THE UNIVERSITY HOSPITAL/UNIVERSITY OF CINCINNATI COLLEGE OF MEDICINE

VISITING ROTATOR APPLICATION

DIRECTIONS: THIS FORM MUST BE COMPLETED AND SUBMITTED TO THE OFFICE OF GRADUATE MEDICAL EDUCATION (ML 0796) WITH THE APPROPRIATE DOCUMENTATION ATTACHED AND ALL SIGNATURES OBTAINED NO LESS THAN 4 WEEKS (30 DAYS) PRIOR TO THE ROTATION START DATE.

DOCUMENTATION NEEDED: 


COPY OF CURRENT OHIO STATE MEDICAL BOARD TRAINING CERTIFICATE OR PERMANENT LICENSE


MEDICAL SCHOOL DIPLOMA INCLUDING TRANSLATION IF APPLICABLE


COPY OF VALID ECFMG CERTIFICATE IF APPLICABLE


COPY OF CURRENT CV


COPY OF MALPRACTICE INSURANCE INDICATING THE MINIMUM COVERAGE AMOUNT

FORMS TO BE COMPLETED: (LASTWORD AND ACCESS ANYWHERE FORMS CAN BE FOUND ON THE GME WEB SITE http://www.med.uc.edu/residency/gmecontent/forms.html)


LASTWORD FORMS 


ACCESS ANYWHERE


PHARMACY CARD (DO NOT SUBMIT A COPY OF CARD – MUST BE THE ORIGINAL CARD WITH ORIGINAL SIGNATURE)


  Today’s Date: _______________________





  Name of Trainee: _________________________________________________________________________________Degree: ______MD ______DO ______MBBS



Last Name



First Name


MI Initial

  DOB _________/_________/_________
Social Security Number: ____________-____________-____________
Current PGY Level:____________

  Rotation Applying for: _________________________________________________________
Department: _______________________________________________

Rotation Start Date: _________/_________/_________ 
Rotation End Date: __________/__________/__________

  Supervising Physician for Rotation at UH: ________________________________________________________________________

  Current Residency/Fellowship Program: _______________________________________________Name of Program Director:_______________________________________

  Current Parent/Sponsoring Institution: _____________________________________________________________________________________________________________

  Current Parent/Sponsoring Institution Address: ______________________________________________________________________________________________________

  Current Parent/Sponsoring Institution Contact Person & Phone Number: __________________________________________________________________________________

  Medical School: ____________________________________________________________
International Graduate Medical Education: ______Yes ______No

  City & State: _______________________________________________________________ 
If Yes, ECFMG# ______________________ - attach copy of certificate
  Graduation Date: __________/__________/__________

  Previous Graduate Medical Education


Hospital Name: _________________________________________________ City/State/Country: ______________________________________________


Specialty: _____________________________________________________  PGY Level(s): _________________________________________________


Inclusive dates: ________________________________________________


Hospital Name: _________________________________________________ City/State/Country: ______________________________________________


Specialty: ______________________________________________________ PGY Level(s): _________________________________________________


Inclusive dates: _________________________________________________

  Ohio License/Training Certificate #: ____________________________________________
Expiration Date: __________/__________/__________
  Certification: 

  This certifies that Dr. __________________________________(trainee) is in good academic standing in the aforementioned training program, and our    ______________________Office has verified his/her qualifying credentials in accordance with the JCAHO standards as well as the following items: fully   covered by health insurance, malpractice insurance provided by the parent institution, current training certificate or license to practice medicine in Ohio, all   immunizations up to date; Hepatitis B vaccine; Tetanus, Measles; mumps; Rubella (MMR) vaccine since 1980 or proof of immunity; Varicella immunization or documentation of immunity; influenza if applicable, TB skin test performed in the last year, completed training in Universal Precautions, Bloodborne, and Airborne Pathogens within the past year, and received training with respect to the HIPAA standards for patient confidentiality and privacy.

  ________________________________________________
____________________________________________________________

  Name of Current Program Director (Please Print)


Signature of Current Program Director


             Date
  ________________________________________________
____________________________________________________________

  Name of UH Program Director (Please Print)


Signature of UH Program Director


             Date

  FOR UH/UCCOM USE ONLY: _______________________________________________________________________





Signature of UH/UCCOM Director for GME

  Original – Office of GME








Copy – UH/UCCOM Residency/Fellowship Program

  revised 7/17/06

