ON-LINE UNIVERSAL APPLICATION

ROTATING RESIDENT APPLICATION

Last Name First Name MI Date MD/DO

PREVIOUS ROTATIONS AT THIS INSTITUTION:
[ 1 NO (If no please fill out institutional application below, as well as department application)
[ 1 YES (If yes, list rotations and dates below)

ROTATION & DATES 1. thru
2. thru
3. thru
4. thru
Social Security number: Date of Birth: Place of Birth:
Citizenship Base Hospital:

Current Residency Program:

Base Program Coordinator: Base Coordinator’s Phone #:

Base Program Director Level of Training PGY

Name and Location of Medical School

From to Exact Date of Graduation

ECFMG CERTIFICATE: Date Taken: Certificate#
(Attach a copy of ECFMG Certificate)

Arizona Medical/Osteopathic Board Registration# Expires:
Attach a copy of your registration card)

NOTE: Out of state residents must complete the Arizona Medical/Osteopathic Board
resident registration application 60 days before you begin your rotation. Registration
forms are available in the Medical Education Office,

Arizona Medical Practice License # Arizona DEA #




Work History: (fully describe any time (6 months & over) between medical school
graduation date and start of current residency program. prior residency program, travel,
private practice family obligations etc.) (Give exact dates).

ACLS Expiration Date ATLS: Expiration Date)

Local Address: City: State: Zip:
Phone # E-mail Pager
EMERGENCY CONTACT:

Name: Relationship Phone #

*Have you ever heen charged with a violation if any statue of any state, the US or any
Foreign country
If yes, Please Explain:

NOTE: In compliance with Arizona State Public Health laws it is mandatory that all
personnel provide evidence of immunity to TB, Rubella, Rubeola, Hepatitis B and Varicella
before reporting to assigned duties. A copy of your immunization record is required.

I herby certify that the information I submit in this application is complete and correct to
the best of my knowledge and belief.

Applicant Signature Date

Program Director/Coordinator Signator Date



W

Banner Health Svstem

Banner Good Samaritan Medical Center Elective Request Form
Away electives may not be done in June of the senior vear. Electives may only be taken after 50% of core electives have been
completed and scheduled. The following items must be specified.

Resident Name:

Pager: Email:

Rotating Institution:

Name of Rotation:

Start/End Date of Rotation:

Month/Day/Year
Attending Physician:
Address:
Contact Person:
Phone # Fax #
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Banner Good Samaritan Medical Center Away Elective Request Form — Page 2

1. Purpose of the elective (i.e. educational goals and objectives)

2. Curricalum

3. Schedule of Hours

Clinic Director Signature Date

Program Director Signature Date

6. Date of RAC Approval

To be Completed by Internal Medicine Department

COPIES TO:

Department File Jr. Faculty Clinic  Resident

DOCUMENTS REQUIRED TO ACCOMPANY APPLICATION:

Proof of Malpractice (Dept)

Letter of Good Standing (Dept)

*Current Vaccination Records (Resident to contact Occupational Health 239-4456)
*Copy of Resident’s Training Permit (Resident)

Rotation Evaluation (Dept)

* Resident’s Responsibility to Obtain

Completed Evaluation Returned by Resident

Date Returned



