EVERGREEN HEALTHCARE

►
RESIDENT/FELLOW










	picture


NAME (Last)





(First)


 (Middle/Maiden)



I attest that the above information is accurate and that I will adhere to the standards, policies and regulations of Evergreen Healthcare during my clinical education program at this facility.

Signature of Resident/Fellow








Date

►
MEDICAL/PROFESSIONAL EDUCATION








___________________________________________________________________________________

Medical/Professional School




Start Date

Yr. of Education

___________________________________________________________________________________

Mailing Address




City


State

Zip Code

___________________________________________________________________________________________________

Residency/Fellowship Institution




Start Date

Yr. of Program

___________________________________________________________________________________________________

Mailing Address




City


State

Zip Code

Program Director’s Name

►
RESIDENT/FELLOW INFORMATION
_____________________________________________________________________________________________

Home Address




City


State

Zip

___________________________


_____________________

_____________________

Home Phone w/area code



Birthdate (M/D/YY)

  Social Security Number

___________________________


_____________________

Medical License Number



State of Licensure

►
CLINICAL AREA



INCLUSIVE DATES AT EVERGREEN



Clinical Area





Month/Day/Year
    to
Month/Day/Year

►
CLINICAL EDUCATION PRECEPTORS








Print Name & Title  (If more than one, please submit names with signatures on a separate sheet of paper)

I understand that I am ultimately responsible for all resident/fellow actions/activity.  Residents/fellows are under direct physician responsibility and accountability.  Clinical Education Preceptors must have a contract with the approved teaching program and it should be made evident to patients that the observer or participant is a medical resident/fellow.

· Please see guidelines and limitations as attached on Policy regarding Scope of Practice.

Signature of Preceptor








Date
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