[image: image1.png]Q'.(‘))D Trinity Health | Saint Marys

Of New England Hospital




GRADUATE MEDICAL EDUCATION 

SHORT TERM ROTATION APPLICATION
NAME: ________________________________________________ 
DOB: ___________________________
ADDRESS: __________________________________________________________________________________

CITY/STATE/ZIP: ​​​​​​​​​​​​​​​​​​​​​​_________________________________________
EMAIL: _________________________

CELL PHONE NUMBER: __________________________   

EMERGENCY CONTACT NAME AND NUMBER: _____________________________________________________

Requested Rotation/Department:  ______________________________________________________________
Current Program Name: ______________________________________________________________________
Current Program Director Name: _______________________________________________________________

Current Program Director Telephone Number: ____________________________________________________ 
You must include with this application form the following documents:  (on file in the  residency office at _______)
____ Current CV
____ Photograph

____ Proof of personal health insurance

____ Proof of immunization for rubeola, rubella, or titer documenting immunity

____ Proof varicella titer indicating immunity or a clear history of chicken pox

____ Proof of Hepatitis B vaccine status titer or signed waiver

____ Proof of negative PPD within the previous 12 months of proof of sero-negativity 

____ Proof of Tdap (tetanus, diphtheria, and pertussis) vaccination within the last ten years

____ Proof of flu vaccination (during flu season)
____ Dates of covid vaccination and booker
Please advise your Program to supply:

____ Letter of Good Standing including confirmation of background check (see attached sample)
____ Copy of Malpractice Insurance Cover Sheet

____ Program Letter of Educational Agreement or Contract 

Please submit this form and all required attachments to:  
Saint Mary’s Hospital

 56 Franklin Street, Waterbury, CT 06706
Contact :  Gary A. Hodge, C-TAGME : Manager of Surgical Administration & Education
Gary.Hodge@TrinityHealthOfNE.org

P-203.709.6479 / F-203.709.6089
Applicant Signature: _____________________________________________ Date: _____________________________

GME Office Reviewer: ___________________________________________  Date: _____________________________
Approved By Rotation/Department Chairman: _______________________  Date: _____________________________

Approved by Designated Institutional Official: __________________________________________________________
Date Approved:_________________________

[Company Stationary]

Graduate Medical Education
Saint Mary’s Hospital

56 Franklin Street

Waterbury, CT  06706

RE:  [student name]
To Whom It May Concern:

This letter is to confirm that [name or “attached list of individuals”], will begin their educational training required for [name of program] at Saint Mary’s Hospital or other Saint Mary’s locations [practice name and location] on [date].  This individual(s) is in compliance with Saint Mary’s requirements listed below and the supporting documentation is on file with our organization:

1. A clear (no convictions) criminal background check that covers the last 7 years in all states of residence.  This background check was conducted by [name of vendor] on [date].

2. BLS (CPR) certification.

If you need any other information or have any questions please contact [name, phone and email of contact]. 
Thank you.

Best regards,

[Name of company official]

[Job Title]
