
MOREHOUSE SCHOOL OF MEDICINE
 Resident Application For Outside (External) Elective Rotations

Return this completed application with rotation/experience goals and objectives and program letter of agreement (PLA) to the GME Office, at 22 Piedmont Ave, Suite 125, Atlanta Ga, at least twelve (12) weeks prior to start of an elective and attach the following:

1.  A copy of your current (State) Medical License or Temporary Training Permit
2.  A copy of your U.S. medical school diploma and/or ECFMG Certificate (if applicable).
3.  A copy of your immunization certificate (PPD, [x-ray results when indicated], MMR, Chicken Pox, Hepatitis Vaccine, TDAP, etc.) 
4.  A copy of malpractice carrier coverage summary sheet to support this rotation (see MSM GME office for assistance).

Section I.  To be completed by the Resident/fellow

Name: 	            			        	            			 	     		     
	Last                                                                 	   First Name                                   		 M. I.		PGY Level

Home Address:      		     			     			     					
		  Street		City			State			Zip

Contact Phone:      		Emergency Name:       	Telephone:      

Degree:        Month/Year of Graduation:       Other U.S. Degree: (Ph.D., MPH)        

Medical License/Permit: (State/No.)       Exp. Date:       

MSM Program Name:         MSM Program Director’s Name:         Telephone No.:      


ECFMG No.:       Issue Date:       	

ECFMG Offsite Elective Form completed and submitted to PD?: Yes       No:       


Elective Rotation Requested:       Dates From:      To:      

Name of Elective Participating Site:      

Address:      			     			     			     	
	     Street				City			State			Zip

Purpose/reason for outside/external elective:      

______________________________________________________________________________________________
______________________________________________________________________________________________

Section II.  To be completed by the Residency Program Director at Morehouse School of Medicine.


[bookmark: Check4]|_| 	A Program Letter of Agreement is in place with this participating site and attached to this request with the 
	elective rotation goals and objectives.

|_| 	I have reviewed the goals and objectives of the requested elective rotation with the resident and give my 
	approval. 

|_|	I shall forward, or the Resident shall give evaluation forms to the rotation director for completion at the 
	end of the rotation.

|_| 	I Approve the Resident's Elective Rotation.


Name of Elective Participating Site:      

Elective Rotation Requested:       Dates From:      To:      






Printed Name of MSM Program Director and/or Rotation Director     		              Signature/Date



I have reviewed the above rotation and verify that this Resident will continue to be paid during his/her rotation and $1M/3M professional liability insurance verification will be provided by MSM to the above-named Institution to cover his/her activities.




Printed Name of the DIO, Director, Graduate Medical Education or equivalent                          	Signature/Date

________________________________________________________________________________________________
________________________________________________________________________________________________


Section II. To be completed by Clinical/Educational Participating Site

Name of Elective Participating Site:      

Address:      			     			     			     	
	     Street				City			State			Zip

	|_|  I/We Approve the Resident's Elective Rotation.
	|_|  A Program Letter of Agreement is in place with the MSM Program and attached to this request 
		with the elective rotation goals & objectives.
	|_|  I have reviewed the goals and objectives of the requested elective rotation with the resident and give my approval. 
	|_|  I shall ensure completion of performance evaluations at the end of the rotation as provided by resident’s program.


      								
Printed Name and Title of the Elective Participating Site Supervisor 		  Signature/Date

Telephone Number:                				Email Address:      
					 		

     
Printed Name and Title of the Participating Site Director		                Signature/Date

Telephone Number:                				Email Address:      
					 	
__________________________________________________________________________________________________________________________________________________________________________________________________


Section IV.   Applicable Comments and Notes (From ALL Sections)







[bookmark: _GoBack]|_| Reviewed and Copy Filed by MSM Director of Graduate Medical Education _____________	
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