DATA SHEET – LSU SCHOOL OF MEDICINE – GME OFFICE

VISITING HOUSE OFFICER – Medical School

PLEASE PRINT LEGIBLY OR TYPE








 


LSU Department: ________________________  House Officer Level _______
  Residency      or     Fellowship







 




    (Circle One)
LSU Training Program Name__________________________________________________________________





(State Combined name if is combined Program & Fellowship name if fellowship)
Name: _____________________________________________________________________________________




(Last)



(First)



(Middle)




Mailing Address:  _____________________________________________________________________________





(Street)



(City)


(State)


(Zip)

Telephone Number (____) ________________________   Beeper/Cell Number (____)_______________________

Social Security Number  ___ ___ ___ - ___ ___ - ___ ___ ___ ___
Citizenship: _________________________

Date of Birth ______/______/______
Sex:  ___ Male  ___ Female
Visa Status ________________________












(Attach a Copy of Visa)

Place of Birth (City,State,Country): _______________________________________________________________________

Race:  (Please check one):  

Indian/Alaska Native _______    Asian/Pacific Islander _______    Hispanic _____   Caucasian  ______   African American _______      

Other (Please Specify) _______________________________________________

List Person to Contact in case of Emergency:  _______________________________________________________

 Relationship: _______________________________  

Telephone (____) ________________________

EDUCATION:

 Medical School:___________________________________________City,State:__________________________________________

Dates Attended:___________________________________________Degree:_____________________________________________

Training Program:___________________________________________________________________________________________

City, State___________________________________________________________________________________________________

FMGEM, ECFMG or NBMEE Number and Date:  _______________________________________________________________

(attach a copy of your ECFMG Certificate).

Have you participated in other Observation or Patient Care rotations at LSU New Orleans?

Yes

No

	Dates
	Department/Program    
	Observing
	Patient Care

	
	
	
	

	
	
	
	

	
	
	
	


If Yes,  List Date(s) of rotation(s); Program(s); Observe or Patient

Care

Signature of Visiting House Officer _____________________________________________________________________

Revised January 2012

