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APPLICATION FOR CLINICAL OBSERVERSHIP

Department of Pediatrics General &Thoracic Surgery


*Please complete all portions of this form to ensure there is no delay in processing your request.

Date:      
GENERAL INFORMATION
Surname:
     
First Name:
              Suffix:     
Male  FORMCHECKBOX 

Female  FORMCHECKBOX 

Date of Birth:
        
SSN:        

Scrub Size (Top and Bottom):   FORMTEXT 

     
E-Mail Address:
     
Secondary E-Mail Address:
     
Home Address:
     
Country:
     

     

     


Contact Telephone Number:                     Secondary Telephone Number:      
Emergency Contact Person during your visit:

Surname:
     
First Name:
     
Telephone Number:      
E-Mail Address:
     
PROFESSIONAL INFORMATION:
Your Degree/Specialty:                 
Your Current Position Title:          
Do you currently have an Ohio License?          
HOSPITAL / INSTITUTION INFORMATION:
Name of the Institution:      
Institution Address:
     
City:
     
State/Zip Code:
     
Country: 
                 
Telephone Number:         
Please provide a contact person from your institution
Surname:
               
First Name:
      
Title:
     
E-Mail Address:
     
Telephone Number:
     
OBSERVERSHIP PROGRAM
How did you learn about Cincinnati Children’s Hospital Medical Center (CCHMC)?      
Are you here with a patient?      
Which department/division would you like to observe?      
Which Attending Surgeon would you like to observe?      
When would you like to start your observership?      
When is your approximate departure date:      
How long would you like to stay at CCHMC?        weeks
(The maximum amount of time allotted per visitor is 12 weeks)
OBJECTIVES
 

What are the specific objectives you would like to accomplish while observing at CCHMC? Please check all that apply
__Network/Meet Physicians

__Observe Surgery
__Observe Clinic 

__Visit Surgical Programs (select all that apply)

             __Fetal Care Center                           __Esophageal Center

             __Colorectal Center                           __Epidermolysis Bullosa (EB)

             __Surgical Weight Loss Program      __Extracorporeal Membrane Oxygenation (ECMO)

             __Pectus Program                              __Hemangioma and Vascular Malformation Center

             __Intestinal Rehabilitation                 __Trauma Services


__Observe Research Programs     

             __Fetal Therapy                                 __Hemangioma and Vascular Malformation 

             __Intestinal Rehabilitation                 __Liver/Oncology 

             __Surgical Weight Loss 

__Other

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
