[image: ]
Resident Rotator Application

Please print or type – All areas must be completed
	State department, rotation, and dates for which you are applying:



Name:______________________________________Email:___________________________________

Address:_____________________________  City/State/Zip___________________________________

DOB: ___/___/___   Social Security No: ____-____-____   NPI No_____________ DEA No__________ 
	R.I. Medical License:

R.I. Permanent License No.                                      R.I. Limited Registration No.

Exp. Date:  ____/____/____                                     Exp. Date:  ____/____/____

	Education

Medical, Dental or Graduate School:

Start Date:  ____/____/____                                     End Date:  ____/____/____

	Internship

Hospital:                                                                    

Program:                                                                   Dates:  ____/____/____ to ____/____/____

	Residencies

Hospital:                                                                    

Program:                                                                   Dates:  ____/____/____ to ____/____/____

	Other Postgraduate Training and Remarks (Fellowships, if any)

Hospital:                                                                    

Program:                                                                   Dates:  ____/____/____ to ____/____/____

	Publications (attach additional sheet if necessary)



Signature of Applicant: _____________________________________________Date: ____/____/____
Current Level of Training________________________________

[image: ]				MEMORANDUM

TO:   _____________________________
	       (Rotating Program Director) 

FROM:  ___________________________
		(Program Director)

RE:  ______________________________
		(Name of Resident)

DATE:  __________________________________


I have approved  ________________________ to perform an elective clinical rotation under the 
                                     (Resident Name)

supervision of _____________________________ at Kent Hospital Department of ____________
                        (Supervising Medical Staff Member)                                                    (Department   

___________________, 455 Toll Gate Rd, Warwick RI 02886.  Dr. _________________________
  Name)                                                                                                     (Resident’s Name)

is currently a ________________________ in good standing at ____________________________.
                          (Level of Resident)                                                           (Institution)    

___________________________is scheduled to rotate through Kent Hospital Department of 
   (Resident Name)

___________________________ from ___________________ until _____________________.
 (Department Name)                                (month, date and year)              (month, date and year)

I am attaching a certificate of insurance for ____________________, which verifies professional liability 
                                                                          (Resident’s Name)

in the minimum amount of 1 million per incident, 3 million annual aggregates.


If you have any questions, please feel free to call ________________________.
					            (Telephone Number)

Sincerely,


__________________________________
   (Program Director’s Name and Title)
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Please include the following with your application:

Proof of Immunizations
Copy of Medical License
Proof of Liability Insurance
Rotation Schedule
Letter of Good Standing from Program Director
DEA


Incomplete applications will not be reviewed until the GME office has received all documentation.  Your rotation is not confirmed until you receive clearance from the GME.  

Please fax completed documentation to 401-736-1975.
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