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APPLICATION FOR MEDICAL STUDENTS


Personal Data										Date_____________________





Name, Last_____________________________	First__________________________ Middle_______________________





Mailing Address_____________________________________________________________________________________





Telephone#______________________________	 Beeper #_________________________	Cell #______________________





Social Security #__________________________ Date of Birth________________ Birthplace________________________





Marital Status:_______________	Sex____________Citizenship:________________________________________________


Education


			 Name			     		Address	 	            Dates	         Degree


College___________________________________  _________________________________  __________  __________





Medical School_____________________________  _________________________________  __________  __________





Post Grad Training__________________________  _________________________________  __________  __________





Licensure and Program Information


(Please provide copies of medical license, driver’s license and ECFMG certificate if applicable.)





Driver’s License# _________________		State_________________	Expiration Date______________





Medical License# _________________		State_________________	Expiration Date______________





� FORMCHECKBOX ��Reciprocity	� FORMCHECKBOX ��Examination         ECFMG # (if applicable) ____________________________





Year/Level___________ Beginning Rotation Date____________________ Ending Rotation Date____________________





Program Name and Address_____________________________________________________________________________





____________________________________________________________________________________________________





Department Name and Phone # __________________________________________________________________________





In requesting approval at Woman’s Hospital, I agree to abide by its Corporate and Medical Staff Bylaws, Rules and Regulations and Policies as applicable.





______________________________________________________________________________________________��___


Signature of Medical Student									Date





______________________________________________________________________________________________��___


Signature of Physician Sponsor									Date





By my signature, I attest that this medical student possesses the skills and competencies of his/her appropriate training year as described in the program requirements.





Approvals








______________________________________________________________________________________________��___


Signature of Site Director or Chief of Staff							Date





______________________________________________________________________________________________��___


Signature of CEO or Designee									Date


�



�




















AUTHORIZATION FOR RELEASE OF INFORMATION





I hereby authorize the release to Woman’s Hospital, its medical staff and its representatives, any and all information and documentation, including, but not limited to quality assurance actions, malpractice actions, disciplinary actions or concerns, and substance abuse records that might be material to an evaluation of my professional competence, judgment, ethics, and other qualifications for residency appointment and clinical privileges requested.





I hereby release from liability Woman’s Hospital, its medical staff and its representatives for acts performed in good faith in connection with the solicitation and evaluation of the above records and documents bearing on my application and my credentials and other qualifications for residency appointment and clinical privileges requested.





I hereby, also, release from liability any and all individuals and organizations that provide to Woman’s Hospital, or its medical staff in good faith information and material concerning my professional competence, judgment, ethics, and other qualifications for residency appointment and clinical privileges requested.








Signature of Medical Student								Date





___________________________________


Printed Name
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