MEDICAL CENTER OF LOUISIANA

CHARITY AND UNIVERSITY HOSPITALS

OFFICE OF GRADUATE MEDICAL EDUCATION

APPOINTMENT FORM

NAME: ____________________________________________________________________MD_____


   Last


                     First


          
Middle                        
      Degree

SS#: _____________________   D.O.B. ____/____/____       SCHOOL:  LSU 
DEPARTMENT: ______Ophthalmology_________   SUBSPECIALTY: ___________

NEW APPOINTMENT: __X__   
HAVE YOU EVER WORKED WITH ANY OTHER LSU ENTITY? __________ IF SO ID# ________ 
EFFECTIVE DATE: ________7-1-07___________________

APPOINTMENT LEVEL: House Officer __2___

BEEPER #: ____(504) ______________________________

SUBMITTED BY: __Gale Marie Abbass___ DATE: ____________, 2007_____

PHONE: __504-568-2242____

PROGRAM DIRECTOR: _____Marie D. Acierno, MD_____________________
SIGNATURE: _______________________________________________

THIS FORM IS TO BE COMPLETED FOR ANY HOUSE OFFICER WHO WILL BE ON CLINICAL ROTATION AT THE MEDICAL CENTER OF LOUISIANA.

