RESIDENT/FELLOW APPLICATION FOR RIGHTS

WHILE IN TRAINING AT

BATON ROUGE GENERAL MEDICAL CENTER

3600 Florida Blvd.  Baton Rouge, LA  70806  ● (225) 387-7736 phone ● (225) 387 –7872 fax

IDENTIFYING INFORMATION (please print clearly)




Date: _____________________

__________________________________________________________________________________________________

Last Name




First Name

M.I.

Maiden Name
__________________________________________________________________________________________________

Birthplace



D.O.B.


Sex

Social Security Number
__________________________________________________________________________________________________

Home Address




City


State
Zip
Telephone # Home/Cell

__________________________________________________________________________________________________

Marital Status


Name of Spouse


E-mail Address
__________________________________________________________________________________________________

Medical School Attended





*Date of Graduation/Degree









(If there is a disparity between your date of graduation and the

*








beginning of your residency training, please explain below.)
__________________________________________________________________________________________________

Residency Program Entering
__________________________________________________________________________________________________

If you were ever in an initial residency program prior to the current residency program you are entering, please list.

Are you a foreign medical graduate?   _____ Yes    ____No    If yes, the date of your ECFMG certificate________________   








       


Copy of ECFMG certificate is required

In Case of Emergency Contact:

__________________________________________________________________________________________________

Name







Relationship

Telephone Number
__________________________________________________________________________________________________

Address






City


State

Zip
________________________________________________



Resident Signature
LICENSE INFORMATION (attach copies)



COPY OF ERAS APPLICATION IS REQUIRED

Louisiana Medical License # _______________________________
Date of Expiration ________________________

Intern Card # _______________________
LA Controlled Substance Licensure # _____________________________

Federal DEA License # __________________________________

TO BE COMPLETED BY RESIDENCY PROGRAM DIRECTOR

The resident has submitted a letter from the Dean’s Office of __________________________________________________

Medical School, indicating completion of the required course work and receipt of his/her degree of Doctor of Medicine (include a copy of the medical school diploma)


________________________________________

________________________________________

Medical Director






Program Director

Graduate Medical Education




Sponsoring Medical Institution

□ M □ S □ W □ D





□ M □ F








Revised 3-09


