Trainee Orientation Certification
Resident Physicians
Please initial (in the spaces provided) to verify that you have read and understand the following:


Please initial each paragraph and sign/date at the bottom:


 I certify that I have reviewed the William Jennings Bryan Dorn VA Medical Center Guide for Fellows, Residents, and Associated Health Trainees.  I understand my responsibilities and will adhere to all policies and procedures described therein.

 I certify that I have reviewed the following policies.  I understand my responsibilities and will adhere to all policies and procedures described therein.


VHA Directive 1400.1, Resident Supervision
MCM 544-412, Supervision of Resident Physicians

MCM 544-414, Monitoring of Resident Supervision

 I understand that I am required to wear my VA ID Badge whenever I am on duty at the VA.

 HIPAA Minimum Necessary Standard for Protected Health Information:  I understand I am assigned to the Direct Care Provider Functional Category which allows me access to the entire medical record for treatment purposes.

 I understand that I am STRICTLY PROHIBITED from disclosing my computer access codes (if given) to ANYONE, including my family, friends, fellow workers, supervisor(s), and subordinates, for ANY reason.

 I understand that I must go to the WJB Dorn VA Medical Center Education Service to complete out-processing requirements at the end of my training at the VA. I understand that I must surrender by VA ID Badge and parking decal/card. I understand also that my computer access (if given) will be withdrawn at the end of my training at the VA.

	     
	     


Printed Name



              
                                   Last 4 of SS#
__________________________________________________________________________________
Signature




                                                      
Date

NOTE:  ALL TRAINING MUST BE COMPLETED BEFORE YOU CAN RECEIVE YOUR VA ID CARD AND COMPUTER ACCESS!
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