

Interim LSU Hospital
House Staff Clearance Form
Name: _________________________________________________

School & Department: ___________________________________

Date of Departure: ______________________________________

Each resident completing service must have this form processed. Your cooperation will be appreciated in checking with the department listed below. Signature indicates that your medical record dictations are complete. 

	Check out departments 
	Signature
	Date 

	Medical Record Services 

Doctors dictation area 2nd floor, 
Benson Towers, 1400 Poydras Street.  
All records dictated and signed up to including departure date and reassignment form completed.


	
	

	Residency Program Director

	
	


Completed form should be submitted to Medical Staff Services
UMOB, 2025 Gravier Street, 7th Floor


Interim LSU Hospital
Medical Record Services

Policy and Procedure Reassignment of Medical Records
I, ______________________________, MD;   ID number ___________

From _________ Department of ______________________ am leaving 


  LSU or Tulane

Interim LSU Public Hospital on________________________________.

Doctor ______________________ has agreed to complete any deficient 



Please Print
Medical Records that were assigned to me for completion.
__________________________________________________________

Signature of accepting Physician




Physician ID
If not completed your Program Director, _________________________ 









Please Print
assumes responsibility.

__________________________________________________________

Signature of Program Director





Physician ID
Note:  This form is to be given to Doctor’s Dictation Supervisor.

