ROTATOR APPLICATION	


THE UNIVERSITY HOSPITAL/UNIVERSITY OF CINCINNATI


COLLEGE OF MEDICINE





NAME:_________________________________________________________________________SS#:___________________________________





ROTATION APPLYING FOR:________________________________________________DEPARTMENT:_______________________________





START DATE:_____________________________________________END DATE:__________________________________________________





LOCAL HOME ADDRESS:	__________________________________________________HOME TELEPHONE #:_____________________





	__________________________________________________








MEDICAL SCHOOL:_________________________________________CITY/STATE:______________________GRAD DATE:____/____/____


(If your current training site is located outside the greater Cincinnati area or if the training is being done at a non-UH/UC  affiliated institution then attach a copy of your medical school diploma)





International Medical Graduate?  Yes__________   No__________ (If yes, attach a copy of your VALID ECFMG Certificate)





Current and Previous Residency/Fellowship Training in Post Graduate Medical Education.


All previous GME must be listed.�
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It is hereby certified that the above physician:


	Is enrolled full-time in an accredited postgraduate medical education training program and is in good standing


	Is fully covered by health and malpractice insurance


	Holds a current Training Certificate or License to practice medicine in the state of Ohio (please attach a copy of license)


		Has all immunizations up to date (Hepatitis B vaccine; Measles, Mumps, and Rubella (MMR) vaccine since 1980 or proof of immunity)


Had a TB skin test performed within the past year


Has completed training in Universal Precautions, Bloodborne, and Airborne Pathogens within the past year








Unless otherwise separately negotiated, the physician stipend will remain the responsibility of the base institution.
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SIGNATURE OF ASSOCIATE CHIEF OF STAFF FOR GRADUATE MEDICAL EDUCATION�
�
DATE�
�
 


