— Graduate Medical Education

[ e .
MedStar Health Rotating Resident/Fellow Registration

Name: SS#: [ | Resident
Phone: Pager: _| Fellow
Address (Home): City, St. ZIP:

Email address:

E=22EN svonsoring Institution/Current Employer

Institution that you are rotating from (home institution):

Training program in which you are currently enrolled at your home institution:

Name of Residency Coordinator: Phone number:

m Rotation In formation

Indicate which MedStar Hospital you are rotating at:

| Franklin Square [C] National Rehabilitation [ Good Samaritan [ Union Memorial
] Georgetown [] Washington Hospital Center [] Harbor Hospital

Other

Scheduled Rotation Dates: Beginning: Ending:

Program Name/Department where you are rotating:

Medical School Attended: Date of Graduation:

Foreign Medical Graduate? [ YES [ NO If YES, complete the following.

ECFMG #: Certification Date: Expiration Date:

WA Post-Graduate History

Post-graduate Training (most current training 1st)

Specialty PGY Level Dates
Specialty PGY Level Dates
Specialty PGY Level Dates
Specialty PGY Level Dates

Gaps in Training

Position Dates
Position Dates
Position Dates
Position Dates
 secton 5. [T
Do you presently hold any unrestricted license(s) to practice medicine? [JYES [INO Copy of license must be attached.

If YES, list state(s):

I certify that this information is correct.

Signature Date
GME Approval Date
GME use Only Total years of training

Affiliation Agreement executed [ YES [ NO GIFL Coverage for Rotation [JYES [INO Attachments: [JCV []ECFMG [ Licensure




