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	University of Chicago Medical Center
Office of Graduate Medical Education

	
	

	Application for Visiting Resident Observer

	

	Checklist
	

	

	
	Application to Observe Medical Care form completed and signed by applicant, sponsoring UCMC Faculty member and Department Chair (to include.....

	
	 FORMCHECKBOX 

	CV

	
	 FORMCHECKBOX 

	Copy of Medical License

	
	 FORMCHECKBOX 

	Letters of Recommendation (2) – (one letter must be from the observer’s home program director in support of the specific Observership at UCMC.)

	
	 FORMCHECKBOX 

	Evidence of INS approval (visa)

	
	 FORMCHECKBOX 

	Other (documentation of education and training)

	 FORMCHECKBOX 

	Conditions for Clinical Observers (Agreement) form

	 FORMCHECKBOX 

	Acceptance of Risk form

	 FORMCHECKBOX 

	Confidentiality Obligations form

	

	Applicants are to return the completed application forms and checklist to the UCMC Program Coordinator at least 30 days in advance of the observership.

	

	A copy of the Hospitals Clinical Observers Policy (Administrative Policy 02-28/MSO Patient Care Policy 52) is included for reference.


	THE UNIVERSITY OF CHICAGO Medical Center

	

	Application to Observe Medical Care

Visiting Resident Observer

	

	

	

	This form is to be used by individuals with advanced medical degrees who wish to come to the UCH to observe medical care in order to advance their education.  The applicant must have an M.D., D.O., Ph.D., or D.D.S. degree, or the equivalent, from another state or foreign country.  Because the clinical observer will not have a license in Illinois and/or will not have any privileges or credentials at the Hospitals, the clinical observer will not be permitted to engage in any patient care or hands-on training involving patients.  There will be no certification made by UCH of any clinical training.

Please refer to the Clinical Observer’s Policy (MSO Patient Care Policy 52)
Observership Being Applied For:

· Visiting Educator (5 day limit)

· Visiting Clinical Observer in Residence (6 month limit – Process through Academic Affairs
· XXVisiting Resident Observer (30-day limit. Must be currently enrolled in a Residency Training Program at another institution. Process through the Office of Graduate Medical Education.)

	

	

	

	NAME:
	 
	(Last)
	
	
	(First)
	
	      
	(MI)
	

	
	
	
	     
	
	     
	
	     
	
	     
	

	
	Street
	
	City
	
	State
	
	Country
	
	Zip Code
	

	Telephone:
	
	Cell/Other
	

	Email Address:
	

	Sex:
	 FORMCHECKBOX 

	M
	 FORMCHECKBOX 

	F
	
	Birthdate:
	
	(MM/DD/YYYY)

	

	

	

	Name of sponsoring entity (hospital, institution, governmental entity, etc.)
	

	Position at sponsoring entity
	

	Are you enrolled in a residency training program?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No
	If yes, include name of program and program director.

	

	

	

	DEPARTMENT  where you will be observing:
	Medicine-Dermatology

	Name of UCH Physician overseeing this observation period:
	

	Area of study at UCH:
	General Dermatology

	Period of study:
	
	to
	
	(MM/DD/YYYY)

	

	

	

	Are you a U.S. citizen?
	 FORMCHECKBOX 

	Yes
	X FORMCHECKBOX 

	No
	

	
	If No, in what country do you hold citizenship?
	Canada

	
	What type of visa do you hold ? 
	H1B


	Application to Observe Medical Care

(Visiting Resident Observer)


	Describe your goals during this period of study and observation:

	     

	     

	     

	     

	     

	     

	

	

	

	LETTERS OF REFERENCE/RECOMMENDATION:  Please attach two (2) letters of recommendation from members of your specialty who can attest to your professional competence and ethical character.  For Visiting Resident Observers, one of the letters must be from the observer’s program director and support the specific observership at UCMC.)

	

	

	

	By signing this application,

· I request consideration for a period of study and observation at UCH.

· I understand that I will not be permitted to engage in patient care.

· I understand that I will be expected to follow all UCH policies and procedures, that I will be expected to undergo screening for infections diseases and safety education. 

· I understand that if I breach any UCH policies or obligations, I will be asked to leave immediately.

· I understand that UCH will not provide me with any clinical training certification at the end of this period of education.

	
	
	

	
	
	Date

	

	

	

	I have reviewed the application and credentials submitted by this applicant to be a Clinical Observer at UCH.  I support the application and I agree to personally oversee and supervise this period of observation and education.

	
	
	

	Signature of Sponsoring UCMC Faculty Member
	
	Date

	
	
	

	Signature of UCMC Department Chair
	
	Date


THE UNIVERSITY OF CHICAGO HOSPITALS
The Hospitals prohibits anyone from engaging in patient care who does not have privileges at the Hospitals or who is not enrolled in the Hospitals’ residency training programs. The Illinois Medical Practice Act prohibits the practice of medicine in the State of Illinois without an Illinois license.  The Act prohibits referring to or representing any person as a “Medical Doctor” if he or she does not hold an Illinois license.  The Act also prohibits an unlicensed individual from wearing clothing or identification that would cause a person to infer that the individual is a physician.  The potential civil and criminal penalties to the individual, his/her supervisors and for the Hospitals for violation of the Act are severe.  Therefore, it is important to prevent persons who are visiting the Hospitals to observe, teach or perform research and who are licensed physicians in other states or countries but who do not hold an Illinois medical license or who do not have privileges at the Hospitals  (“Clinical Observers”) from inadvertently or intentionally violating the Act or Hospital policy.

Conditions for Clinical Observers

	As a condition of permitting
	
	(hereafter referred to as the Clinical

	Observer) the opportunities to observe clinical services or perform research in the Section of
	Dermatology

	of the Department of 
	Medicine
	at the University of Chicago hospitals

	between
	
	and
	
	(insert start and end dates)

	and under the direction of, 
	
	the

	Undersigned agree that the Clinical Observer:


· Will always be accompanied by a UCH clinical attending when in the presence of patient;

· Will not be introduced to a patient, refer to himself/herself or be represented to the patient or any other person as a “Doctor” or a “Physician.”  It is appropriate to represent the Clinical Observer as a Professor if he or she holds appropriate educational degrees;

· If the Clinical Observer wears a white lab coat in the presence of a patient or in any patient care areas, it will not have embroidery on it or other identifying marks or imprints;

· The ID badge for the Clinical Observer must list only his/her first and last name.  It will not carry the designation “Dr.” and may not include any academic degrees.  A department may be indicated below his/her name;

· In the presence of a patient or in any patient care areas the clinical observer will not be asked or allowed to answer specific questions about a patient’s care or treatment, or otherwise provide medical or professional opinions;

· Will not write patient orders or write in patient charts;

· Will not interpret, write, or report test results, x-rays, etc., as part of the treatment of a patient;

· Will not perform any procedures on a patient;

· Will not be indemnified/insured by The University of Chicago or The University of Chicago Hospitals for malpractice purposes.

· Agrees to fully comply with any applicable laws or regulations.

· Agrees to follow all Hospital and University policies, rules and regulations including, specifically, those regarding infection control and Safety, confidentiality, and the policies and procedures of the IRB.

· Shall not be entitled to any of the rights or benefits of employees or students of the Hospitals or the University.

	
	
	

	
	
	

	
	
	

	(UCMC Faculty Attending’s signature and Date)
	
	(UCMC Section Chief’s signature and Date)

	
	
	

	(UCMC Department Chair’s signature and Date)
	
	


THE UNIVERSITY OF CHICAGO and the

UNIVERSITY OF CHICAGO HOSPITALS

ACCEPTANCE OF RISK for Clinical Observers

As a clinical observer of medical activities including surgery and as a participant in research for purposes of my own academic development and training, I recognize and acknowledge that there may be certain risks of physical injury including, but not limited to death, which may arise from these activities.  I have no physical condition that would present a risk of injury to me through my participation as a clinical observer or researcher.  Notwithstanding any instruction or consultation by the University of Chicago and Hospitals, I agree to assume responsibility for any such injuries, damages or loss which I may sustain as a result of participating in any and all activities connected with or associated with the clinical observation or research except if caused by the sole negligence of The University of Chicago or the University of Chicago Hospitals.  I hereby release, waive and discharge the University of Chicago and the University of Chicago Hospitals, their trustees, officers, agents or employees from any and all liability, claim, damages and losses arising out of any loss, damage or injury that maybe sustained by me or to any property belonging to me while participating in these activities.  I acknowledge that the University and Hospitals are providing me with an educational opportunity and I further agree to indemnify and hold The University of Chicago and the University of Chicago Hospitals harmless for any occurrence resulting there from except if caused by the sole negligence of The University of Chicago or the University of Chicago Hospitals.  It is my express intent that this Acceptance of Risk Agreement shall bind the members of my family, my heirs and assigns.  This agreement shall be construed in accordance with the laws of the State of Illinois.  I further agree that participation in any activity will be at my own discretion and judgment.  I also understand that the University does not provide health, accident or liability insurance to me.  I certify that I have health insurance that will cover medical services that might be necessary and agree that I will not participate in clinical observation or research activities should I become uninsured. I further understand that The University of Chicago or the University of Chicago Hospitals may, but is not required to, terminate my participation at any time for any reason.  I am 18 years of age or older.  I have read and fully understand the above Acceptance of Risk and I voluntarily sign this agreement.

	
	
	

	Signature of Clinical Observer
	
	Date

	
	
	

	Printed Name
	
	


THE UNIVERSITY OF CHICAGO HOSPITALS

CONFIDENTIALITY OBLIGATIONS
	I, 
	
	, will be a Clinical Observer at the University

	of Chicago Hospitals.  I understand that I may have access to confidential patient information or confidential information about the family of a patient.

	

	I understand that any information that I learn about a patient, including the fact that a person is a patient, is confidential under the laws of Illinois and that information about a patient cannot be disclosed to anyone.  I understand that Illinois law provides for possible civil and criminal penalties for disclosure of confidential patient information.

	

	I agree that I will not:

	

	
	Repeat to anyone any statements or communications made by or about the patient.

	

	
	Reveal to anyone any information that I learn about the patient as a result of reviewing medical records or from discussions with others providing care to the patient.

	

	
	Make any copies of any medical records or medical information.

	

	I have read this statement.  I understand my obligation to maintain patient confidentiality and I agree to follow that obligation.  I understand that if I breach my obligation to maintain confidentiality, I will be asked to immediately leave the Hospitals and the University.

	

	
	
	

	Signature
	
	Print Name

	     
	
	

	Address (Street, City, State, Zip Code)
	
	Telephone

	
	
	

	Cell Phone
	
	Email Address

	
	
	     

	Date
	
	Department
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