EAST JEFFERSON GENERAL HOSPITAL

MEDICAL SCHOOL STUDENT

REGISTRATION FORM

Name: _________________________________________________

Address: _______________________________________________

School Affiliation: _______________________________________

Specialty Training: _______________________________________

Term of Rotation at EJGH:  _______________________________

Phone Number: __________________________________________

Beeper/Cell Number: _____________________________________

Birthdate: _______________________________________________

Social Security # _________________________________________

I have read and agree to comply with the rules and regulations stipulated in the Medical School Student Practice Guidelines policy.

Medical School Student





Date

EJGH Sponsoring Physician




Date

EJGH Medical Director





Date

10/22/04
