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Medical Student Application

_____________________________________________________________, Student




Privilege Description

Name of Applicant:  ___________________________________________________

The rotation for ______________________________ Student, is authorized by the Affiliation Agreement with LSUMC/Tulane and West Jefferson Medical Center and Louisiana Specialty Hospital.

Student is affiliated with Dr. ______________________________ in their capacity as clinical faculty member of LSUMC/Tulane.

The Student’s duties include accompanying the staff member on hospital rounds for surgery and consultations in the hospital as delineated in the rules and regulations. The Student performs solely at the discretion of the above named staff and is solely assigned to them for purposes of training by the Chairman of the Department of _________________________________________________ at LSUMC/Tulane.

Student shall comply with all requirements and responsibilities established by the medical staff bylaws, rules and regulations, and hospital policies applicable to such student.  Each Student granted privileges must agree, in writing, prior to the exercise of any privileges to comply with all of the above.

_____________________________                    ______________________________  

Effective Date





Student
Approved by:

_____________________________                    ______________________________

Chairman, Credentials Committee

      
Clinical Faculty Member/








WJMC Staff Member

Personal:
Name:  _______________________________________________________________

Address:  _____________________________________________________________

City, State, Zip Code:  ___________________________________________________
Social Security Number:  _________________       Date of Birth:  ________________

Sex:  __________          Martial Status:  ________________

Home Phone Number:  _________________________________

Cell Phone Number:  ___________________________________

Pager Number:  _______________________________________

Email Address:  ________________________________________________________
Will you need computer access?  _______________
Educational References:

Undergraduate
School:  _________________________________________________________

Date of Graduation:  _______________________________________________

Degree:  _________________________________________________________

Medical
School:  __________________________________________________________

Date of Graduation:  ________________________________________________

Degree:  __________________________________________________________

1101 Medical Center Boulevard Marrero, LA 70072            


(504) 347-5511








A. Gary Muller, F.A.C.H.E. President/CEO











Hospital and Health System








