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Application Procedure for

Health Care Professionals 

For Electives at Saint Louis University School of Medicine

Application procedures are as follows:

1.
Each application must be complete including trainee data, verifications and appropriate signatures before approval is given.

2.
Applicant is to complete Section I of the application and is responsible for having Sections II and III completed by an official of the institution under whose auspices the applicant is currently a member.

3.
Applicant is to sign one original of the Memorandum of Agreement (M.O.A.).

4.
Applicant is to return the application form and both originals of the Memorandum of Agreement along with copies (if applicable) of Missouri License, Missouri BNDD certificate, ECFMG Certificate, Federal DEA certificate , and all other professional certification to:

Saint Louis University Residency Program Director:

Name: 

Jeffrey A. Bailey, M.D., C-STARS Program Director
Address: 
1320 South Grand Blvd




    
Saint Louis, MO  63104





Phone: 

(314)577-8802





5.
Upon receipt, of the application and Memorandum of Agreement the Saint Louis University Program Director will complete Section IV of the application, have the Department Chairperson sign the M.O.A. and forward both the application and M.O.A. to the Saint Louis University School of Medicine Office of Graduate Medical Education, Schwitalla Hall, M260, for M.O.A. final execution.  A copy will be retained in the GME Office, and shared as necessary with affiliated institution officials.   The completed application and the M.O.A. will then be forwarded to the Program Director.  The Saint Louis University Program Director will:

a.
keep one copy of all;

b.
send a copy of the completed application and one original completed M.O.A. to the applicant;

c.
send copies of both the application and the M.O.A. to the applicant’s institution and designated official
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Application

For Health Care Professionals

For Electives at Saint Louis University School of Medicine

_______________________________________________________________________

Directions:
Complete Section I and have Sections II and III completed and attach copies of Missouri License, Missouri BNDD certificate and Federal DEA certificate (if applicable).

Return application to:
Jeffrey A. Bailey, M.D., C-STARS Program Director 

       
1320 South Grand Blvd


Saint Louis, MO  63104
______________________________________________________________________________________________

Section I
To be completed by the applicant:
Residents Name:
______________________________________________________________________________

(Last)                                                                (First)                                                  (Middle)

Mailing Address:
______________________________________________________________________________

(Street, including Apartment Number)

______________________________________________________________________________

(City)                                                                      (State)                                                (Zip)

Telephone: _____-_____-__________
       Soc. Sec. #: __________________________      

Current employment:

 ________________________________________________

Saint Louis University Program to which you are applying: 

C-STARS Saint Louis
Requested Dates of Rotation: ______________________________________________________________________

Applicant’s Signature: ____________________________________________________ Date: ___________________

______________________________________________________________________________________________

Section II
To be completed by the Program Director:

1.
The health care professional named above is in good standing and currently a member of the C-STARS  program.

2.
An evaluation will be requested at the end of the elective rotation.

3. The health care professional has our approval to take this elective.





Signature
__________________________
Date:_______________






Jeffrey A. Bailey, M.D., C-STARS Program Director


C-STARS Saint Louis

	Section 4

Assignment of Rotating Residents, Fellows, and Health Professions Trainees
	Date Revised: October 2002



	4.6 Application for Health Care Professionals
	Page 3 of  3


______________________________________________________________________________________________

Section III
To be completed by an official of the institution in whose program the health care professional is currently a member:

1.
Personal health coverage is in effect while the health care professional is away from our program

2.
Unless otherwise provided for, malpractice insurance is extended to cover health care professional while the health care professional is on this elective rotation.  

3.
The health care professional has our approval to take this elective.

Jeffrey A. Bailey, M.D., 



C-STARS Saint Louis
President of Institution (Print)


Name of Institution

___________________________________

Mailing Address
President of Institution (Signature)


1320 South Grand Blvd







Saint Louis, MO 63104

C-STARS Program Director                    






Title


________________________________________
(314)577-8802
Date





Telephone Number

______________________________________________________________________________________________

Section IV:
To be completed by Saint Louis University School of Medicine Program Director:
The health care professional does have my approval to take the elective rotation indicated below:

SLU Program:
C-STARS

Elective:  
N/A


Dates of Rotation:
______________________________________________________________________

Director:

_________________________________________________ 
_______________

Signature






Date

______________________________________________________________________________________________

TO BE COMPLETED BY SAINT LOUIS UNIVERSITY PROGRAM DIRECTOR:
Please check off:

Copies of application sent by SLU Program Director to:
____  Applicant

____  SLUSOM GME Office (Jackie Watson)
____  Applicants current Program Director

One original M.O.A. sent by SLU Program Director to:
____  Applicant

One original M.O.A. sent by SLU Program Director to:
____  SLUSOM GME Office (Jackie Watson)

Copies of M.O.A. sent by SLU Program Director to:
____  SLU Department Chairperson or Designate

____   SLU Associate Dean for GME (School of Medicine)

