arrange appropriate coverage or to respond promptly shall be grounds for 
corrective action. 

RULE 6 – EMERGENCY DEPARTMENT CALL PANEL 
Reference: 42 CFR §489.24 (EMTALA); 42 CFR §482.55 (Emergency Services); CIHQ 
Standards 

6.1  Purpose and Structure 

The ED Call Panel ensures that unassigned Emergency Department patients receive 
appropriate specialty consultation, inpatient admission, or outpatient follow-up. Hospital 
Administration, in collaboration with the Medical Staff and the ED Medical Director, is 
responsible for maintaining an adequate written ED call schedule covering all specialties 
within the Hospital’s defined scope of services. 

Practitioners newly appointed to the Active Medical Staff may be assigned to the ED Call 
Panel upon recommendation of the Department Chairperson and with approval of the 
Medical Executive Committee, subject to the applicable FPPE requirements during their 
initial appointment period. 

6.2  Call Panel Obligations 
6.2.1  A panelist unable to provide scheduled call coverage must notify the Medical Staff 
Office at least twenty-four (24) hours in advance and arrange for coverage by an 
appropriately credentialed substitute. 
6.2.2  All ED on-call physicians shall comply with all EMTALA requirements, including the 
obligation to provide a medical screening examination and stabilizing treatment to any 
patient presenting with an emergency medical condition, regardless of ability to pay. 



RULE 7 – MEDICAL STAFF CATEGORIES 
Reference: 42 CFR §482.22 

The Medical Staff shall consist of the following five categories, with qualifications, rights, 
and obligations for each category set forth in the Medical Staff Bylaws, Article 3: 

• Active Medical Staff – Physicians, surgeons, dentists, podiatrists, and other licensed 
independent practitioners who regularly admit or attend patients at the Hospital. 
Active Staff members bear primary responsibility for Medical Staff governance, 
committee participation, and on-call obligations. 

• Courtesy Medical Staff – Licensed independent practitioners who admit or attend 
patients at the Hospital on an infrequent basis and do not require regular staff 
privileges. Courtesy Staff members may participate in committee work but do not 
hold voting rights except as provided in the Bylaws. 

• Consulting Medical Staff – Licensed independent practitioners who are appointed to 
provide consultation services within their specialty when requested but who do not 
independently admit patients. Consulting Staff members do not hold voting rights 
and are not required to fulfill on-call obligations except as otherwise agreed. 

• Advanced Practice Practitioner (APP) Staff – Licensed advanced practice clinicians, 
including but not limited to Nurse Practitioners (NPs), Physician Assistants (PAs), 
Certified Registered Nurse Anesthetists (CRNAs), and Registered Nurse First 
Assistants (RNFAs), who are granted clinical privileges through the Medical Staff 
credentialing process. APP Staff members practice within the scope of their clinical 
privileges and applicable California and federal law, and are not voting members of 
the Medical Staff except as otherwise provided in the Bylaws. 

• Emeritus Medical Staff (Optional) – A non-clinical honorary category available to 
physicians and other licensed practitioners who have retired from active clinical 
practice after distinguished service to the Medical Staff or the Hospital community. 
Emeritus Staff members do not hold clinical privileges, do not vote, and are not 
subject to dues or mandatory participation requirements. Appointment to Emeritus 
status is by recommendation of the Medical Executive Committee and approval of 
the District Board. 

Each practitioner seeking or maintaining Medical Staff membership or clinical privileges 
must continuously satisfy the qualifications applicable to their category. The rights, 
obligations, and participation requirements for each category are set forth in the Medical 
Staff Bylaws, Article 3. Clinical privileges shall be granted only within the Hospital’s defined 
scope of services. Obstetric privileges shall not be granted at this institution. APP Staff 
members who hold clinical privileges at this Hospital are governed by Rule 10 and the 
applicable provisions of these Rules. 



RULE 8 – APPOINTMENT, REAPPOINTMENT, AND ONGOING 
PROFESSIONAL PRACTICE EVALUATION 
Reference: 42 CFR §482.22(a) (Medical Staff Appointment); 42 CFR §482.22(c)(6) (Ongoing 
Professional Practice Evaluation); CIHQ Standards MS.07, MS.08 

8.1  Overview 

The process for appointment and reappointment is governed by Bylaws Article 4. Clinical 
privileges shall be reviewed and granted only for services within the Hospital’s defined 
scope. Privileges for obstetric services are not available and shall not be granted. The 
Hospital maintains a continuous, data-driven professional practice evaluation program 
consisting of two complementary components: Focused Professional Practice Evaluation 
(FPPE) and Ongoing Professional Practice Evaluation (OPPE), as described in Sections 8.10 
and 8.11 below. 

8.2  Application for Appointment 
8.2.1  A completed application and non-refundable fee must be submitted to the Medical 
Staff Office. The application shall request comprehensive information including education, 
training, and specialty credentials; hospital affiliations; professional references; current 
health status attestation; professional liability history; and history of licensure challenges, 
disciplinary actions, or privilege relinquishment. 
8.2.2  By submitting an application, the applicant authorizes release of relevant information 
from all prior institutions and releases those institutions and the Hospital from liability for 
acting on such information in good faith. 
8.3  Physical and Mental Health Capabilities 
The application shall include an attestation of physical and mental health and ability to 
safely exercise requested privileges. The Medical Executive Committee may require a 
medical examination or interview when there is concern that a condition may affect patient 
care. Disclosures of disability are treated as confidential peer review information. The 
Hospital will endeavor to provide reasonable accommodations to qualified practitioners 
with disabilities, consistent with applicable law and quality of care standards. 
8.4  Effect of Application 
By submitting an application, the applicant agrees to: appear for interviews; authorize 
credential verification; consent to inspection of relevant records; report changes in 
application information; release from liability all persons acting in good faith; authorize 
disclosure of performance information to regulatory bodies; comply with all Medical Staff 
and Hospital bylaws, rules, and policies; comply with CMS Core Measures and CIHQ quality 
standards; and fulfill the annual conflict-of-interest disclosure obligation under Rule 2.10. 
8.5  Credential Verification 
The Medical Staff Office or designated CVO shall verify all information through primary 
source verification, including: current unrestricted California license; DEA certificate; 
specialty board certification; National Practitioner Data Bank query; malpractice insurance; 
complete training and practice history; peer references; background check (initial 
applicants); and Federation of State Medical Boards records. 
8.6  Incomplete Applications 
Applications unresolvable within sixty (60) days may be suspended. Applicants will be 
notified and given thirty (30) days to respond. Failure to respond or provide required 



information within forty-five (45) days results in the application being deemed voluntarily 
withdrawn. 
8.7  Action on the Application 
8.7.1  Department Action: The Department Chairperson reviews the application and 
transmits a recommendation to the Medical Executive Committee. 
8.7.2  Medical Executive Committee Action: The MEC reviews departmental 
recommendations and all available information and formulates a recommendation for the 
District Board. Adverse recommendations shall be communicated by special notice, with 
procedural rights as provided in Bylaws Article 13. 
8.7.3  District Board Action: The District Board adopts, modifies, or rejects favorable MEC 
recommendations. Final adverse actions occur only after the applicant has exhausted or 
waived hearing and appeal rights under Bylaws Article 13. 
8.7.4  Notice of Final Decision: Appointment decisions specify: staff category; 
department/section assignment; clinical privileges granted; and any conditions. Adverse 
decisions are communicated by special notice. 
8.8  Duration of Appointment 
Initial appointments shall be to the Active Medical Staff for a period not exceeding twelve 
(12) months, during which the practitioner shall be subject to Focused Professional Practice 
Evaluation (FPPE) as set forth in Section 8.10. Reappointments shall be for a maximum of 
twenty-four (24) months, staggered throughout the year. 
8.9  Reappointment Process 
8.9.1  Reappointment applications shall be provided at least one hundred twenty (120) days 
prior to appointment expiration and must be returned at least ninety (90) days prior. 
Failure to return a completed application by the expiration date results in automatic 
resignation from the Medical Staff. 
8.9.2  Reappointment applications shall update all information from initial appointment, 
including licensure, certification, insurance, privilege change requests, and disclosure of 
professional liability claims or disciplinary actions since the last review. 
8.9.3  Reappointment evaluation shall incorporate OPPE data accumulated during the 
appointment period (see Section 8.11) and shall include review of: clinical performance and 
quality data; continuing medical education; clinical activity; peer references; health status; 
Medical Staff obligation compliance; and all six competency domains: Patient Care, 
Medical/Clinical Knowledge, Practice-Based Learning and Improvement, Interpersonal and 
Communication Skills, Professionalism, and Systems-Based Practice. Compliance with the 
annual conflict-of-interest disclosure requirement under Rule 2.10 shall also be confirmed 
as part of reappointment. 
8.9.4  Reappointment recommendations shall be processed through the same Department, 
MEC, and District Board review sequence as initial appointments. There are no extensions 
of appointments; reappointment must occur at least every twenty-four (24) months. 
8.10  Focused Professional Practice Evaluation (FPPE) 
8.10.1  Applicability. FPPE shall be conducted in the following circumstances: 

• Upon initial grant of clinical privileges to any new Medical Staff member or AHP 
(provisional period FPPE); 



• Upon grant of new or expanded clinical privileges to an existing Medical Staff 
member, for those specific new or expanded privileges; 

• When a concern is identified about a practitioner’s professional practice through 
OPPE, quality review, peer review, patient complaint, occurrence report, or other 
mechanism that warrants a more intensive, structured review than routine OPPE. 

• 8.10.2  Structure and Duration. FPPE shall be defined in a written plan that specifies: 
• The specific privileges or practice patterns subject to focused review; 
• The method and intensity of monitoring (e.g., prospective chart review, direct 

observation, case-by-case proctoring, retrospective review); 
• The criteria by which performance will be evaluated; 
• The duration of the focused evaluation period and the minimum number of cases or 

encounters to be reviewed; 
• The individual(s) responsible for conducting the evaluation; 

 
The process for communicating findings to the practitioner and to the Medical Executive 
Committee. 
 
8.10.3  Proctoring. When FPPE involves direct observation or proctoring, the proctor shall 
be a Medical Staff member in good standing with comparable clinical privileges. The proctor 
shall not be the practitioner’s partner, associate, or someone with a financial relationship 
that could compromise objectivity. Proctor reports shall be submitted to the Department 
Chairperson and retained as peer review records. 
8.10.4  Conclusion of FPPE. At the conclusion of the FPPE period, the Department 
Chairperson or designee shall review all evaluation data and make one of the following 
determinations: 

• The practitioner has demonstrated competence and FPPE is complete; privileges are 
confirmed without further restriction; 

• The FPPE period shall be extended for a specified additional period to gather 
additional data; 

• Privileges shall be modified, suspended, or recommended for revocation, with 
notice and procedural rights under Bylaws Article 13. 

8.10.5  Documentation. All FPPE plans, proctor reports, case reviews, and conclusions shall 
be documented and maintained as confidential peer review records. 

 
8.11  Ongoing Professional Practice Evaluation (OPPE) 
 
8.11.1  Purpose. The purpose of OPPE is to collect and analyze ongoing performance data 
for each practitioner holding clinical privileges, in order to identify practice trends, 
recognize excellence, detect concerns at an early stage, and inform privilege and 
reappointment decisions with objective, current data. 
 
8.11.2  OPPE Data Elements. OPPE shall incorporate data from multiple sources appropriate 
to the practitioner’s specialty and privilege set, including but not limited to: 



• Operative and procedural volume and outcomes data; 
• Mortality and morbidity rates (observed vs. expected where applicable); 
• Compliance with evidence-based clinical guidelines and Hospital core measures; 
• Blood utilization review findings; 
• Medication ordering patterns and pharmacy-identified anomalies; 
• Medical record completion timeliness and quality; 
• Patient satisfaction data attributable to the practitioner; 
• Results of peer review case findings; 
• Infection control compliance metrics; 
• Sentinel event involvement; 
• Patient safety event reports and near-miss data; 
• Ongoing ED call panel compliance and coverage performance; 
• Professionalism and collegial conduct (complaints, disruptive behavior reports); 
• Compliance with annual conflict-of-interest disclosure and other administrative 

obligation. 
 

8.11.3  Review Frequency. OPPE data shall be compiled, reviewed, and summarized for each 
practitioner at least every six (6) months by the Department Chairperson or the Peer 
Review Committee. A summary OPPE report shall be provided to each practitioner at least 
annually and shall be incorporated into the reappointment package. 

 
8.11.4  Practitioner Communication. Each practitioner shall be provided access to their own 
OPPE data summary on a periodic basis. The Department Chairperson or designee shall 
meet with a practitioner whose OPPE data reveals a pattern or trend of concern, prior to 
any formal action, to discuss findings and allow the practitioner to provide context. 
 
8.11.5  Threshold for Action. When OPPE data reveals a pattern, trend, or individual event 
that raises a concern about patient safety or the quality of care, the Department 
Chairperson shall report the concern to the Medical Executive Committee, which shall 
determine whether: 

• No further action is warranted; 
• Focused education, coaching, or informal performance improvement is appropriate; 
• Initiation of FPPE is warranted; 
• Summary suspension or other immediate action is required to protect patients. 

8.11.6  Documentation. All OPPE reports, summary data, practitioner communications, and 
resulting actions shall be maintained as confidential peer review records protected under 
California Evidence Code §1157 and applicable law. 

RULE 9 – MEDICAL STAFF COMMITTEES 
Reference: 42 CFR §482.22(c); CIHQ Standards 

The Medical Staff hereby establishes the following standing committees. Composition, 
duties, and meeting requirements are set forth in the corresponding appendix below. 



9.A  Medicine Department Committee 

Composition: Minimum of three Active Medical Staff members from the Medicine 
Department. 

Duties: Assists the Department Chairperson in carrying out departmental responsibilities 
including recommending privilege criteria, reviewing applicants, conducting peer review, 
and fulfilling performance improvement functions including medical assessment, 
medication use, blood usage, procedural review, clinical pattern monitoring, patient/family 
education, care coordination, and medical records. The Department Committee also 
supports the OPPE process for Medicine practitioners by contributing specialty-specific 
data and review. 

Meetings: Quarterly, at minimum. 

9.B  Surgery Department Committee 

Composition and Duties: Mirrors the Medicine Department Committee, applicable to 
surgical services. Oversees surgical case appropriateness, tissue review, and operative 
procedure utilization. Supports the OPPE process for surgical practitioners. Obstetric 
surgical procedures are outside the scope of this Committee. 

Meetings: Quarterly, at minimum. 

9.C  Anesthesia Department Committee 

Composition and Duties: Mirrors the Department Committee structure, applicable to 
anesthesia services. Reviews pre-anesthetic assessments, anesthesia-related adverse 
events, medication practices, and related performance improvement activities. Supports the 
OPPE process for anesthesia practitioners. 

Meetings: Quarterly, at minimum. 

9.D  Performance Improvement Committee (PIC) 

Composition: Vice-Chief of Staff (Chair), Department Chairs or designees, Chief Medical 
Officer (ex-officio), Infection Control Coordinator, Utilization Review representative, 
Laboratory Director, Pharmacy Director, Quality Assurance Director, Radiology 
Representative, Nursing Representative, Home Health Manager, Medical Records Manager, 
and Risk Manager. 

Duties: The PIC provides organizational leadership for measuring, assessing, and improving 
the quality of care and patient safety. Core responsibilities include: 

• Developing, reviewing annually, and revising a quality improvement plan aligned 
with CMS Conditions of Participation and CIHQ standards; 



• Overseeing review of surgical and invasive procedures, mortality, medication use, 
blood product utilization, and clinical appropriateness; 

• Coordinating department and committee quality review, utilization review, and 
medical record completeness activities; 

• Submitting monthly quality reports to the Medical Executive Committee; 
• Overseeing a patient safety program including quarterly review of safety events and 

monitoring of corrective actions; 
• Developing and reviewing infection control surveillance programs and prevention 

policies; 
• Overseeing pharmacy and therapeutics functions including formulary management, 

investigational drug oversight, and medication error review; 
• Providing at least annual evaluation of the overall quality improvement program; 
• Utilizing sentinel event and patient safety data in performance assessment 

activities; 
• Supporting the OPPE program by providing aggregate and practitioner-specific 

quality and safety data to Department Chairs and the Peer Review Committee. 

Subcommittees: Bioethics, Bylaws, Infection Control, Institutional Review, Interdisciplinary 
Practice, Utilization Review, and Patient Safety. 

Meetings: Quarterly, at minimum. 

9.E  Bioethics Committee 

Composition: At least three practitioners (including a psychiatrist when possible), one 
registered nurse, one chaplain or clergy representative, one medical social worker or 
comparable professional, one hospital administrator, one community member at large, and 
one ethicist (when available). 

Duties: Supports ethical decision-making by providing consultation resources, educating 
the hospital community on bioethical issues, facilitating communication in ethical 
dilemmas, and conducting retrospective case reviews to inform policy and education. The 
Bioethics Committee does not serve as a decision-making authority in individual cases. 

Meetings: Annually, or more often as needed. 

9.F  Bylaws Committee 

Composition: At least five Active Medical Staff members; Chief Medical Officer serves as ex-
officio member. 

Duties: Conducts annual review of the Medical Staff Bylaws, Rules, and forms; evaluates 
proposals for revision; submits recommendations to the Medical Executive Committee; and 
ensures governing documents accurately reflect Medical Staff structure, credentialing 
processes, quality improvement mechanisms, OPPE/FPPE requirements, conflict-of-interest 
obligations, and hearing procedures. 



Meetings: As called by the Committee Chair or Chief of Staff. 

9.G  Institutional Review Board (IRB) 

Composition: At least five members with diverse backgrounds, including at least one 
member with scientific expertise and one whose primary concerns are nonscientific. At 
least one community member not affiliated with the Hospital. No IRB may consist entirely of 
members of one gender or profession. 

Duties: Exercises oversight of all human subjects research at or sponsored by the Hospital, 
in accordance with HHS regulations (45 CFR Part 46) and FDA regulations (21 CFR Parts 50 
and 56), including initial and continuing protocol review, informed consent oversight, and 
reporting to federal agencies and Hospital officials. 

Meetings: Annually, or more often as the research workload requires. 

9.H  Peer Review Committee 

Composition: Medicine and Surgery Department Chairs and Vice-Chairs, Chief Medical 
Officer, and additional Medical Staff members as invited. The Committee elects its own 
Chair and Vice-Chair. 

Duties: The Peer Review Committee provides an ongoing, structured mechanism to assess 
the quality of patient care and practitioner performance. Specific responsibilities include: 

• Reviewing inpatient and outpatient clinical care for compliance with safe, correct, 
and appropriate standards of practice; 

• Administering and overseeing the OPPE program: compiling practitioner-specific 
performance data at least every six (6) months; reviewing data for trends or 
concerns; communicating OPPE summaries to practitioners and Department Chairs; 
and submitting OPPE findings to the Medical Executive Committee as part of the 
reappointment process; 

• Coordinating FPPE initiation and monitoring when triggered by new privilege 
grants or identified practice concerns, in collaboration with Department Chairs; 

• Tracking and trending department-level and practitioner-specific quality metrics, 
recognizing best practices, and identifying opportunities for improvement; 

• Providing practitioner education through the review of processes and outcomes; 
• Identifying systems and processes requiring improvement to enhance physician 

practice and patient outcomes; 
• Generating valid, objective quality data for use in credentialing and reappointment 

decisions. 

Meetings: Monthly, or more often as necessary. 

9.I  Interdisciplinary Practice Committee (IPC) 



Composition: Equal number of Medical Staff and nursing staff members, plus a nursing 
administration representative. AHP representatives serve as consultants and participate in 
proceedings relevant to their specialty. 

Duties: Oversees: (1) development, review, and approval of standardized procedures for 
nurses and AHPs; (2) credentialing of AHPs, including reviewing applications, 
recommending privilege criteria, and overseeing peer review and OPPE data for AHPs; and 
(3) AHP staff education. 

Meetings: Quarterly, at minimum. 

9.J  Well-Being Committee 

Composition: At least three Active Medical Staff members; a majority including the Chair 
shall be physicians; one member should be a psychiatrist when possible. Members serve 
staggered three-year terms and, when feasible given Medical Staff size and resources, 
should not concurrently serve on peer review or Performance Improvement Committees. 

Duties: Develops and maintains processes to educate Medical Staff about health and 
impairment recognition; provides confidential resources for practitioners with physical, 
psychiatric, or emotional impairments; facilitates referrals for evaluation and treatment; 
monitors affected practitioners for patient safety; and refers to the Chief of Staff when a 
practitioner’s health status poses a risk to patients. 

Meetings: Annually, at minimum; reports quarterly to the Medical Executive Committee. 

RULE 10 – ALLIED HEALTH PROFESSIONALS (AHPs) 
Reference: 42 CFR §482.12(c); 42 CFR §482.22; California Business and Professions Code 

10.1  Overview 

Allied Health Professionals (AHPs) may be granted clinical privileges to practice at Sonoma 
Valley Hospital through a credentialing process overseen by the Interdisciplinary Practice 
Committee. AHPs shall not practice until clinical privileges have been granted and a 
department assignment has been made. Clinical privileges for AHPs shall not extend beyond 
the Hospital’s defined scope of services. AHPs are subject to both OPPE and, when 
applicable, FPPE as described in Rule 8. 

This Rule applies to all AHPs practicing independently or as employees or contractors of a 
Medical Staff member, and to hospital-employed physician assistants and advanced practice 
nurses (CRNAs, RNFAs, NPs). 

10.2  Categories of AHPs Eligible for Privileges 

The following AHP categories are currently eligible to apply for clinical privileges within the 
Hospital’s defined scope of services: 



• Nurse Practitioners (NPs) 
• Physician Assistants (PAs) 
• Registered Nurse First Assistants (RNFAs) 
• Certified Registered Nurse Anesthetists (CRNAs) 

The District Board, upon recommendation of the Medical Executive Committee, may 
authorize additional AHP categories. 

10.3  Application and Credentialing Process 

AHP applications are submitted and processed in a manner parallel to Medical Staff 
appointment applications under Rule 8, with the IPC serving the role of the Department 
Committee. The IPC evaluates the applicant, confirms appropriate monitoring mechanisms 
are in place, and forwards recommendations to the applicable clinical department and then 
to the Medical Executive Committee and District Board. 

10.4  Credentialing Criteria 

All AHP applicants must meet the following basic requirements: 

• Current, unrestricted licensure or certification as required by California law; 
• Documented education, training, experience, and demonstrated clinical ability 

sufficient to provide care of the expected quality; 
• Professional liability insurance: at least $1,000,000 per occurrence and $3,000,000 

aggregate; 
• Minimum of two professional references from licensed physicians or credentialed 

professionals familiar with the applicant’s clinical work; 
• Active clinical practice of at least twenty (20) hours per week for eighteen (18) of 

the prior twenty-four (24) months; and, for those in independent practice, at least 
one year of post-training clinical experience; 

• Demonstrated adherence to professional ethics and ability to work cooperatively 
within the hospital setting. 

Specific requirements by AHP category: Nurse Practitioners – Appendix 10A; Physician 
Assistants – Appendix 10B; Registered Nurse First Assistants – Appendix 10C; Certified 
Registered Nurse Anesthetists – Appendix 10D. 

10.5  Supervising Practitioner Responsibilities 

Supervising practitioners employing or contracting with AHPs acknowledge: (a) the AHP is 
the supervising practitioner’s employee or agent, not the Hospital’s; (b) the supervising 
practitioner bears sole responsibility for compensation and legal compliance; and (c) the 
supervising practitioner agrees to indemnify the Hospital against any expense or liability 
arising from the AHP’s practice at the Hospital. 

10.6  Provisional Status and Duration of Privileges 



All AHPs shall initially be appointed to provisional status for at least twelve (12) months, 
during which FPPE shall apply. AHP privileges shall be granted for no more than twenty-
four (24) months. Reappointment shall be processed every two years and shall incorporate 
OPPE data. 

10.7  Observation and Evaluation 

Each clinical department shall maintain observation and evaluation programs appropriate 
to each AHP category, including concurrent or retrospective chart review or direct 
observation, consistent with FPPE and OPPE requirements. AHPs performing surgery or 
anesthesia shall be observed in the operating room per applicable proctorship guidelines. 
Evaluators shall be qualified Medical Staff members or, where appropriate, credentialed 
AHPs who are not the AHP’s supervising practitioner. 

10.8  AHP Practice Standards 

AHPs shall: exercise independent judgment within credentialed privileges and applicable 
standardized procedures; participate in patient management as authorized; write orders 
consistent with privileges and applicable policies; maintain patient records as determined 
by the relevant department; ensure appropriate countersignature of chart entries 
(excluding routine progress notes) within fourteen (14) days; and comply with all Medical 
Staff and Hospital bylaws, rules, and policies, including the annual conflict-of-interest 
disclosure requirement under Rule 2.10. AHPs are not members of the Medical Staff and are 
not entitled to vote on Medical Staff or department matters. 

10.9  Standardized Procedures 

Standardized procedures authorizing RNs to perform functions beyond the basic RN scope 
of practice must be developed collaboratively, reviewed by the relevant department, and 
approved by the IPC, Medical Executive Committee, and District Board. Each standardized 
procedure shall specify: authorized functions and circumstances; required training or 
experience; methods for evaluating competence; supervision requirements; patient 
recordkeeping requirements; and a schedule for periodic review. Standardized procedures 
shall not authorize obstetric care services. 

Appendix 10A – Nurse Practitioners 

NPs shall hold a current California RN license and current NP certification from the 
California Board of Registered Nursing. NPs may perform functions within the customary 
scope of nursing practice and may furnish or order drugs or devices (including Schedule III-
V controlled substances) in accordance with California Business and Professions Code 
§2836.1, applicable standardized procedures, and supervising physician requirements. NP 
privileges at this Hospital are limited to non-obstetric services within the Hospital’s defined 
scope. 

Appendix 10B – Physician Assistants 



PAs shall hold a current California PA license from the Medical Board of California. 
Orthopedic PAs shall hold current NBCOPA certification. PAs practice under the direction of 
a supervising physician who is a current Medical Staff member in good standing. No 
supervising physician may maintain supervisory relationships with more than two PAs 
simultaneously (except emergency physicians on duty, who may not oversee more than two 
simultaneously). PAs may perform services within their supervising physician’s non-
obstetric practice scope. Supervisory documentation must include countersignature within 
twenty-four (24) hours (or eight (8) hours for emergencies requiring transfer) and review 
of at least ten percent (10%) of protocol-governed cases. 

Appendix 10C – Registered Nurse First Assistants 

RNFAs shall hold current California RN licensure and RNFA certification from the National 
Certification Board: Perioperative Nursing (or be a graduate of an accredited RNFA program 
in the process of obtaining certification). RNFAs may perform preoperative, intraoperative, 
and postoperative services under direct physician supervision. RNFAs shall not 
concurrently serve as scrub nurse or circulating nurse, and shall not assist in obstetric 
surgical procedures. 

Appendix 10D – Certified Registered Nurse Anesthetists 

CRNAs are licensed independent practitioners who collaborate with the operating surgeon 
to deliver safe anesthesia care for procedures within the Hospital’s defined scope. CRNAs 
shall maintain: current California RN license and advanced practice NA certificate; current 
CRNA recertification by the NBCRNA; current NRP, ACLS, and BLS certifications; and a 
Bachelor of Science in Nursing or equivalent degree. CRNAs must have graduated from a 
COA-accredited nurse anesthesia program and document anesthesia case experience for the 
prior twelve (12) months. Obstetric anesthesia (including labor epidurals) is outside the 
scope of services at this Hospital. 

CRNAs may perform: pre-anesthesia evaluation and preparation; administration of general, 
conduction, MAC, and regional anesthesia for non-obstetric procedures; perioperative 
monitoring and airway management; and post-anesthesia care including PACU discharge 
and postoperative pain management. All CRNAs shall undergo proctoring (FPPE) upon 
initial appointment. Reappointment by the District Board is required every two years and 
shall incorporate OPPE data. 

RULE 11 – MEDICAL RECORDS 
Reference: 42 CFR §482.24 (Medical Record Services); CIHQ Standards; California Health & 
Safety Code §32400 et seq.; HIPAA (45 CFR Parts 160, 162, 164) 

11.1  Purpose and Scope 

The medical record documents patient care, supports continuity of care, enables quality 
management and utilization review, fulfills legal and regulatory requirements, and supports 



billing and reimbursement. Medical records must be maintained for all patients receiving 
care at Sonoma Valley Hospital, including inpatients, outpatients, emergency patients, and 
patients receiving special procedures. All medical records are property of the Hospital. 

11.2  Standards for Documentation 

All entries in the medical record must be: legible (illegible entries shall be treated as absent 
documentation); accurate and complete; dated and timed at the time of entry; authenticated 
by the author; and made as contemporaneously as practicable following a clinical event. 

11.3  Timely Completion Requirements 

11.3.1  All medical record entries must be authenticated within fourteen (14) days following 
patient discharge. Records incomplete for any required element or authentication at 
fourteen (14) days are classified as delinquent. 

11.3.2  The Health Information Management Department shall notify physicians of 
incomplete records and issue notices per the Medical Staff Delinquency and Suspension 
Policy. 

11.3.3  Records incomplete beyond fourteen (14) days will trigger suspension of admitting 
privileges and/or monetary fines pursuant to the Delinquency and Suspension Policy. 

11.3.4  When a physician accumulates more than thirty (30) days of suspension in any 
consecutive twelve (12) month period, the Director of Health Information Services shall 
notify the Chief Executive Officer and Medical Executive Committee for further action. 

11.3.5  Medical records shall not be permanently filed until completed by the responsible 
physician, unless ordered by the Information and Healthcare Resources Committee 
Chairperson in specified circumstances. 

11.4  Electronic Signature and Electronic Medical Records 

The Medical Staff permits electronic signature in accordance with the approved Health 
Information Management Policy. EMR components for which appropriate training and 
technical support are provided must be utilized by all Medical Staff members. 

11.5  Prohibited Abbreviations 

No symbols or abbreviations may be used on the face sheet. The following abbreviations are 
specifically prohibited: 

11.6  Medical Record Corrections 

Corrections shall be made by drawing a single line through the incorrect entry (leaving the 
original legible), noting the reason for the correction, the date, and the author’s signature. 
No entry shall be erased, obliterated, or removed. 



11.7  Required Content – Inpatient Medical Records 

Each inpatient medical record shall include at minimum: 

• Identification data (face sheet); 
• Admitting note with chief complaint, presenting symptoms, pertinent findings, 

provisional diagnosis, and plan; 
• History and Physical Examination completed within twenty-four (24) hours of 

admission and prior to any surgery or invasive procedure. An H&P completed 
within thirty (30) days prior to elective surgery, validated by a Medical Staff 
member, may be used with a required admission interval note; 

• Consultation reports (“cleared for surgery” notes are not acceptable); 
• Physician orders, dated, timed, and signed; 
• Progress notes, at least daily and more frequently as warranted; 
• Pre-anesthetic assessment including ASA classification, airway assessment, 

anesthetic plan, and consent – to be completed within seventy-two (72) hours prior 
to the procedure; 

• Operative reports: a postoperative note immediately after surgery, and a complete 
dictated operative report within seventy-two (72) hours of surgery. Failure to 
complete the operative report within seventy-two (72) hours will result in 
immediate suspension of clinical privileges; 

• Post-anesthesia evaluation: to be completed and documented within seventy-two 
(72) hours following surgery or a procedure requiring anesthesia services; 

• Nursing and ancillary documentation; 
• Consent forms and informed consent documentation; 
• Written discharge instructions provided to patient/family; 
• Discharge summary dictated within fourteen (14) days of discharge. A clinical 

resume note may substitute for admissions under forty-eight (48) hours for minor 
ailments. 

11.8  Access and Removal of Medical Records 

All medical records are property of the Hospital and shall not be removed from Hospital 
premises except as required by court order, subpoena, or statute. Access and disclosure 
shall comply with HIPAA, applicable California law, and Hospital privacy policies. Former 
Medical Staff members retain access to records of their patients from periods when they 
provided care at the Hospital. 

RULE 12 – SURGERY AND INVASIVE PROCEDURES 
Reference: 42 CFR §482.51 (Surgical Services); 42 CFR §482.52 (Anesthesia Services); CIHQ 
Standards 



12.1  All surgical and invasive procedures require the patient’s informed consent, except in 
emergencies defined as conditions in which delay would endanger the patient’s life or 
health. Consent shall be obtained and documented in accordance with Rule 2. 

12.2  All tissue and specimens removed during operative procedures become property of 
the Hospital and shall be retained in the laboratory for a sufficient period for the pathologist 
to prepare a permanent pathological record. 

12.3  A history and physical examination must be present in the medical record prior to 
commencing any procedure requiring anesthesia, including moderate sedation. If a dictated 
H&P is not yet available, a handwritten H&P must be recorded in the progress notes. 
Operating room staff must verify the H&P is in the record before the patient enters the 
operating suite. 

12.4  A pre-anesthesia evaluation shall be completed and documented by an individual 
qualified to administer anesthesia within seventy-two (72) hours prior to surgery or any 
procedure requiring anesthesia services. 

12.5  Minimum preoperative laboratory and imaging requirements shall be determined by 
the operating physician and anesthesiologist based on the patient’s clinical status and the 
procedure to be performed. 

12.6  Surgeons must be present in the operating room and prepared to begin at the 
scheduled time. Operating room time shall not be held beyond fifteen (15) minutes. 

12.7  All medication containers on and off the sterile field must be labeled with: drug name, 
strength, amount, expiration date (when not used within 24 hours), and expiration time 
(when expiration is within 24 hours). 

12.8  Immediately prior to commencing any procedure, the operative team shall conduct a 
mandatory pre-procedure “time out” to verify: patient identity (two identifiers); the 
planned procedure and its inclusion in the consent; the operative site; and required special 
equipment or studies. This process must be documented. 

12.9  Immediately prior to administering moderate or deep sedation or anesthesia, the 
patient shall be re-evaluated to confirm continued appropriateness and identify any 
changes in clinical status. 

12.10  All prior medication orders are automatically canceled when a patient undergoes an 
operative procedure. New orders must be written following surgery. 

12.11  A post-anesthesia evaluation shall be completed and documented by a qualified 
anesthesia provider within seventy-two (72) hours after surgery or a procedure requiring 
anesthesia services. When a post-anesthetic evaluation is not feasible due to early 
discharge, the discharging physician shall assume and document this responsibility. 



12.12  Patients may be discharged from the recovery area to an inpatient bed following 
evaluation by a licensed independent practitioner or using pre-established discharge 
criteria. Hospital discharge from a surgical area requires evaluation by a licensed 
independent practitioner or a registered nurse using an approved standardized procedure. 

12.13  A complete dictated operative report shall be prepared within seventy-two (72) 
hours of each surgical procedure and shall contain at minimum: pre- and post-operative 
diagnosis; surgeon and assistant surgeon; technical procedure performed; surgical findings; 
complications; estimated blood loss; condition of the patient postoperatively; anesthetic 
type; and name of anesthesia provider. Failure to complete the operative report within 
seventy-two (72) hours will result in immediate suspension of privileges. 

12.14  Procedures that may require an assistant surgeon include major orthognathic, head 
and neck, general intra-abdominal, vascular and thoracic, major gynecologic abdominal and 
vaginal procedures, specified laparoscopic procedures, major joint revisions, major spine 
procedures, and all intra-abdominal urological procedures (with specified exceptions). The 
determination of whether an assistant is clinically required rests with the operating 
surgeon. The medical necessity for the use of an assistant surgeon must be clinically 
justified and clearly documented in the operative report in accordance with applicable 
payer and Medicare requirements. 

RULE 13 – PATIENT DEATHS 
Reference: 42 CFR §482.13(g); California Government Code §27491; California Health & 
Safety Code §102850 

13.1  Pronouncement of Death 

When a patient arrives at the Hospital deceased or dies during hospitalization, a physician 
shall pronounce death within a reasonable time and document an authenticated entry in the 
medical record. Nursing staff may pronounce death pursuant to an approved standardized 
procedure. 

13.2  Autopsies 

Medical Staff members are encouraged to recommend autopsies in all cases of unusual 
death or those of medical, legal, or educational significance, including cases meeting College 
of American Pathologists criteria: 

• Deaths in which autopsy may explain unknown or unanticipated medical 
complications; 

• Deaths in which the cause is clinically uncertain; 
• Pediatric and neonatal deaths occurring within the Hospital (note: 

obstetric/perinatal deaths at delivery do not occur at this facility as obstetric 
services are not provided); 



• Deaths from known or suspected illness with hereditary or transplantation 
significance; 

• Deaths from environmental or occupational hazards, or high-risk / contagious 
infections; 

• Sudden, unexpected, or unexplained deaths within the facility; 
• Deaths occurring during or following medical, surgical, or therapeutic procedures; 
• Deaths waived by forensic medical jurisdiction. 

Autopsies require written consent in accordance with California law. Provisional anatomic 
diagnoses shall be entered in the medical record within seventy-two (72) hours of autopsy 
completion; final reports within sixty (60) days. 

13.3  Coroner Notification 

Physicians shall notify the Medical Examiner-Coroner immediately upon awareness of a 
patient death meeting any criteria under California Government Code §27491 and Health & 
Safety Code §102850, including: unknown or doubtful cause; violent, sudden, or unusual 
death; death within 24 hours of admission; death without medical attendance; suspected 
homicide or criminal action; accidental death, poisoning, or injury; death while in custody; 
suspected SIDS; or death from contagious disease constituting a public hazard. The 
Coroner’s report shall be placed in the patient’s permanent medical record. 

13.4  Notification of Next of Kin 

The attending physician, or a designated representative, is responsible for promptly 
notifying the patient’s next of kin in all cases of in-hospital death. 

13.5  Organ and Tissue Donation 

Patient remains shall be managed in accordance with the patient’s expressed wishes, 
advance directive, or next-of-kin instructions per the CAHHS Consent Manual priority order. 
Consent for organ or tissue donation shall comply with applicable state and federal law. The 
attending physician shall follow Hospital protocols for identifying potential donors and OPO 
notification as required. 

13.6  Death Certificates 

The attending physician or the physician last attending the patient is responsible for 
completing and signing the death certificate within the time required by law. 

RULE 14 – PATIENT DISCHARGE 
Reference: 42 CFR §482.13(e); CIHQ Standards 

14.1  General Discharge Requirements 



Patients shall be discharged only upon written order of the attending physician or a 
qualified designee. Prior to discharge, the attending physician shall ensure the medical 
record is complete with a final diagnosis and appropriate entries. Written discharge 
instructions shall be provided to the patient and, as appropriate, family members or 
caregivers, covering: activity and restrictions; post-discharge medications; diet; and follow-
up instructions. A copy shall be retained in the medical record. 

Minors shall be discharged only to their parents, legal guardians, or persons designated in 
writing by the parent or legal guardian, unless the minor is legally authorized to consent to 
and assume responsibility for their own care. The CAHHS Health Facility Minor Release 
Report must be completed whenever a minor is discharged to any person other than a 
parent, blood relative, or legal guardian. 

The attending physician should notify Nursing Services of anticipated discharges as early as 
possible and shall engage the Discharge Planning Coordinator when complex post-acute 
care needs are identified. 

14.2  Leaving Against Medical Advice (AMA) 

When a patient indicates a desire to leave without a discharge order, nursing staff shall 
attempt to arrange a meeting between the patient and the attending physician. The 
attending physician shall, when possible, counsel the patient on clinical risks. A patient who 
insists on leaving shall be asked to sign the “Leaving Against Medical Advice” form; refusal 
to sign shall be documented in the medical record. An Incident Report shall be submitted to 
the Hospital Risk Manager. 

14.3  Refusal to Leave 

When a patient refuses to leave after a discharge order has been issued, Hospital 
Administration shall be contacted to assist in resolving the situation in a manner that 
protects the rights and safety of the patient and others. 

RULE 15 – WITHHOLDING AND WITHDRAWING LIFE-SUSTAINING 
TREATMENT 
Reference: 42 CFR §482.13(b)(2); California Health & Safety Code §§7185–7195; California 
Probate Code §4600 et seq. 

Decisions to withhold or withdraw life-sustaining treatment, including CPR, shall be made 
by patients with decision-making capacity, or by authorized surrogate decision-makers, in 
consultation with the attending physician. These decisions must reflect the patient’s values, 
goals of care, and clinical circumstances. 

Do-Not-Resuscitate (DNR) / No-CPR Orders: A No-CPR order is appropriate when CPR 
would not reasonably be expected to restore function or result in survival with an 
acceptable quality of life, consistent with the patient’s or surrogate’s informed preferences. 



CPR will be initiated upon cardiac or respiratory arrest unless a written No-CPR order is 
present. All No-CPR orders must be written and signed on the physician order sheet. Partial 
No-CPR orders must specify precisely which resuscitative modalities shall and shall not be 
used. All No-CPR orders shall be reviewed whenever there is a significant change in the 
patient’s clinical condition. The Bioethics Committee is available as a resource when ethical 
conflicts arise. 

RULE 16 – MEDICATION, TREATMENT, AND DIAGNOSTIC ORDERS 
Reference: 42 CFR §482.25 (Pharmaceutical Services); 42 CFR §482.23(c); CIHQ Standards 

16.1  General Order Requirements 

All medication, treatment, and diagnostic testing orders must be written in the patient’s 
medical record and signed, dated, and timed by a licensed practitioner authorized to 
prescribe within their scope of practice and clinical privileges. Orders must include: drug 
name; dosage; route (if other than oral); frequency; date, time, and prescriber signature. 
PRN orders must specify the indication. All medications administered shall be from the 
Hospital formulary or otherwise authorized by the appropriate Medical Staff Committee. 

16.2  Medication Review and Automatic Stop Orders 

Attending physicians shall regularly review all active medication orders. Automatic stop 
policies are: 

The pharmacist shall notify the ordering physician approximately two days prior to the 
automatic stop. Automatic stops do not apply when the prescriber specifies a defined 
number of doses or precise duration. Automatic stop orders may be renewed upon 
documented clinical reassessment and re-order by the authorized prescriber prior to 
expiration. All medication orders are automatically cancelled when a patient undergoes 
surgery or experiences a change in level of care. 

16.3  Drug Procurement and Storage 

All medications shall be procured through the Hospital pharmacy. Medications brought by 
patients shall be stored securely and may be administered only if identified by the 
pharmacist and specifically ordered by the attending physician. Generic drug substitution is 
permitted unless ordered otherwise. 

16.4  Verbal and Telephone Orders 

Verbal and telephone orders are acceptable in emergencies or when the prescriber is 
physically unable to write the order. Such orders may be received only by licensed 
healthcare professionals within their scope of practice. All verbal/telephone orders must be 
verified by a complete “read-back” and countersigned by the ordering physician within 
forty-eight (48) hours (twenty-four (24) hours for restraint orders). 



16.5  Standing Orders 

Standing orders must be authorized by a licensed prescriber, signed and dated promptly 
upon use, placed in the patient’s medical record, and must specify applicable circumstances, 
medical conditions, and specific orders. Standing orders must be initially approved and 
reviewed annually by the appropriate Medical Staff Committee. 

16.6  Order Legibility 

All physician orders must be written legibly, clearly, and completely. Illegible, unclear, or 
incomplete orders shall not be carried out until clarified or rewritten. 

RULE 17 – MEDICAL STAFF DUES AND APPLICATION FEES 
Annual Medical Staff dues shall be determined by the Medical Executive Committee on an 
annual basis. Allied Health Professionals, as non-members of the Medical Staff, are not 
subject to dues. 

Each applicant for Medical Staff membership shall pay a non-refundable application fee at 
the time of submission. AHP applicants shall pay a non-refundable application fee, which 
may be waived at the discretion of the Medical Executive Committee. 

RULE 18 – EMERGENCY MANAGEMENT AND DISASTER PREPAREDNESS 
Reference: 42 CFR §482.15 (Emergency Preparedness); CIHQ Standards; California Health & 
Safety Code §1277.3 

The Emergency Management Committee is responsible for developing, maintaining, and 
regularly updating comprehensive emergency operations plans for both internal and 
external disasters, consistent with the Hospital’s Emergency Operations Plan (EOP) and 
CMS Emergency Preparedness Conditions of Participation. 

In the event of a declared disaster or preparedness drill, all Medical Staff members shall 
report to assigned stations and perform only assigned duties. The Chief of Staff and Chief 
Executive Officer shall coordinate all professional and administrative activities. In the event 
of patient evacuation, the Chief of Staff shall authorize movement of patients. In the absence 
of the Chief of Staff and CEO, the Vice Chief of Staff and CEO designee assume authority in 
their respective roles. 

All Medical Staff members expressly agree that, in a declared Hospital emergency, direction 
of professional care of their patients may be assumed by the Chief of Staff (or designee) as 
required for patient safety. This obligation is a condition of Medical Staff membership. 

The Emergency Operations Plan shall address communications, resource management, staff 
roles and responsibilities, utilities management, patient safety activities, and security, and 
shall be reviewed and tested at least annually. 



RULE 19 – ADOPTION AND AMENDMENT 
These Medical Staff General Rules and Regulations are adopted by the Medical Executive 
Committee pursuant to the authority granted in the Medical Staff Bylaws. Amendments 
shall be initiated by the Medical Executive Committee and shall become effective upon 
approval by the District Board of Directors. 

These Rules shall be reviewed at least annually, and revised as necessary, to reflect changes 
in Medical Staff practice, applicable law (including CMS Conditions of Participation), CIHQ 
accreditation standards, and Hospital policy. The Bylaws Committee shall coordinate this 
review and submit recommended revisions to the Medical Executive Committee. 

The Medical Executive Committee may adopt interim policies and procedures between 
formal review cycles to address emerging regulatory requirements or operational needs, 
provided such interim measures are ratified at the next regularly scheduled Medical 
Executive Committee meeting and presented to the District Board for approval. 

END OF MEDICAL STAFF RULES AND REGULATIONS 
Sonoma Valley Hospital  |  Effective ___________ |  Revised per CMS CoP & CIHQ Standards 



 
 
 
 
 
 
 
 
 

BYLAWS 
 

of the 
 

SONOMA VALLEY HEALTH CARE DISTRICT 
 
 
 
 
 

Sonoma, California 



BYLAWS 
of the  

SONOMA VALLEY HEALTH CARE DISTRICT 
 
 
 

Approved by the Board of Directors April 6xxxx, 20232026 
 
 

 
 

Judith BjorndalWendy Lee Myatt, SVHCD Board Chair 
 
 
 
 

 

 
John HennellyKelley Kaiser, President and Chief Executive 
Officer Sonoma Valley Hospital 

 

Orig. Date:         10.31.90 
Revised: 02.27.91 12.06.06 08.04.16 

 12.02.92 05.30.07 01.11.18 
 01.05.94 07.01.09 06.04.20 
 07.30.97 11.05.09 09.02.21 

 
 

 01.08.03 09.02.10 04.06.23 
 02.28.03 10.07.10 05.06.26 
 02.25.04 02.03.11  
 06.29.05 12.01.12  
 09.27.06 03.06.14  
    
    
    
    
    
    
    
    
    
    
    
    
    
                                  



TABLE OF CONTENTS 

Article I Preamble ........................................................................................................... 4 

Section 1. Mission ........................................................................................................... 4 

Section 2. Relationships .................................................................................................. 5 

Article II The Board as a Legal Entity ............................................................................ 6 

Section 1. Powers ............................................................................................................ 6 

Section 2. District Bylaws as Basis of Authority .............................................................. 8 

Article III Board of Directors ............................................................................................ 8 

Section 1. Members ........................................................................................................ 8 

Section 2. Officers ......................................................................................................... 10 

Section 3. Elections ....................................................................................................... 11 

Section 4. Committees .................................................................................................. 11 

Section 5. Compensation .............................................................................................. 13 

Section 6. Indemnification ............................................................................................ 13 

Article IV Delegation of Authority ................................................................................ 14 

Section 1. Chief Executive Officer ................................................................................. 14 

Section 2. Medical Staff ................................................................................................ 15 

Section 3. Contractual Relationships ............................................................................ 17 



Bylaws of the Sonoma Valley Health Care District 

4 

 

 

 
 
 
Bylaws of the Sonoma Valley Health Care District 

Article I Preamble 

These District Bylaws are adopted by the Sonoma Valley Health Care District (the District) Board 
of Directors (the Board) pursuant to and consistent with Division 23 of the Health and Safety 
Code of the State of California, known as “The Local Health Care District Law.” These District 
Bylaws are established to further enable the Board to faithfully exercise its powers and 
fiduciary duties in accordance with applicable law. The Board-approved Policies shall be used to 
assist further in implementing the responsibilities of the Board. 

 
Section 1. Mission 

 
The Mission of the Sonoma Valley Health Care District is to maintain, improve, and restore the 
health of everyone in our community. 

 
This mission is pursued subject to available financial and human resources and leadership 
consistent with the Local District Health Care Law of California. The District sets forth Core 
Values as a framework to provide operational guidance for achieving its mission. 

 
The Core Values of the Sonoma Valley Health Care District are that those who live in Sonoma 
Valley will experience outstanding health care because: 

 
a. There will be direct access to appropriate care when needed and overall health will be 

coordinated in a comprehensive fashion. 
b. Care will show respect and honor the dignity of everyone. 
c. The available services will (a) match the needs of the community, (b) be fiscally 

sustainable, and (c) meet or exceed all quality standards. 
d. Wise stewardship will be exercised regarding the District’s financial resources to ensure 

stability, agility, and prudent growth. 
e. Partnerships with physicians, other healthcare providers, and payers will extend the 

range of available services and conserve resources. 
f. We will feel informed and proud of the quality of health care available in the District. 
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Section 2. Relationships 

 
The Board recognizes that it is most effective in maintaining, improving, and restoring the 
health of everyone in our community when it works in collaboration with others. Among our 
partners are the community, the Hospital, the medical community, other healthcare providers 
such as the Sonoma Valley Community Health Center and UCSF Health, and the Sonoma Valley 
Hospital Foundation. Although the responsibilities of the Board are set forth in our public trust 
as the duties of fiduciary responsibility and care and in state law, it is the intent of the Board to 
maximize its impact on health by building strong, cooperative relationships. 

 
a. The Community 

 
The Board is publicly elected to represent the collective interests of all people in the District, 
regardless of whether they may be patients at the Hospital. That trust is exercised by inquiring 
and listening to the concerns of the entire community regarding health care expectations, 
community resources that might be available, and matters of good organizational citizenship. It 
is also the Board’s responsibility to ensure that the public is informed about its own health and 
the operations of the Hospital and other healthcare services. The public is also welcome and 
encouraged to monitor District operations and policy and participate in the discussion of the 
public actions of the Board. It is the intent of the Board to honor the full spirit of transparency 
in its work. 

 
b. The Hospital 

 
The major resource available to the Board for serving the community’s health needs is Sonoma 
Valley Hospital. This is an Acute Care, community hospital providing emergency care, in-patient 
and ambulatory (inpatient) acute care, post-acute care, therapy, diagnostics, and related 
services. It serves the community by providing prompt response to acute health needs and 
coordination of care and by providing resources to the medical community. 

 
c. The Medical Staff 

 
Physicians are a self-governing community of peers who set standards for quality of care and 
professional conduct. Some of these professionals are Hospital employees; most are not. The 
community is best served when an appropriate mix of practitioners is free to reach professional 
excellence, with the Board providing required oversight and necessary resources. The 
physicians accredited at the Hospital are governed by the Medical Staff Bylaws which are 
reviewed every three years. 



Bylaws of the Sonoma Valley Health Care District 

6 

 

 

 
 
 

d. Other Healthcare Providers 
 
The District recognizes that maintaining, improving, and restoring the health of everyone in our 
community involves collaboration with the entire health care community. Individuals who have 
insurance plans that involve providers outside the Valley who use only the Hospital’s 
emergency or diagnostic and support services are included in our mission. So are those who use 
the services of other local providers and are referred to Sonoma Valley Hospital for supportive 
care. Patients of the Hospital can expect that their care will include referral for advanced 
treatment at Bay Area hospitals that offer specialized services. The District works with local 
adjunctive services to ensure a supportive community environment. 

 
e. Sonoma Valley Hospital Foundation 

Though not a healthcare provider as such, the District recognizes the indispensable role being 
played by the Sonoma Valley Hospital Foundation as an independent and self-governed entity 
in funding certain capital requirements and other defined needs of the Hospital as may be 
determined and coordinated between the two organizations from time to time. 

 
 

Article II The Board as a Legal Entity 
 
The name of the District shall be the Sonoma Valley Health Care District (the District). 

 
The principal office for transacting business and maintaining records of the Sonoma Valley 
Health Care District shall be the Sonoma Valley Hospital (the Hospital), located at 347 Andrieux 
Street, Sonoma, California 95476. The District also maintains a website at 
http://www.sonomavalleyhospital.org. 

 
Section 1. Powers 

 
The Board shall have accountability and authority for those powers set forth in the Local Health 
Care District Law of California [California Health and Safety Code (H&S) 32,000] that are 
necessary for fulfilling its mission. These shall include, but are not limited to the following 
abilities to: 

 
a. Form a medical staff to be known as “The Medical Staff of Sonoma Valley Hospital”; 

such medical staff shall be self-governing, subject to the District Board’s final approval 

http://www.sonomavalleyhospital.org/
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of members and their privileges, hospital rules for quality of patient health and safety, 
indemnification of practice, and Medical Staff Bylaws [California Health and Safety Code 
(H&S) 32128, 32129]. 

b. Recruit and manage such volunteers from the community, serving without 
compensation, as may be needed from time to time to support the Hospital and the 
District. 

c. Hire, direct, evaluate, and terminate if necessary, the President and Chief Executive 
Officer of the Hospital and any other individuals neither working for the Hospital or 
reporting directly to the Chief Executive Officer but necessary for meeting the Mission 
of the District [H&S 32121]. 

d. Enter into contracts for provision of health care and make certain resources are 
available to medical staff members who are serving the community [H&S 32121, 32129]. 

e. Establish and maintain standards for quality of care in facilities under the District’s 
direction [H&S 32125]. 

f. Create entities or enter into contractual relationships with existing entities useful for 
promoting the District’s Mission [H&S 32121, 32131]. 

g. Acquire, lease, manage, and dispose of real assets for the purpose of meeting its 
Mission [H&S 32121, 32123, 32126]. 

h. Authorize the purchase, lease, management, and disposal of capital and other 
equipment needed to meet its Mission [California Health and Safety Code 32122, 
32132]. 

i. Place before the public for vote parcel tax and bond measures to finance healthcare 
services and facilities [H&S 32127]. 

j. Sue and be sued and exercise related actions as a corporate entity [H&S 32121]. 
k. Manage its financial assets in a responsible fashion, including authorization for 

borrowing funds and letting of contracts [H&S 32127, 32130, 32132, 32133, 32136, 
32138]. 

l. Create committees, develop policy, and take other actions necessary to enhance the 
mission of the District [H&S 32121]. 

m. Receive input from the public and inform the public regarding matters related to the 
operation of the District. 

 
The Board exercises its responsibilities through setting goals, conducting periodic self- 
evaluations, assessing the healthcare environment and performance of the hospital, and when 
appropriate, initiating responsive action. All District powers shall only be exercised pursuant to 
specific delegation by the Board of Directors. 
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Section 2. District Bylaws as Basis of Authority 

 
a. Amendment 

 
These District Bylaws shall be reviewed bi-annuallybiennially at the beginning of even 
numbered years. They may be changed by an affirmative vote of at least three Board 
members at a regularly scheduled board meeting. 

 
b. Relationship to Other Bylaws 

 
The Bylaws of the Sonoma Valley Health Care District Medical Staff (the Medical Staff) are 
understood to be a subset of the District Bylaws with respect to their relationship with the 
District. Any action or procedure that is required, allowed, or prohibited in the Medical Staff 
Bylaws will also be required, allowed, or prohibited in the District Bylaws. The District Board 
and the Medical Staff shall consult on any proposed changes in either document that may affect 
both groups. Changes in the Medical Staff Bylaws shall be approved by the District Board; 
changes in District Bylaws that may affect the Medical Staff require corresponding revision of 
the Medical Staff Bylaws. In any case where there is a conflict between the Medical Staff Bylaws 
and the District Bylaws, the District Bylaws shall be controlling. 

 
 
Article III Board of Directors 

 
Section 1. Members 

 
a. Selection 

 
The Board shall consist of five members, having permanent residence in the District and elected 
by the public from registered voters of the District in accordance with California Health and 
Safety Code Section 32100. Three members shall be elected in years evenly divisible by four and 
two members shall be elected in alternating even-numbered years. In the event of a Board 
vacancy, a new Board member shall be appointed to fill the vacated position from applying 
individuals who meet qualification for election by vote of the remaining Board members in a 
publicly noticed and open meeting. The appointed Board member shall serve until the next 
general election returns are certified by the registrar of voters unless the vacancy occurs in the 
first half of the director’s term, but less than 130 days prior to the next general election. In this 
case the appointed director shall serve the balance of the term. (Section 1780 of the California 
Government Code) 



Bylaws of the Sonoma Valley Health Care District 

9 

 

 

 
 
 

b. Fiduciary Responsibilities 
 
Board members have fiduciary responsibilities to the District. Those living in the District trust 
the Board to act on their behalf. 

 
(1) The duty of care requires that Board members act toward the District with the 

same watchfulness, attention, caution, and prudence that a reasonable person in 
the circumstances would. The duty of loyalty requires that Board members not 
place their personal interests above those of the District. 

(2) Board members shall comply with the District’s Conflict of Interest Code as 
detailed in the Board Policies. 

(3) The only actions of the Board are those agreed by a majority of Board members 
in publicly noticed meetings that are consistent with state law and regulations. 
Diversity of informed and well-articulated opinion among Board members is 
expected while questions are open before the Board. 

(4) Board members respect privacy of information by not requesting or seeking to 
obtain information that is not authorized or necessary for conducting the 
business of the Board. Board members respect confidentiality by not revealing 
information to others who are not legally authorized to have it or which may be 
prejudicial to the good of the District. Board members respect information 
security by requesting and monitoring policies that protect the privacy of 
individuals served by or doing business with the District. 

 
c. Personal Qualifications 

 
In their service to the District, Board members are expected to 

 
(1) Actively promote the mission of the District: to maintain, improve, and restore 

the health of everyone in our community. 
(2) Devote sufficient time to their duties to ensure they are fully knowledgeable 

regarding matters about which the Board deliberates 
(3) Provide respectful, positive, independent input into the group decision making 

process 
(4) Seek input from the community and represent the District to the community as 

ambassadors 
(5) Maintain a high level of personal integrity 
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Section 2. Officers 

 
The officers of the Board and their duties shall consist of the following: 

 
a. Chair 

 
(1) Serve as the Board’s primary liaison with the Chief Executive Officer and with the 

press and the public 
(2) Prepare the Board agenda and request necessary support materials for meetings 
(3) Conduct meetings of the Board 
(4) Sign documents as authorized by the Board 
(5) Appoint members to committees subject to approval by a majority of the Board 
(6) Coordinate the Board’s performance evaluation of the President and Chief 

Executive Officer 
(7) Coordinate the Board’s annual self-evaluation and annual retreat process 

 
b. First Vice Chair 

 
(1) Serve in the capacity of the chair when necessary or as delegated 
(2) Serve as the permanent Board representative on the Joint Conference 

Committee of the Medical Executive Committee 
 
c. Second Vice Chair 

 
(1) Serve as chair or member of the Board Quality Committee 
(2) Serve in the capacity of the chair when necessary or as delegated 

 
d. Secretary 

 
(1) Direct that minutes, records, and other support material are prepared and made 

available in a timely fashion 
(2) Serve or cause to be served all notices of the board 
(3) Sign, documents as authorized by the Board 
(4) Serve as chair or member of the Board Governance Committee 

 
e. Treasurer 

 
(1) Serve as chair or member of the Board Finance Committee 
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Section 3. Elections 

 
Officers will be elected at the first regular Board meeting in December of each year for a term 
of one year. Election is by majority vote of the members of the newly- installed Board in even 
numbered years and by majority vote of existing members in odd numbered years. Officers 
may be elected to consecutive terms. In the event that the Board fills a vacant position, it may 
decide either to confirm the new Board member in the previous Board member’s office or 
conduct a new set of elections. 

 
Section 4. Committees 

 
The Board may create committees in order to facilitate its business and to ensure access to 
expertise and citizen input. All committees shall be advisory to the Board and have no authority 
to make decisions or take actions on behalf of the Board unless specifically delegated by the 
Board. A committee is created or disbanded by majority vote of the Board. 

 
a. Types of Committees 

 
(1) Standing Committees assist the Board by gathering information, evaluating 

proposals and policies, and making recommendations regarding key and 
continuous or regularly recurring functions of the District, and are subject to 
Ralph M. Brown Act provisions. The Board Standing Committees shall be: 

i. Finance & Audit Committee 
ii. Quality Committee 

iii. Governance Committee 
iv. Affiliation Oversight Committee 

(2) Advisory Temporary advisory Committees (“Ad Hoc”) may be established to 
study and make recommendations to the Board on specific matters. The scope 
of such committees shall be for a limited purpose and shall not be of 
continuous or on-going naturebe dissolved when their assigned work is 
completed. Upon determination by the Board that the period for advice has 
passed or upon acceptance of the Advisory Committee’s written report by the 
Board, the Advisory Committee shall be disbanded. A temporary Advisory 
Committees shall be comprised of two Board members and are not subject to 
Brown Act provisions. 

(3) Members of Standing Committees and Advisory Committees shall be residents of 
the District or practitioners or business owners having their primary activity 
within the District. 
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(4) Community members of Advisory Committees may serve up to four years with 
the option to be reappointed.  
 

b. Types of Meetings 
 
Meetings of the Board and its standing Committees are conducted in accordance with the Ralph 
M. Brown Act (the Brown Act). A quorum for the Board or for its standing committees shall 
consist of a majority. Agendas for regular Board and standing committee meetings will be 
available 72 hours in advance of meetings, and for special meetings 24 hours in advance, giving 
the date, time and location of meetings. No action will be taken concerning an item not 
previously noticed on the published agenda. Exceptions exist in the case of an emergency 
where the majority of the Board determines that an emergency exists (Government Code 
54956.5), in which case there is a need to take immediate action. The other exception is if a 
regular or special meeting is appropriately noticed and the need for urgent action came to the 
attention of the District subsequent to the agenda being posted. In that case, if two-thirds of 
the Board members present vote (or there is a unanimous vote if less than two-thirds are 
present) that there is a need to take immediate action. Public comment will be invited and 
considered at all open meetings (regular, emergency and special Board meetings and standing 
committee meetings), and meeting agendas, support materials, and minutes will be available to 
the public. 

 
(1) Emergency Board meetings can be called on one hour's notice by the Chair or 

any Board member. News media that has submitted a prior written request for 
notification of emergency meetings shall be notified in advance of the meeting. 

(2) Special Board meetings may be called by any two Board members with 24 hours’ 
notice and are subject to rules applying to regular meetings. News media that 
has submitted a prior written request for notification of special meetings shall be 
notified in advance of the meeting. 

(3) Closed Board meetings may be held for purposes of considering the 
appointment, employment, evaluation of performance, discipline, dismissal or to 
hear complaints or charges concerning a Hospital employee or member of the 
Medical Staff; in consideration of pending litigation; or in matters of negotiations 
concerning real property, labor contracts, or discussion of trade secrets. Closed 
meetings shall be announced, conducted, and reported in accordance with the 
Brown Act, and the public may not participate. Standing committees may hold 
closed meetings if their charter or Board delegation includes issues allowing 
closed meetings. 
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c. Participation of Directors on Standing Committees 

 
No more than two Board members shall be appointed to serve on any Standing Committee at 
one time. Other Board members may attend standing Committee Meetings as members of the 
public at any time. In the event of the absence of a regular Board member on a Standing 
Committee, the Chair of the Board, or in succession, the Chair of the Standing Committee may 
designate other Directors to serve in the capacity of absent Board committee members. All 
appointed members of Board committees, including ex officio appointments and recognized 
alternates shall be voting members and shall count toward establishing a quorum. Board 
members who attend standing committee meetings as members of the public may not 
participate in the discussions to avoid a possible violation of the Brown Act. 

 
Section 5. Compensation 

 
Each member of the Board of Directors shall be allowed his/her necessary traveling and 
incidental expenses incurred in the performance of official business of the District pursuant to 
the Board’s policy. 

 
Section 6. Indemnification 

 
a. Any person made or threatened to be made a party to any action or proceeding, 
whether civil or criminal, administrative or investigative, by reason of the fact that he/she, 
his/her estate, or his/her personal representative is or was a Director, officer or employee, of 
the District, or an individual (including a medical staff appointee or committee appointee) 
acting as an agent of the District, or serves or served any other corporation or other entity or 
organization in any capacity at the request of the District while acting as a Director, officer, 
employee or agent of the District shall be and hereby is indemnified by the District, as provided 
in Sections 825 et. seq. of the California Government Code. 

 
b. Indemnification shall be against all judgments, fines, amounts paid in settlement and 
reasonable expenses, including attorney’s fees actually and necessarily incurred, as a result of 
any such action or proceeding, or any appeal therein, to the fullest extent permitted and in the 
manner prescribed by the laws of the State of California, as they may be amended from time to 
time, or such other law or laws as may be applicable to the extent such other law or laws is not 
inconsistent with the law of California, including Sections 825 et. seq. of the California 
government Government Code. 
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c. Nothing contained herein shall be construed as providing indemnification to any person 
in any malpractice action or proceeding arising out of or in any way connected with such 
person’s practice of his or her profession 

 
 
Article IV Delegation of Authority 

 
The Board honors the distinction between governance and management. The Board shall 
exercise its responsibilities for oversight by operating at the policy level, setting strategic 
direction and goals, monitoring key outcomes, and taking corrective action where needed. 

 
Section 1. Chief Executive Officer 

 
The District employs or contracts with a President and CEO for the Hospital who acts on behalf 
of the District within the constraints of the Board Bylaws and Board Policies set by the Board. 
The Board delegates to the President and CEO the authority to perform the following functions: 

 
a. Manage the District’s human, physical, financial, knowledge, and community good will 

resources in support of the District’s Mission to maintain, improve, and restore the 
health of everyone in our community 

b. Manage the activities and resources of the Sonoma Valley Hospital 
c. Ensure that the hospital complies with applicable laws, regulations, and standards 
d. Provide supporting resources to the Board and its committees as requested 
e. Support the operations of the Board by providing reports, general information, staff 

support, and other resources 
f. Annually, create a draft update on the District’s rolling Three -Year Strategic Plan and 

the Budget 
g. Promote awareness of the hospital, good will in the community, and philanthropic 

support 
h. Serve as the contact executive in affiliation agreements with other district hospitals, 

physician foundations, and other healthcare partners 
i. Negotiate, sign, monitor, and terminate or renegotiate contracts. 
j. Sign checks to meet the District’s financial obligations in accordance with Board Policy. 
k. Execute and sign borrowing notes as authorized by the Board. 
l. Discharge these functions in a positive, legal, and ethical fashion so as to bring respect 

to the District 
m. Carry out directives from the Board 
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Section 2. Medical Staff 

 

a. Establishment of a Medical Staff 

 
There shall be a Medical Staff for the Hospital established in accordance with the requirements of 
the Local Healthcare District Law [California Health and Safety Code HSC § 32000(H&S) 32,000], 
whose membership shall be comprised of all physicians, dentists and podiatrists who are duly 
licensed and privileged to admit or care for patients in the Hospital. The Medical staff Staff shall 
be an integral part of the Hospital. The District shall appoint the Medical Staff by approving their 
credentialing. The Medical Staff shall function in accordance with the Medical Staff Bylaws, Rules 
and Regulations and Policies that have been approved by the Medical Staff and by the District. 

The Medical Staff shall be represented as described in Article IV of these Bylaws and shall be 
afforded full access to the District through the Board’s regular meetings and committees as 
described herein. The Medical Staff, through its officers, department chiefs, and committees, shall 
be responsible and accountable to the District for the discharge of those duties and responsibilities 
set forth in the Medical Staff’s Bylaws, Rules and Regulations, and Policies and as delegated by the 
District from time to time. 

b. Bylaws, Rules, and Regulations 
 
The Medical Staff is responsible for the development, adoption, and periodic review of the 
Medical Staff Bylaws and Rules and Regulations, consistent with these District Bylaws, applicable 
laws, government regulation, and accreditation standards. The Medical Staff Bylaws, Rules and 
Regulations and all amendments thereto, shall become effective upon approval by the Medical 
Staff and the District. Whenever there is a reference in the Medical Staff Bylaws, Rules and 
Regulations, to the “Board of Directors” or “the District,” that term shall refer to and be 
considered as the Sonoma Valley Health Care District as described in Article I of these Bylaws. 

c. District Action on Membership and Clinical Privileges 
 

(1) Medical Staff Responsibilities: The Medical Staff is accountable to the District for 
the quality of care, treatment and services rendered to patients in the Hospital. The 
Medical Staff shall be responsible for investigating and evaluating matters 
relating to Medical Staff membership status, clinical privileges, and corrective 
action, except as provided in Article 4 of the Medical Staff bylaws. The Medical 
Staff shall adopt and forward to the District specific written recommendations, with 
appropriate supporting documentation, that will allow the District to take informed 
action. When the District does not concur with a Medical Staff recommendation, 
the matter shall be processed in accordance with the Medical Staff Bylaws and 
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applicable law before the District renders a final decision. The District shall act on 
recommendations of the Medical Staff within the period of time specified in the 
Medical Staff Bylaws or Rules and Regulations, or if no time is specified, then within 
a reasonable period of time. However, at all times the final authority for 
appointment to membership on the Medical Staff of the Hospital remains the sole 
responsibility and authority of the District. 

(2) Criteria for District Action: The process and criteria for acting on matters affecting 
Medical Staff membership status and clinical privileges shall be as specified in 
the Medical Staff Bylaws. 

(3) Terms and Conditions of Staff Membership and Clinical Privileges: The terms and 
conditions of membership status in the Medical Staff, and the scope and exercise of 
clinical privileges, shall be as specified in the Medical Staff bylaws unless otherwise 
specified in the notice of individual appointment following a determination in 
accordance with the Medical Staff Bylaws. 

(4) Initiation of Corrective Action and Suspension: Where in the best interests of 
patient safety, quality of care, or the Hospital staff, the District may take action 
subject to the standards and procedures in the Medical Staff Bylaws, Rules and 
Regulations and applicable law. 
i. The Chief Executive Officer may summarily suspend or restrict clinical 

privileges of any Medical Staff member subject to the standards and 
procedures in the Medical Staff Bylaws, Rules and Regulations and 
applicable law. 

(5) Fair Hearing and Appellate Procedures: The Medical Staff Bylaws shall establish fair 
hearing and appellate review mechanisms in connection with Staff 
recommendations for the denial of Staff appointments, as well as denial of 
reappointments, or the curtailment suspension or revocation of privileges. The 
hearing and appellate procedures employed by the District upon referral of such 
matters shall be consistent with the Local Healthcare District Law [California Health 
and Safety Code (H&S) 32,150, and those specified in the Medical Staff Bylaws, 
Rules and Regulations. 

d. Accountability to the District 

 
The Medical Staff shall conduct and be accountable to the District for conducting activities that 
contribute to the preservation and improvement of quality patient care and safety in the Hospital. 
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e. Documentation 
 

The District shall receive and act upon the findings and recommendations emanating from the 
activities required by Article IV, Section 2(d). All such findings and recommendations shall be in 
writing and supported and accompanied by appropriate documentation upon which the District 
can take appropriate action. 

 
Section 63. Contractual, Collaborative and Affiliation Relationships 

 
The District may enter into contractual, collaborative and affiliation relationships with other 
Districts, provider organizations, or consortia in order to share resources and improve access to 
care to better serve the needs of those in the Valley. 



MEMORANDUM OF UNDERSTANDING  
BETWEEN  

THE SONOMA VALLEY HEALTH CARE DISTRICT  
AND  

THE SONOMA VALLEY HOSPITAL FOUNDATION FOR FUND RAISING ACTIVITIES 
 

This Agreement is made and executed in Sonoma, California, on February 10, 2026, by and 
between the Sonoma Valley Health Care District (hereinafter referred to as "District"), a District duly 
organized and existing under the Local Health Care District Law of the State of California (California 
Health and Safety Code, Division 23, Sections 32000-32492), with its principal place of business at 
Sonoma, California and the Sonoma Valley Hospital Foundation, a hospital foundation organized and 
operating as a tax-exempt 501(c)(3) corporation with its principal place of business at Sonoma, California 
(hereinafter referred to as "Foundation"). The District and the Foundation may be referred to herein as 
"Party" or "Parties." The District and the Foundation desire to enter into this Agreement for fund raising 
activities with respect to the following:  
 

RECITALS 
 

Whereas, the District and the Foundation agree that significant philanthropic support is needed to 
continue to provide patient-focused, state-of-the-art health care and health-related programs to residents 
and visitors in its service area; and  
 

Whereas, the District and the Foundation agree that such support can most effectively be garnered 
through a hospital foundation operated as a 501(c)(3) corporation, and as such an organization, the 
Foundation is best suited to provide and develop philanthropic support for the District; and  
 

Whereas, the District and the Foundation agree that in order to provide and develop philanthropic 
support for the District, the Foundation will develop and implement a fund development program in 
support of health care for residents and visitors of the District.  
 

Now therefore, in consideration of the promises and the mutual covenants herein contained, and 
for other good and valuable consideration, it is agreed:  
 

1. Responsibilities and Mutual Expectations  
 

A. Responsibilities of the Foundation  
 

i. The Foundation will develop, implement and refine a rolling three-year philanthropic 
strategic plan to maximize community support for the health care of the residents and 
visitors of the District. 

ii. The Foundation will continue to work with the Hospital and District leadership to 
determine annual and longer term goals and mission.  

iii. The Foundation agrees to support the capital, program, and other needs of District-
owned facilities and District-operated programs.  

iv. The Foundation shall ensure there are two (2) ex-officio directors on the Foundation 
Board. Ex-officio directors shall be selected as follows: one shall be selected by the 
Board or Directors of the District; one shall be selected by the CEO of the Hospital. 

v. The Foundation will accept and process all gifts in accordance with all applicable laws 
and regulations.  

vi. The Foundation shall operate according to fundraising best practices and ethical 



standards.  
vii. The Foundation shall make its books and records available to the District and its agents 

for review and inspection upon reasonable written notice and at reasonable times.  
viii. The Foundation shall present annually a report of its activities, funding, and otherwise 

to the Board of Directors of the District. 
 

B. Responsibilities of the District.  
 

i. The District will direct all charitable contributions in support of the District to 
the Foundation for acceptance and gift processing. If unusual circumstance 
requires a gift to be accepted directly by the District, the District will do so in 
accordance with the Foundation's Gift Acceptance  Policy. (see attachment)  

ii. The District agrees to honor donor instructions by using the restricted funds it 
receives from the Foundation only for the purposes intended by the donor.  

iii. The District shall select one (1) ex-officio director on the Foundation Board, as 
described in Section 1.A.iv above. 

iv. The District agrees to make all books and records pertinent to the Foundation 
available to the Foundation for review and inspection upon reasonable notice 
and at reasonable times.  

v. The District shall be responsible for funding 50% of the cost for annual 
independent audits of the Foundation's financial statements.  
 

2. Request for and Transfer of Funds 
 

A. All grant funding requests for the District from the Foundation will be submitted in 
writing to the Foundation and have the Hospital CEO’s written approval.  The 
Foundation agrees to review grant requests submitted by the CEO within sixty (60) 
calendar days  of receipt.  

B. If a grant is approved by the Foundation Board, the Foundation will notify the primary 
project contact, as indicated on the grant application, within seven (7) calendar days of 
approval.  

C. If a grant is denied by the Foundation Board, explanation of the Board's decision will be 
submitted in writing to the Hospital CEO within seven (7) calendar days, of denial. 

D. Grants approved by the Foundation Board will be paid within thirty (30) days of 
receiving request for payment, which shall be submitted in writing by the Hospital CEO 
or Accounting Department and shall be accompanied by the corresponding invoice or 
purchase order..  

3. Funding Cost of Foundation Operations  

A. Based on a budget approved by the Foundation Board, the Sonoma Valley Hospital will 
assist in funding an agreed upon portion of operating expenses of the Foundation.  

4. Terms and Termination  

A. Term. The term of this Agreement shall automatically renew at midnight on June 30 of 



each calendar year unless either Party exercises their right to terminate the Agreement 
under Section B below.  

B. Termination. This Agreement may be terminated by either Party, with or without cause, 
by giving sixty (60) days written notice as provided in Paragraph 11 of this Agreement. 

C. Dissolution and Distribution of Assets. In the event that this MOU is terminated or the 
Foundation is dissolved by the Foundation Board, all properties, monies, and assets will 
be distributed as outlined in  section four of the Foundation's Articles of Incorporation.  

5. Negotiation and Mediation Clause.  In the event of a disagreement or dispute between the 
Parties arising out of or connected with this Agreement, the disputed matter shall be resolved as 
follows: 
 
A. Negotiation.  

i. The parties shall attempt in good faith to promptly resolve any dispute arising 
out of or relating to this Agreement by negotiation between the District and 
Foundation Board Chairs. Any party may give the other party written notice of 
any dispute not resolved in the normal course of business. Within 15 days after 
delivery of the notice, the receiving party shall submit to the other a written 
response. The notice and response shall include with reasonable particularity (a) 
a statement of each party's position and a summary of arguments supporting that 
position, and (b) the name and title of the executive who will represent that party 
and of any other person who will accompany the executive. Within 30 days after 
delivery of the notice, the chairs of both parties shall meet at a mutually 
acceptable time and place.  

ii. Unless otherwise agreed in writing by the negotiating parties, the above 
described negotiation shall end at the close of the first meeting of chairs 
described above ("First Meeting"). Such closure shall not preclude continuing or 
later negotiations, if desired.  

iii. All offers, promises, conduct and statements, whether oral or written, made in 
the course of the negotiation by any of the parties, their agents, employees, 
experts and attorneys are confidential, privileged and inadmissible for any 
purpose, including impeachment, in arbitration or other proceeding involving 
the parties, provided that evidence that is otherwise admissible or discoverable 
shall not be rendered inadmissible or non-discoverable as a result of its use in 
the negotiation.  

iv. At no time prior to the First Meeting shall either side initiate an arbitration or 
litigation related to the Agreement except to pursue a provisional remedy that is 
authorized by law or by agreement of the parties. However, this limitation is 
inapplicable to a party if the other party refuses to comply with the requirements 
of Paragraph i above.  

v. All applicable statutes of limitation and defenses based upon the passage of time 
shall be tolled while the procedures specified in Paragraphs i and ii above are 
pending and for 15 calendar days thereafter. The parties will take such action, if 
any, required to effectuate such tolling.  

 
B. Mediation.  



i. If the matter is not resolved by negotiation pursuant to paragraphs i -v above, 
then the matter will proceed to mediation as set forth below. 

ii. Either party may commence mediation by providing the other party a written 
request for mediation, setting forth the subject of the dispute and the relief 
request.  

iii. The parties agree that any and all disputes, claims or controversies arising out of 
or relating to this Agreement shall be submitted for mediation.  

iv. The parties will cooperate in selecting a mediator and in scheduling the 
mediation proceedings. The parties agree that they will participate in the 
mediation in good faith and that they will share equally in its costs.  

v. All offers, promises, conduct and statements, whether written or oral, made in 
the course of the mediation by any of the parties, their agents, employees, 
experts and attorneys, and by the mediator, are confidential, privileged and 
inadmissible for any purpose, including impeachment, in any arbitration or other 
proceeding involving the parties, provided that evidence that is otherwise 
admissible or discoverable shall not be rendered inadmissible or non-
discoverable as a result of its use in the mediation.  

 
6. Governing Law. This Agreement shall be governed by and construed in accordance with 

the laws of the State of California.  

7. Forum. Any mediation to enforce or interpret the provisions or this Agreement or the 
Parties' rights and liabilities arising out of this Agreement or the performance hereunder 
shall be maintained only in the County of Sonoma, California, or within one or such 
County's incorporated cities.  

8. Severability. If any provision of the Agreement is held by a court of competent jurisdiction 
to be invalid, void, or unenforceable, the remaining provisions shall nevertheless continue 
in full force and effect without being impaired or invalidated in any way.  

9. Integration. This Agreement contains the entire agreement among the Parties and 
supersedes all prior and contemporaneous oral and written agreements, understandings, and 
representations among the Parties. No amendments to this Agreement shall be binding 
unless executed in writing by all of the Parties.  

10. Waiver. No waiver of any of the provisions of this Agreement shall be deemed, or shall 
constitute a waiver of any other provision, nor shall any waiver constitute a continuing 
waiver. No waiver shall be binding unless executed in writing by the Party making the 
waiver.  

11. Notices. Any notice required by this Agreement shall be effective only if sent by certified 
or registered mail, postage prepaid, as follows:  

 
If to District:  
Chair, Board of Directors and President/CEO  
Sonoma Valley Hospital, 347 Andrieux St, Sonoma, CA 95476  

 
 
 



If to Foundation:  
Chair, Board of Directors and Executive Director  
Sonoma Valley Hospital Foundation, 347 Andrieux St, Sonoma, CA 95476  

 
For the purpose of determining compliance with any time limit in this Agreement, a notice shall be 
deemed to have been duly given on the second business day  after mailing, if mailed to the Party 
to whom notice is to be given in the manner provided in this Section. Either Party may, at any 
time, change its address designated above by giving to the other Party thirty (30) days' written 
notice of the new address to be used for the purposes of this Section. 

 
12. Assignability. Neither this Agreement nor any duties or obligations hereunder shall be 

assignable by any Party hereto without the prior written consent of the other Parties.  

In witness whereof, the Parties have executed this Agreement as of the date first above written.  

Sonoma Valley Health Care District 
 
By:       Date:     
 Wendy Lee Myatt, Chair, Board of Directors 
 
 
 
 
 
 
Sonoma Valley Hospital Foundation 
 
By:        Date:     
Lindsay Bennett, Chair, Board of Directors 
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PURPOSE: 
 
This charter sets forth the duties and responsibilities and governs the operations of the 
Affiliation Oversight Committee (the “AOC”) of the Board of Directors (the “BOD”) of Sonoma 
Valley Health Care District (“SVHCD”), a local Health Care District organized and existing under 
the California Law.  
  
The AOC’s purpose is to assist the BOD in its oversight of SVHCD’s collaboration with UCSF 
Health (UCSF), including the review of progress made towards the goals of the Collaboration 
amended and restated Affiliation Agreement (the “Agreement”) entered intosigned by SVHCD 
and UCSF in December March of 20202026. The AOC will coordinate with and review the 
progress of the Joint Operations Committee (the “JOC”) in the process of updating and making 
recommendations to BOD on all decisions relating to the affiliation between the two 
organizations. 
 
RESPONSIBILITIES: 
 
The Committee’s primary duties and responsibilities are, as follows:  
  

• Annually, draft and recommend to the BOD for approval, objectives for the affiliation for 
coming year; a proposed draft of annual goals shall be submitted to the Affiliation 
Oversight Committee by the Joint Operations CommitteeJOC;  

• Review the progress made by the Joint Operations CommitteeJOC against the 
objectives of the Collaboration Agreement and annual objectives; including any 
significant changes to timelines and/or objectives themselves  

 
POLICY: 
 
The AOC shall submit recommendations for action to the BOD on any draft policies developed 
by the AOC, the Joint Operations CommitteeJOC and those developed by the Hospital 
regarding the Collaboration Agreement and/or the affiliation. 
 
Oversight 
 
The AOC shall review and monitor the ongoing performance of the UCSF and SVHCD 
affiliation. The AOC shall constitute a committee of BOD. The BOD shall refer all matters 
brought to it by any party regarding this agreement to the AOC for review, assessment, and 
recommended BOD action. The AOC makes recommendations and reports to the BOD.  The 
AOC is an advisory committee and has no authority to make decisions or take actions on behalf 
of SVHCD unless the BOD specifically delegates such authority.  
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To this end the AOC shall:  

• Regularly review the strategic objectives for the Collaboration Agreement, seek approval 
from the BOD for any changes to these objectives and timelines;  

• Provide oversight, monitoring and assessment of the Collaboration Agreement and 
report to the BOD regularly on that progress;  

 
PROCEDURE: 
 
Annual JOC Work Plan  
Each year, the AOC shall review and approve a proposed Work Plan comprised of any required 
annual activities and additional activities selected by the JOC.  The Annual JOC Work Plan shall 
be reviewed and approved by the BOD in December of each year.  
  
Required Annual Calendar Activities  

• Draft recommendations for the affiliation partners for the year.  
• The JOC Work Plan shall be approved by the AOC and submitted to the BOD for its 

review and approval no later than each December.  
• The AOC shall deliver a report to the BOD on the status of its prior year’s Work Plan 

accomplishments each February.  
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Rules 
 
Charter Review: 
 
 
Authority to Act: 

Will be reviewed/revised, at a minimum, every three years.  
Changes will be submitted to the BOD of Directors for approval. 
 
In compliance with the Charter and as directed by Executive 
Leadership and the BOD 
 

Meeting Schedule: At least two meetings per year 
 

Voting Members: The AOC shall be comprised of have at least four votingtwo 
SVHCD Board members and two UCSF Health liaisons.  

• Two BOD members, one being the BOD Chair 
o One of whom shall be the AOC chair, the other the 

vice-chair 
• Two representatives from UCSF  

o UCSF Health President, Affiliates Network and an 
additional designee 

 
Quorum Requirement: 
 

Half plus oOne member and at least one liaison present. 

Chair: BOD Chair  
  
Composition:  Voting Committee Members, SVHCD liaisons, and the Sonoma 

Valley Hospital CEO, who will provide all materials for review by 
the AOC. 

  
 
 

 
Public Participation 
All AOC meetings shall be announced and conducted pursuant to the Brown Act. The general 
public, patients, and their families and friends, Medical and SVH Staff are always welcome to 
attend and provide input. Other BOD members may attend but only as “observers” as defined in 
the Brown Act.    
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