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The Southeast Louisiana Veterans Health Care System (SLVHCS) Graduate Medical Education VA New GME Trainee Application Package for Academic Year 2012-2013 
Our office is located at 1515 Poydras Street, 7th Floor, Suite 739; Workforce Development (WFD) Service.  Telephone number:  504-566-8408 – FAX:  504-566-8415
GME staff will be available to assist GME trainees Monday through Friday, 9 a.m. – 11 a.m. and 1 p.m. – 3:30 p.m., April 16, 2012 through July 2, 2012.
Please return completed application by COB May 31, 2012.

In this package, you will find the following:
A “welcome” letter from Dr. Cathy Lazarus, Chief, Workforce Development Service and Designated Education Officer, Southeast Louisiana Veterans Health Care System;
A “welcome” letter from Mr. Gregory Player, Acting Chief, Human Resources Management – please sign and return this page;

A letter from Ms. Janice Williams, Administrative Officer, Graduate Medical Education; 

The Medico-Legal Responsibilities of House Staff letter – please sign and return this page;

VA Application for Health Professions Trainees, VA Form 10-2856d– please complete and return this page;

VA Form 0711, Request for Personal Identification Verification Card; please complete and return these two pages – in Section I complete 1,2,3,4,7,8,9; in Section III complete 3-9;
Standard Form 61, Appointment Affidavit – please complete and return this form;
The trainee’s copy of Numbered Memorandum 00-4, “Protection of Patients From Abuse”; please do not return this document – it is your copy to keep; and
Acknowledgement of receipt of Numbered Memorandum 00-4 – please sign and return this page.
Here’s a checklist to help you complete your application:  
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Out-of-town residents may go to a VA hospital in their area and request “courtesy” fingerprints.  Please call Ms. Williams at 504-566-8408 to get the SOI and SON codes.
“Thank you for ‘Caring for our Nation’s Heroes’”!
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WELCOME TO THE DEPARTMENT OF VETERANS AFFAIRS

During the coming months we will be privileged by having the opportunity to work with you to provide quality, compassionate and safe healthcare to our Nation’s Veterans.

Prior to beginning your training experience with this agency, you will be required to fill out some of the enclosed forms.  Although some forms may be duplicates of those required at other medical facilities at which you will be trained, they are also required for employment with the federal government.  Please complete, sign and return ALL required forms.  

Before you can become covered under the federal tort provisions in the event of MALPRACTICE CLAIMS AND PERSONAL LIABILITY, the attached paper work MUST be received and processed by the Southeast Louisiana Veterans Health Care System PRIOR to your first day in training and/or duty status.

Please return the required documents, complete mandatory online training, and have fingerprints taken within the prescribed timeframe prior to the start of your VA rotation. 
If you have any questions concerning this application, please contact Ms. Janice Williams, via 
e-mail, at janice.williams3@va.gov, or telephone number (504) 566-8408.

Thank you for your cooperation and we will see you soon.

          (signed)

Cathy J. Lazarus, M.D., FACP
Chief Workforce Development Service
  and Designated Education Officer
Enclosures:  
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To:  Incoming Resident/Fellow:


Welcome to the Department of Veterans Affairs, Southeast Louisiana Veterans Health Care System, New Orleans, LA.  You are appointed on an intermittent basis at our facility as a resident/fellow from July 1, 2012, to June 30, 2013, under the authority of Title 38, United States Code 7406.  During your period of appointment with our facility, you will be paid indirectly by the VA using the disbursement agreement that has been established between this facility and your medical school and you will be authorized to perform services as directed by your assigned Service Chief.


Unless you have prior service as a Federal employee, acceptance of this letter, as signified by your signature below, and completion of the attached Appointment Affidavit (SF-61), prior to the start of your training, will serve as our appointment authorization for this period.  If you have prior Federal service, you are requested to report to our Human Resources Management Office prior to July 1, 2012 for additional appointment information and/or processing.  Please bring this letter with you, as well as any documents you may have relating to that prior service.

Sincerely,

           (signed)

Gregory Player
Acting Chief, Human Resources Management

Enclosure:  SF-61

I agree to serve in the above capacity under the conditions indicated.

Print Name ______________________________

Signature _____________________________________   Date ____________________
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VETERANS HEALTH ADMINISTRATION (VHA) MANDATORY TRAINING
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DEPARTMENT OF VETERANS AFFAIRS

Southeast Louisiana Veterans Health Care System

P.O. Box 61011
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           New Orleans LA  70161-1011
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MEDICO-LEGAL RESPONSIBILITIES OF HOUSE STAFF


Medico-Legal Responsibilities of House Staff under the Federal Tort Claims Act, the Government is liable for the malpractice of its employees acting within the scope of their employment.  For purposes of this Act, residents are considered to be employees and 38 U.S.C. 7316 applies; however, because of the variety of conditions and situations which exist, Regional Counsel will be consulted in any situation respecting the adequacy or applicability of malpractice coverage for residents. The following administrative precautions will be exercised: 


Residency members must be informed that they are not protected by the Federal Government in the event of malpractice, negligence, or any other claims against them in consequence of their activities during a period of assignment to non-VA institutions (unless the assignment is at the direction of VA).  This notification will be made a matter of record and placed on the left side of each residency member's official personnel folder.


See also 38 U.S.C. 7316, 28 USC 2679, and 38 CFR 14.605. More information may be found here: http://vaww.ogc.vaco.portal.va.gov/law/ftca/default.aspx
___________________________________________



Print Name

___________________________________________                  ___________________                                      

                       Signature






Date

Please complete the attached forms and return with your VA Application
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VA Form 10-2850

 
SF61                                         VA Form 0711
Please read the attached Numbered Memorandum 00-4 and sign the acknowledgement sheet that follows this page. Return this signed page with your VA GME Trainee Application.
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Mail only your completed VA New GME Trainee application to:  
Southeast Louisiana Veterans Health Care System

Workforce Development Service (002C)

Attention:  Ms. Janice Williams

P. O. Box 61011

New Orleans, LA 70161-1011





Attachment 




Numbered Memorandum 00-4

From:

To:

Southeast Louisiana Veterans Health Care System Director (00)

Subj:
Patient Abuse or Mistreatment

1.  I have received, understand, and will abide by the provisions of Numbered Memorandum 00-4, “Protection of Patients from Abuse”.  I will not abuse any patient and will not tolerate it happening in my presence.

2.  If patient abuse is witnessed, perceived, or suspected, I will immediately report it to my supervisor and/or appropriate management official (i.e. Charge Nurse, Clinic Managers, Service Chiefs, etc.).  

3.  I will immediately complete Part I of VA Form 10-2633, Report of Special Incident Involving a Beneficiary, giving a detailed account of the circumstances.

4.  I will cooperate fully with any investigation into patient abuse.

_____________________________    _____________________    __________

Print Name                                            Signature                               Date       
FINGERPRINT RECORD
(PREP SHEET)
Assignment over 120 days?                                                 Providing Patient Services? YES                              NO                                                      YES                               NO

Please print                                         Please print 
===============================================================

NAME (last, first, middle)__________________________________________________

SSN:_____________________________

DOB (year, month day)_____________________________________________________

Alias (any other names used)________________________________________________ 

Sex (circle one)                   MALE                                   FEMALE

RACE___________EYE COLOR_________________  HAIR COLOR______________

HEIGHT____________

WEIGHT____________

Place of Birth (city, state)______________________________________

Citizenship of what county_____________________________________

Employed by what Hospital Service:______________________________                

Employment Type

	C
	-
	Contract

	E
	-
	Employee  if so Position ________________

	F
	-
	Fee Basis

	R
	-
	Resident

	V
	-
	Volunteers

	W
	-
	Without Compensation 

	O
	-
	Others

	
	
	


 (Circle One Letter)

ADDRESS:

STREET________________________________________________________________

CITY_____________________________STATE______________ZIP CODE________

Phone number _______________________

E-Mail (if available)__________________  Fingerprinted by______________________

                                                                        Date_______________________                                                                   

   [image: image12.wmf]                    

Did you remember to use this form to ensure you’ve completed and returned all required forms? 
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Please only return the forms received from this office, by May 31, 2012, to:  
Southeast Louisiana Veterans Health Care System

Workforce Development Service (002C)
Attention:  Ms. Janice Williams

P. O. Box 61011

New Orleans, LA 70161-1011

THANK YOU FOR YOUR COOPERATION

You may call Ms. Janice Williams at the Southeast Louisiana Veterans Health Care System, Office of Graduate Medical Education, Workforce Development Service, at 504/566-8408, Monday through Friday, between the hours of 8 a.m.-4:30 p.m., with any questions you may have and/or for additional assistance regarding this application.

DEPARTMENT OF VETERANS AFFAIRS


Southeast Louisiana Veterans Health Care System


P.O. Box 61011


New Orleans LA  70161-1011
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Southeast Louisiana Veterans Health Care System
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New Orleans LA  70161-1011
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Dear VA Health Professions Trainee,



You may be selected, through an affiliation agreement between LSU Health Sciences Center and Department of Veterans Affairs to receive an appointment in a health professions training program at the Southeast Louisiana Veterans Health Care System, located in New Orleans, LA.



VHA Mandatory Training for Trainees

In order for you to train at VA, you are required to complete a mandatory training program titled VHA Mandatory Training for Trainees.  This training is available through the VA Talent Management System (TMS).  The TMS offers web-based training to VA employees and its partners.  



To use the TMS, you must self-enroll and create a profile at http://www.tms.va.gov. Once you are at the TMS website, follow the steps listed below to create your profile, launch the mandatory training course and complete the content prior to your coming to VA to begin your clinical training. 



Each health professions trainee will need the following information in order to complete the self-enrollment process in the TMS:

· VA Location Code: NOL 

· VA Point of Contact First Name: Janice

· VA Point of Contact Last Name Williams

· VA Point of Contact Email address  janice.williams3@va.gov 

Managed Self-Enrollment (MSE) enhances VA’s training and reporting compliance, and is another step toward establishing VA as a 21st century organization built on providing the best care and service possible for our Veterans!



Sincerely,

Janice J. Williams

Administrative Officer





[bookmark: _GoBack]Step-by-Step Instructions

1. From a computer, launch a web browser and navigate to http://www.tms.va.gov

2. Click the [Create New User] link located near the SIGN IN button.

3. Select the radio button for “Health Professions Trainee”  DO NOT SELECT "WOC"

4. Click the [Next] button

5. Complete all required fields, and any non-required fields if possible.

a. My Account Information:

i. Create Password 

ii. Re-enter Password

iii. Security Question

iv. Security Answer 

v. Social Security Number*  (If you do not have a Social Security Number, follow the on-screen instructions when registering.)

vi. Re-enter Social Security Number

vii. Date of Birth 

viii. Legal First Name

ix. Legal Last Name

x. eMail Address (Enter your personal email address. The eMail address will be used as your UserID when you login)

xi. Re-enter eMail address 

xii. Phone Number (Enter a number where you can be reached by VA staff if issues arise with this self-enrollment process or in other circumstances)



b. My Job Information:

i. VA City – (Enter the city of the VA training facility)

ii. VA State – (Select the state of the VA training facility)

iii. VA Location Code – (Select the Code that was provided by your VA Point of Contact)

iv. Trainee Type 

v. Specialty/Discipline

vi. VA Point of Contact First Name (Enter the name that was provided by your VA Point of Contact)

vii. VA Point of Contact Last Name (Enter the name that was provided by your VA Point of Contact)

viii. VA Point of Contact Email (Enter the email that was provided by your VA Point of Contact)



Once you have entered all of the required data, click the “Submit” button.  Your profile will be immediately created. Copy and save the UserID displayed to you on the confirmation page, as you will need this for future logons to the VA TMS. Once done, click on the “Continue” button and wait until your “To-Do” list is displayed with the title of the mandatory training course.

Launching and Completing the Content

Mouse over the title of the VHA Mandatory Training for Trainees training course.

Click the [Go to Content] button in the pop-up window that appears.

Complete the course content following the on-screen instructions.

Exit the course and a completion of the course will be recorded for your effort.

Click on the “Completed Work” pod on the lower right hand side of your internet browser window.

Move your mouse over the title of the course you just completed and choose to “Print Completion Certificate”.

Print your completion certificate and save it in a pdf file for your records.

When you report to VA, bring the Certificate of Completion for your mandatory training for verification by VA personnel.

Trouble-shooting and Assistance

The Check System link on the VA TMS is an automated tool that confirms the existence of basic, required software on the computer you are using to complete this training.  If one of the components of your computer is not in compliance with the requirements, a red “x’ will appear next to the Check System link.  Should this be the case with your computer, please follow the instructions to bring your computer up to the standards that will work with the VA TMS.



If you do not have a Social Security Number, or if you experience any difficulty creating a profile or completing the mandatory content, contact the VA MSE Help Desk at 1.888.501.4917 or via email at VAMSEHelp@gpworldwide.com.



* Your SSN is used only as a unique identifier in the system to ensure users do not create multiple profiles.  The SSN is stored in a Private Data Table that cannot be accessed anywhere via the VA TMS interface.  It is securely transferred to a VA database table inside the VA firewall where it can be confirmed, if necessary, by appropriately vested system administrators and/or Help Desk staff.  
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ADVANCE is an HR&A initiative to invest in people development, workforce engagement and talent management for the delivery of high-quality healthcare, benefits and other services to Veterans and their families.

VHA Mandatory Training for Trainees
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APPOINTMENT AFFIDAVITS

(Position to which Appointed) (Date Appointed)

(Department or Agency) (Bureau or Division) (Place of Employment)

l, , do solemnly swear (or affirm) that--

A. OATH OF OFFICE

I will support and defend the Constitution of the United States against all enemies, foreign and domestic;
that | will bear true faith and allegiance to the same; that | take this obligation freely, without any mental
reservation or purpose of evasion; and that | will well and faithfully discharge the duties of the office on which
| am about to enter. So help me God.

B. AFFIDAVIT AS TO STRIKING AGAINST THE FEDERAL GOVERNMENT

| am not participating in any strike against the Government of the United States or any agency thereof,
and | will not so participate while an employee of the Government of the United States or any agency
thereof.

C. AFFIDAVIT AS TO THE PURCHASE AND SALE OF OFFICE

| have not, nor has anyone acting in my behalf, given, transferred, promised or paid any consideration
for or in expectation or hope of receiving assistance in securing this appointment.

(Signature of Appointee)

Subscribed and sworn (or affirmed) before me this day of 2
at
(City) (State)
(SEAL) (Signature of Officer)

Commission expires
(If by a Notary Public, the date of his/her Commission should be shown) (Title)

Note - If the appointee objects to the form of the oath on religious grounds, certain modifications may be permitted pursuant to the
Religious Freedom Restoration Act. Please contact your agency's legal counsel for advice.

. Standard Form 61
U.S. Office of Personnel Management Print Revised August 2002
The Guide to Processing Personnel Actions NSN 7540-00-634-4015  Previous editions not usable
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Department of Veterans Affairs



Numbered Memorandum

                                                                                                     00-4

                                                                                          December 29, 2009

PROTECTION OF PATIENTS FROM ABUSE

1. PURPOSE:  The purpose of this Numbered Memorandum (NM) is to describe policy and procedures for the protection of patients from real or perceived abuse, neglect, or exploitation by employees, students, volunteers, other patients, visitors or family members.  The policy contained in this Numbered Memorandum applies to any patient in any capacity of Southeast Louisiana Veterans Health Care System (SLVHCS).

2. POLICY:  


a. Patient abuse, whether physical, verbal, or psychological, is unacceptable.   Employees will treat all patients with kindness and respect.


b. Penalty:  If patient abuse is proven, the administrative action is usually removal; however, progressive disciplinary action will be considered based on the circumstances of the incident, severity of the incident, and the employee’s record.


c. Disciplinary Action:  Disciplinary action will also be taken in accordance with appropriate regulations if:


(1)  an employee fails to report patient abuse to the proper authorities;


(2)  a management official fails to immediately conduct a thorough investigation into any reported patient abuse; or


(3)  an employee intentionally makes false or unfounded charges of patient abuse against another employee.


d. Definitions:  Patient abuse, whether or not provoked, is defined as acts against patients which involve:


(1) Physical/Sexual Abuse (some examples include, but are not limited to):  Striking/attacking; sexual assault/harassment/coercion; unreasonable physical constraint; deprivation of food, medication, or water; inappropriate use of physical or chemical restraint; neglect; failure to assist with personal hygiene; failure to protect from health and safety hazards; and intentional omission of care.
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            (2)  Psychological/Mental Abuse (some examples include, but are not limited to):  Subjecting a person to fear, isolation or emotional distress; withholding emotional support; willful violation of a patient’s privacy, harassment, ridicule and intimidation (such as following an individual or getting too close to their physical being – violating an acceptable space zone) to bring about a certain effect.


(3)  Verbal Abuse is cursing; yelling; expressing indifference; ridiculing; or 


threatening a patient.  Some examples include but are not limited to:


		EXAMPLES OF


PATIENT ABUSE



		EXAMPLES OF


INAPPROPRIATE CONDUCT



		Profanity directed at


the patient.

		Profanity not directed 


at the patient.



		Yelling—Hostile with emotional component; e.g., “Shut up and Sit Down!”

		Loud interaction—but with instructional intent (lacks emotional component).



		Indifference-Overt statement; e.g., “I don’t care what happens to you.”

		Apathetic (flat, uncaring) 


affect.



		Ridicule-Words or actions that make fun of a patient.

		Inappropriate joking, which offends a patient, but, is not focused at a patient.



		Implied or Overt threat to a patient.

		Failure to attempt to defuse or de-escalate a patient’s aggressive behavior toward staff.





Inappropriate employee conduct will be referred to the appropriate supervisor for administrative action.


(4) Exploitation:  Taking unjust advantage of another for one’s own 

advantage or benefit.  Examples may include but are not limited to:


		EXAMPLES OF


EXPLOITATION





		Direct or indirect request for money for performing basic services (i.e., “The patient across the hall gave me $10 when I bathed him.”). 



		Using patient’s credit card for personal use(i.e., telling patient child needs clothes, school books, etc. that you can't afford)



		Borrowing money 



		Photographing patient without his/her consent, then using photographs for reasons not related to his/her VA medical care.













Numbered Memorandum 00-4

3. RESPONSIBILITIES:


a. Associate Director, Patient/Nursing Services:


(1) During New Employee Orientation, the Associate Director, Patient/Nursing 


Services will:


(a) provide every new employee with a copy of this Numbered 


Memorandum;


(b) discuss “Protection of Patients From Abuse”;


(c) obtain the employee’s signature on Attachment A to this Numbered Memorandum certifying his/her receipt, understanding, and agreement to comply with this policy; and


                  (d)  forward signed receipts to Human Resources Management for filing in the employee’s Official Personnel Folder.


          (2) The Associate Director, Patient/Nursing Services will provide annual mandatory training for all employees regarding the content of this policy via MYPEAK.

b. Service Chiefs will notify the Director within 24 hours of an alleged report of 

patient abuse.  As appropriate, the Associate Director, Chief of Staff, and/or Associate Director, Patient/Nursing Services will also be contacted.

c. Mid-level Managers/Supervisors will assure the timely examination of any potential

 physical injury to the patient and the submission of VA Form 10-2633 in compliance with Numbered Memorandum 11-24, Patient Safety Improvement Program.

d. Employees will:



          (1) complete Part 1 of VA Form 10-2633, Report of Special Incident Involving a Beneficiary, when they are advised of, perceive, or witness any abuse of a patient within 24 hours; and


            (2) immediately give VA Form 10-2633 to their immediate supervisor who will report to the appropriate Service Chief and the Patient Safety Manager.  

4. PROCEDURES:  The Director/designee will determine if an incident meets the definition of patient abuse.


a.    When allegations of patient abuse are raised, the Director/designee may order a preliminary investigation (Fact Finding) to determine if an Administrative Investigation Board (AIB) is necessary.  

b.   If definition of patient abuse is met, the AIB will recommend that “appropriate administrative action” be taken against the employee(s). The Director will be the final approving official of all recommendations.
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c.    If the definition of patient abuse is not met, the matter will be closed or referred to the appropriate Service Chief for appropriate action, if there has been a finding of inappropriate employee conduct.


d.  Occasionally, a patient may use allegations of patient abuse or threaten such allegations to manipulate staff.  In some instances, a patient may not be oriented to reality.  These situations require a VA Form 10-2633 and an initial review, but are exceptions to the requirement for an AIB.  The reasons for not initiating an AIB must be clearly documented and approved by the Director. This information will be maintained by the Risk Manager.


5. RESCISSION:  Numbered Memorandum 00-4,  Protection of Patients From Abuse, 


dated September 6, 2006.

6.  REFERENCES:  VHA Handbook 1050.1, VHA National Patient Safety Improvement Handbook, May 23, 2008; VA Handbook 5021, Part 1, Appendix A, “for Title 5 & hybrid – Table of Examples of Offenses and Penalties”; Comprehensive Accreditation Manual for Ambulatory Service, The Joint Commission, current edition, located on the Intranet; and Numbered Memorandum 11-24, Patient Safety Improvement Program, dated May 21, 2009, located on the intranet.

7.  FOLLOW-UP RESPONSIBILITY:  Patient Safety Manager, Office of the Associate Chief of Staff/Quality and Performance (11Q).

8.  EXPIRATION DATE:  August 2012.


(signed)

Julie A. Catellier

Director


Attachment: 1 

SUMMATION OF POLICY & PROCEDURE CHANGES:


This policy has been updated to reflect (1) that the Director/designee is informed of an allegation of patient abuse within 24 hours of the incident; (2)  Director/designee will determine if an incident meets the definition of patient abuse; (3) Director/designee may order a preliminary investigation (Fact Finding) to determine if an Administrative Investigation Board (AIB) is necessary; (4) Director will be the final approving official of AIB recommendations; and (5) Administrative Investigation Board (AIB) in lieu of Administrative Board of Investigation (ABI).                   
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From:


To:

Southeast Louisiana Veterans Health Care System Director (00)


Subj:
Patient Abuse or Mistreatment


1.  I have received, understand, and will abide by the provisions of Numbered Memorandum 00-4, “Protection of Patients from Abuse”.  I will not abuse any patient and will not tolerate it happening in my presence.


2.  If patient abuse is witnessed, perceived, or suspected, I will immediately report it to my supervisor and/or appropriate management official (i.e. Charge Nurse, Clinic Managers, Service Chiefs, etc.).  


3.  I will immediately complete Part I of VA Form 10-2633, Report of Special Incident Involving a Beneficiary, giving a detailed account of the circumstances.


4.  I will cooperate fully with any investigation into patient abuse.


_____________________________    _____________________    __________


Print Name                                            Signature                               Date       

1

3

4




Employee Orientation



						 VA New GME Trainee Application Checklist



						 

Author: Use this template to make sure that new employees are sufficiently oriented to the 
job function and to your company's way of doing business. Even the best 
managers don't have a perfect memory; this template ensures that nothing falls 
through the cracks. 

This template is intended to be filled out on paper, though you 
may want to complete the basic employee information electronically. The other 
category at the bottom of the template contains lines for custom entries.





														 								 





						Documents:														Completed

						Welcome letter from Designated Education Officer

						Signed Welcome letter from Chief, Human Resources

						Read mandatory training instructional letter from GME Administrative Officer 

						Signed Medico-Legal Responsibilities of House Staff letter 

						VA Application for Health Professions Trainees, VA Form 10-2856d

						VA Form 0711, Request for Personal Identification Verification Card, Sections I and III

						Standard Form 61, Appointment Affidavit 

						Read Numbered Memorandum 00-4, “Protection of Patients From Abuse”

						Signed Acknowledgement of receipt of Numbered Memorandum 00-4 

						Prepared fingerprinting prep-sheet to take to VA fingerprinting appointment

						Mailed your completed VA New GME Trainee Application 

						Printed training certificate to hand deliver, email, or fax to your Service IT staff

						 

						Mail your completed VA New GME Trainee application to:  

						Southeast Louisiana Veterans Health Care System

						Workforce Development Service (002C)

						Attention:  Ms. Janice Williams

						P. O. Box 61011						 

						New Orleans, LA 70161-1011
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Form Approved: OMB No, 2900-0673
Respondent Burden: 5 Minutes

REQUEST FOR PERSONAL IDENTITY VERIFICATION CARD

PRIVACY ACT STATEMENT: VA is authorized to ask for the information requested on this form by Homeland Security Presidential Directive (F(SPD)-12. and 31
USC 7701. The information and biometrics collected, collected as part of the Federal identity-proofing program under HSPD-12 are used to verty the personal identity
of VA applicants for employment, employees, contractors, and affiliates (such as students, WOC employees, and others) prior to issuing a Department identification
credential. The credentials themselves are to be used to authenticate electronic access requests from VA employees, contractors, and affiliates issued a Department
identification credential to gain access to VA facilities and networks (where available) through digital access control systems, as well as to other federal government
agency facilities and systems where permitted by law. The information collected on this form is protected by the Privacy Act, 5 USC Section 552(a) and maintained
under the authority of 38 USC Section 501 and 38 USC Sections 901-905 in VA system of records "Police and Security Records-VA (103V A 713)". VAmay make a
"routine use” disclosure of the information in this system of records for the routine uses listed in this system of records, including: civil or criminal law enforcement,
constituent congressional communications initiated at your request, litigation or administrative proceedings in which the United States is a parts or has an interest, the
administration of VA programs, verification of identity and status, and personnel administration by Federal agencies. Failure to provide all of the requested information
may result in VA being unable to process your request for a Personal Identity Verification Card, or denial of issuance of a Personal Identity Verification Card. If you do
not have a Personal Identity Verification Card, you may not be granted access to VA facilities or networks, which could have an adverse impact on your application to
t come, or status as, a VA employee, contractor or affiliate where such access is required to perform your assigned duties or responsibilities.
PAPERWORK REDUCTION ACT NOTICE: The public reporting burden is approximately 5 minutes includine time to review instruction, find the information. and
complete this form  Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden, to
the VA Clearance Officer (005E3), 810 Vermont Avenue, Washington, DC' 20420,
SECTION | - APPLICANT INFORMATION
APPLICANT INFORMATION (Completed by Applicant)

1. LEGAL NAME OF APPLICANT (Insert last, fit midale and suffix name) 2. NICKNAME TO BE USED FOR APPLICANT (Insert last name and first name, if applicable)
F- DATE OF BIRTH (Mm/DD/YYYY) . SOCIAL SECURITY NO. 5. HOME PHONE NUMBER (Include Area Code) (Optional)

[6- HOME E-MAIL ADDRESS (0ptional) 7. HOME ADDRESS

8. SIGNATURE OF APPLICANT 9. DATE SIGNED

SECTION Il - SPONSOR VERIFICATION (Completed by Sponsor)

PART A - APPLICANT EMPLOYMENT INFORMATION (Completed by Sponsor)

1. NAME AND ADDRESS OF FACILITY OR ASSIGNED DUTY STATION [2. NAME OF SPONSORING DEPARTMENT, SERVICE, OR SECTION, AND MAIL ROUTING
SYMBOL

Southeast Louisiana Veterans Health Care System
P.O. Box 61011 |3 CREDENTIALSIORGANIZATIONAL TITLE (4K APosition/Job Title) 4, COSTCTR.

New Orleans, Louisiana 70161-1011

5. WORK PHONE NUMBER (If applicable)}p. WORK E-MAIL ADDRESS

PART R - TYPE OF REQUEST AND EMPLOYMENT STATUS (Completed by Sponsor)

1. TYPE OF REQUEST

a NEWID CIRENEWAL CIREPLACEMENT ID (Damaged/Lost) LI CHANGE LEVEL OF ACCESS
2. TYPE OF CARD 3. TYPE OF ACCESS

PERSONAL IDENTITY O LOGICAL ACCESS QPHYSICAL ACCESS (Complete Part D)
QVERIFICATION (PIV) QVA (NON-PIV) (DOMALN)

4. EMPLOYMENT STATUS
O VAEMPLOYEE OCONTRACTOR  DIAFFILIATE (specify) LI TEMPORARY VA EMPLOYMENT
PART C - PHYSICAL SECURITY ACCESS DATA (Completed by Sponsor)
1. SPECIAL SECURITY ACCESS REQUIRED 2. SPECIFY LOCATION OF SPECIAL 3. 1S APPLICANT A KEY EMERGENCY RESPONDER, CRITICAL
SECURITY (i.e. tower. bidg. no. etc.) [EMPLOYEE OR NEITHER?
{0 YES (#"YES,” Specifyin tem 2} ONO O EMERGENCY RESPONDER
O CRITICAL EMPLOYEE Q NEITHER

PART B - TYPE OF BACKGROUND INVESTIGATION FOR POSITION {Completed by Sponsor)
TYPE OF BACKGROUND 1NVESTIGATION FOR POSITION
Q SAC QNACI QO SECRET QO TOP SECRET UOTHER (Specify)

PART E - CONTRACTORS, AFFILIATES, AND TEMPORARY EMPLOYMENT INFORMATION (Completed by Sponsor)

1. EMPLOYMENT EXPIRATION DATE /CONTRACT END DATE 2. NAME OF FIRM OR COMPANY (if applicable)
(MM/DDIYYYY)(For Contractors, Affiliates, and Temporary Employment)

3. NAME OF CONTRACTING OFFICER TECH. REPR. (/f applicable) 4. NAME OF RESPONSIBLE VA ORGANIZATION 5. MAIL ROUTING SYM.

VAFORM 0711
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PART F - SPONSOR AUTHORIZATION AND CERTIFICATION (Completed by Sponsor)

CERTIFICATION: | Certify under penalty of perjury that the information in Section 11 is true and correct,

1. NAME OF SPONSOR 2. SPONSOR CREDENTIALS/ORGANIZATIONAL TITLE
|3 CERTIFICATE NUMBER (issued by FCI Manager or Registrar) 4. SIGNATURE OF SPONSOR 5. DATE SIGNED (MM/DD/YYYY)}
6. WORK ADDRESS 7. NAME OF SPONSOR'S DEPARTMENT, SERVICE. OR SECTION

Southeast Louisiana Veterans Health Care System

P.O. Box 61011 ‘| 8. WORK PHONE NUMBER (#clude Area Cods)
New Orleans, Louisiana 70161-1011

9. WORK E-MAIL. ADDRESS

SECTIONII-APPLICANT IDENTITY VERIFICATION (Completed by Registrar)

INSTRUCTIONS: To be completed and signed by Registrar at the time of proofing. Review Section 1- Applicant Information, and Section II -
Sponsor Verification, assuring that information has been filled out correctly and signed accordingly. The identification must follow these guidelines:
Applicant must present two (2) forms of Identification from the Accepted Identification Documentation List.

e The names on the identification must match exactly (If one ID has a full middle name, and the other has a middle initial, then the initial must match).

® One State or Federal ID must contain a photograph, * I30th IDs must be original documents. « Both IDs must be currently valid. not expired.

o Verify that the applicant has background information on file. If no evidence of a SAC exists. then capture fingerprint data and process accordingly.

PART A - BACKGROUND CHECK

1. TYPE OF BACKGROUND CHECK

SAC (Fingerprint Check) NACI OTHER (Specify)

IA. DATE INITIATED BACKGROUND CHECK
(MMIDD/YYYY)

1B. DATE ADJUDICATED BACKGROUND CHECK
(MMIDD/YYYY)

2. FINGERPRINTS CAPTURE REQUIRED? 3,SEX | 4. RACE p5. HEIGHT | 6. WEIGHT 7, EYES [8. HAIR 9. PLACE OF BIRTH
YES NO (IF “NO, " proceed to Part B)

10. NOTICABLE SCARS AND TATTOOS

PART B - PHOTOGRAPHIC IDENTIFICATION NUMBER |

1. EXACT NAME LISTED ON PHOTO ID 2. DOCUMENT IDENTIFICATION NUMBER 3. EXPIRATION DATE (MM/DD/YYYY)
4. DOCUMENT TYPE 5. ISSUANCE DATE (MM/DD/YYYY) 6. ISSUING AUTHORITY

PART C - IDENTIFICATION NUMBER 2

1. EXACT NAME LISTED ON ID 2. DOCUMENT IDENTIFICATION NUMBER 3. EXPIRATION DATE (MM/DOJYYYY)
4. DOCUMENT TYPE 5. ISSUANCE DATE (MM/DD/YYYY) 6. ISSUING AUTHORITY

PART D - REGISTRAR INFORMATION AND SIGNATURE

1. WORK ADDRESS 2. PRINTED NAME OF REGISTRAR

Jerome Mays
Southeast Louisiana Veterans Health Care System

P.O. Box 61011 3. NAME OF DEPARTMENT, SERVICE. OR SECTION
New Orleans, Louisiana 70161-1011 Human Resources Management
4, WORK PHONE NUMBER(Include Area code) [5. WORK E-MAIL ADDRESS
(504) 565-4949 Jerome.Mays@va.gov
6. DATE APPLICANT INITIATED BACKGROUND INVESTIGATION 7. APPLICANT'S REQUEST FOR PERSONAL IDENTITY VERIFICATION CARD
IACTION TAKEN:
D APPROVED D DENIED

CERTIFICATION: I certify that under penalty of perjury that I have examined the documents presented by the above named person, and that the
above listed documents appear to be genuine and to relate to the person named.

5. SIGNATURE OF REGISTRAR 9. DATE SIGNED (MM/DD/YYYY)
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~\ Department of Veterans Affairs

SEE LAST PAGE FOR PAPERWORK REDUCTION ACT, PRIVACY ACT AND INFORMATION ABOUT DISCLOSURE OF YOUR SOCIAL SECURITY NUMBER

OMB Number: 2900-0205
Estimated Burden: 30 minutes

APPLICATION FOR HEALTH PROFESSIONS TRAINEES

INSTRUCTIONS: Please submit this application furnishing all information in sufficient detail to enable the Department of Veterans Affairs (VA) to determine
your eligibility for appointment in Veterans Health Administration. Type, or print in ink. If additional space is required, please attach a separate sheet and refer
to items being answered by number. Residency, fellowship and internship announcements for clinical training programs may require additional information. All
applications must include the information required by the training program to which you are applying as well as information requested on all application forms.

VA must protect the safety of our patients. Therefore, at some point in the appointment process, you will be asked questions on your physical and mental
health. This includes such questions as to whether you received tuberculin testing, hepatitis B vaccination or any other vaccinations.

1A. NAME (Last, First, Middle)

1B. OTHER NAMES USED (For example: maiden name, nickname, etc.)

2. PRESENT ADDRESS (Include ZIP Code)

3A. DAY TELEPHONE (include area code)

3B. EVENING TELEPHONE (include area code)

4. SOCIAL SECURITY NUMBER

5. PREFERRED EMAIL ADDRESS

6. DATE OF BIRTH
(mm/dd/yyyy)

7. PLACE OF BIRTH (City, State, and Country (if not U.S.A.))

8A. PROGRAM/DISCIPLINE OF STUDY

8B. ARE YOU APPLYING FOR A VA

ADVANCED FELLOWSHIP PROGRAM FOR
PHYSICIAN RESIDENTS? [ ] ves [ ] No

8C. ENTER YOUR NATIONAL PROVIDER

IDENTIFIER (NPI)

8F. CURRENT COLLEGE/UNIVERSITY/SCHOOL:
INCLUDE CITY AND STATE (Do not abbreviate)

8D. START DATE OF YOUR DEGREE

PROGRAM OF STUDY (mml/yyyy)

8E. EXPECTED END DATE OF YOUR DEGREE
PROGRAM OF STUDY (mmlyyyy)

8G. TARGET DEGREE LEVEL OF YOUR CURRENT TRAINING PROGRAM

Post-doctoral (other than
residents)
I:, Post-master's fellowship

I:, Doctoral I:, Residency/Fellowship

I:l Certificate/Diploma I:’ Master's

D Associate

D Baccalaureate

9A. VA TRAINING FACILITY (City, State)

9B. VA TRAINING START DATE (mmlyyyy)
[ JUNKNOWN

9C. VA TRAINING END DATE (mm/yyyy)
[ JUNKNOWN

10. CHECK APPROPRIATE BOXES IF YOU ARE ENROLLED IN A
COLLEGE/UNIVERSITY THAT IS CLASSIFIED AS:

|:| Tribal College or University (TCU)
|:| Historical Black College and University (HBCU)
|:| Hispanic Serving Institution (HSI)

Il - FOR APPLICANTS CURRENTLY ON ACTIVE DUTY IN U.S. MILITARY DUTY

11A. ARE YOU NOW IN U.S. MILITARY?
|:| YES (If YES, complete 11b, 11c |:| NO

11B. SERIAL OR SERVICE NO.

11C. BRANCH OF SERVICE

Ill - CITIZENSHIP

12A. CITIZENSHIP

[] U.S. CITIZEN BY BIRTH [ ] NATURALIZED U.S. CITIZEN [ | NOT AU.S. CITIZEN (Complete item 12B)

NOTE: Complete items 13A, 13B, 13C, or 13D ONLY if you are not a U.S. citizen.

12B. COUNTRY OF CITIZENSHIP

13A. IMMIGRANT

13B. EXCHANGE VISITOR

13C. OTHER NON-IMMIGRANT

13D. FORM DS2019

"A" NUMBER VISA TYPE VISA NUMBER VISA TYPE VISA NUMBER DO YOU HAVE A VALID DS2019?
[]yes [ ] no
DATE ISSUE DATE EXPIRATION DATE  [ISSUE DATE EXPIRATION DATE | DATE OF LAST VALIDATION (mm/dd/yyyy)

IV- THIS SECTION TO BE COMPLETED BY DESIGNATED EDUCATION OFFICER (DEO) OR DESIGNEE

14A. The trainee has met all of the criteria of the Trainee Qualifications & Credentials Verification Letter (TQCVL).

[] YES

14B. Incomplete items on the TQCVL have been addressed and resolved.

[] YES

14C. Special attention has been given to the following items from the application forms.

14D. Comments:

14E. This applicant has been approved for appointment.

14F. Comments:

[] YES

15A. SIGNATURE OF FACILITY DESIGNATED EDUCATION OFFICER OR DESIGNEE

15B. TITLE

15C. DATE

VA FORM 10-2850D
MARCH 2009
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LAST NAME, FIRST NAME, MIDDLE NAME

SOCIAL SECURITY NUMBER

V- LICENSE, CERTIFICATION, OR REGISTRATION IN CURRENT CLINICAL PROFESSION

HAVE NOW OR HAVE HAD AS A HEALTH
PROFESSIONAL, |.E. MEDICAL, NURSING,
PHARMACY, ETC.

ToA LIST ALLLICENSES CERTIFICATIONS. [ 168, LICENSE, 16C. 16D. LICENSE, 16E. IS THE LICENSE, 16F. EXPIRATION
, CERTIFICATION OR STATE CERTIFICATION OR REGISTRATION, OR DATE
ENFORCEMENT AGENCY (DEA), THAT YOU REGISTRATION BODY ISSUING | REGISTRATION CERTIFICATION CURRENT?

LICENSE NUMBER IF NO, EXPLAIN IN PART XI.

[Jves [C]No [[] NOT REQUIRED

[Jves [C]No [[] NOT REQUIRED

[Jves [C]No [[] NOT REQUIRED

[Jves [C]No [[] NOT REQUIRED

VI- LICENSE, CERTIFICATION, OR REGISTRATION IN OTHER/PREVIOUS CLINICAL PROFESSION(S)

PROFESSIONAL, |.E. MEDICAL, NURSING,
PHARMACY, ETC.

17A. LIST ALL LICENSES, CERTIFICATIONS, | 17B. LICENSE, 17C. 17D. LICENSE, 17E. IS THE LICENSE, 17F. EXPIRATION
AND REGISTRATIONS, INCLUDING DEA, CERTIFICATION OR STATE CERTIFICATION OR REGISTRATION, OR DATE
THAT YOU HAVE EVER HAD AS A HEALTH | REGISTRATION BODY ISSUING REGISTRATION CERTIFICATION CURRENT?

LICENSE NUMBER IF NO, EXPLAIN IN PART XI.

[Jves [C]No [[] NOT REQUIRED

[Jves [C]No [[] NOT REQUIRED

[Jves [C]NO [[] NOT REQUIRED

[Jves [C]No [[] NOT REQUIRED

The following two questions apply to both your current health profession and any prior health profession.

18. DO YOU HAVE PENDING OR HAVE YOU EVER HAD ANY LICENSE, CERTIFICATION, OR REGISTRATION TO PRACTICE (including DEA Certificate)  [] vEs
REVOKED, SUSPENDED, DENIED, RESTRICTED, LIMITED, OR ISSUED/PLACED ON A PROBATIONAL STATUS OR VOLUNTARILY RELINQUISHED?

19. DO YOU HAVE PENDING OR HAVE YOU EVER HAD CLINICAL PRIVILEGES AT ANY HEALTH CARE INSTITUTION OR AGENCY REVOKED, [] ves
SUSPENDED, DENIED,RESTRICTED, LIMITED, OR ISSUED/PLACED ON A PROBATIONARY STATUS OR VOLUNTARILY RELINQUISHED?

-EXPLAIN INPARTXI [_] NO

-EXPLAIN INPART XI [_] NO

VIl - EDUCATION AND TRAINING AFTER HIGH SCHOOL THROUGH GRADUATE / PROFESSIONAL SCHOOL (Continue in Part Xl if necessary)

20A. NAME OF SCHOOL

20B. ADDRESS (City, State, and Zip Code) 20C. START | 20D. DATE |20E. DIPLOMA/DEGREE/| 20F. MAJOR FIELD OF
DATE COMPLETED CERTIFICATE OR
(mmlyy) (mmlyy) QUALIFICATIONS
RECEIVED

STUDY

VIil - GRADUATES OF AN INTERNATIONAL MEDICAL SCHOOL

21A. ARE YOU A GRADUATE OF AN INTERNATIONAL
MEDICAL SCHOOL? [] ves [ ] NO

21B. EDUCATIONAL COMMISSION FOR FOREIGN MEDICAL GRADUATES (ECFMG) CERTIFICATE NUMBER

21C. ECFMG CERTIFICATE DATE

IX- INTERNSHIP, RESIDENCY AND FELLOWSHIP TRAINING

22A. NAME OF HOSPITAL OR INSTITUTION 22B. ADDRE ity, State and ZIP 22C. SPECIALTY 22D. 22E. AMOUNT
SS (City, State a Code) COMPLETED OF TIME
(mmlyy) APPROVED
BY
SPECIALTY
BOARD
VA FORM 10-2850D PAGE 2 OF 4
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LAST NAME, FIRST NAME, MIDDLE NAME

SOCIAL SECURITY NUMBER

X - ADDITIONAL QUESTIONS

ITEM | PLACE AN 'x' IN APPROPRIATE SPACE. IF YES, EXPLAIN DETAILS IN PART XI. YES| NO
23 | If you have ever participated in the Medicare/Medicaid Program, were you convicted of and or investigated for making and/or using false, D D
fictitious, or fraudulent statements, representations, writings or documents, regarding a material fact in connection with the delivery of or
payment for health care benefits, items or services that would be in violation of the Criminal False Claims Act?
24 | ARE YOU NOW, OR HAVE YOU EVER BEEN, INVOLVED IN ADMINISTRATIVE, PROFESSIONAL OR JUDICIAL PROCEEDINGS IN
WHICH MALPRACTICE ON YOUR PART IS OR WAS ALLEGED? If YES, give details in Part XI, including name of action or
proceedings, date filed, court or reviewing agency, and the status or disposition of case concerning allegations, together with your D D
explanation of the circumstances involved.
As a provider of health care services, the VA has an obligation to exercise reasonable care in determining that applicants are properly
qualified. It is recognized that many allegations of professional malpractice are proven groundless. Any conclusion concerning your
answer as it relates to professional qualifications will be made only after a full evaluation of the circumstances involved.
25 | Do you need accommodations to perform the procedures and essential functions of the training position for which you have applied? |:| |:|
ITEM Xl - REMARKS
NO. | (Include additional information requested in items above. Be sure to indicate Item number on Form to which the comment refers.)

XIl - CERTIFICATION

| CERTIFY THAT TO THE BEST OF MY KNOWLEDGE AND BELIEF, ALL OF MY STATEMENTS ARE TRUE, CORRECT,
COMPLETE, AND MADE IN GOOD FAITH.
NOTE: A false statement on any part of your application may be grounds for not hiring you, or for terminating you after
you begin work. Also, you may be punished by fine or imprisonment (U.S. Code, Title 18, Section 1001).

26A. SIGNATURE OF APPLICANT (sign in dark ink) 26B. DATE (month, day, year)

VA FORM 10-2850D
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LAST NAME, FIRST NAME, MIDDLE NAME SOCIAL SECURITY NUMBER

AUTHORIZATION FOR RELEASE OF INFORMATION

In order for the Department of Veterans Affairs (VA) to assess and verify my educational background, professional qualifications and suitability
for employment, I:

|:| Authorize the VA to make inquiries concerning such information about me to my previous employer(s), current employer, educational
institutions, State licensing boards, professional liability insurance carriers, other professional organizations and/or persons, agencies,
organizations or institutions listed by me as references, and to any other appropriate sources to whom the VA may be referred by those
contacted or deemed appropriate;

Authorize release of such information and copies of related records and/or documents to VA officials;
Release from liability all those who provide information to the VA in good faith and without malice in response to such inquiries; and

Authorize the VA to disclose to such persons, employers, institutions, boards or agencies identifying and other information about me
to enable the VA to make such inquiries.

OO O

[ ] Authorize VA to share any information about me with the affiliated institution and /or training program official.

SIGNATURE OF APPLICANT DATE

PAPERWORK REDUCTION ACT AND PRIVACY ACT NOTICE

Public reporting burden for this collection of information is estimated to average 30 minutes per response, including the time for reviewing instructions,
searching existing data sources, gathering data and completing and reviewing the information. Send comments regarding this burden estimate or any
other aspect of this collection of information, including suggestions for reducing this burden to VA Clearance Officer (005R1B), 810 Vermont Avenue
NW, Washington, DC 20420. Do not send applications to this address.

AUTHORITY: The information requested on the attached application form and Authorization for Release of Information is solicited under Title 38,
United States Code, Chapters 73 and 74.

PURPOSES AND USES: The information requested on the application is collected primarily to determine your qualifications and suitability for
appointment to a residency, advanced fellowship, fellowship, internship or other type of clinical training appointment. If you are appointed by the VA,
the information will be used to make pay and benefit determinations and, as necessary, in personnel administration processes carried out in accordance
with established regulations and published notices of systems of records.

ROUTINE USES: Information on the form or the form itself may be released without your prior consent outside the VA to another Federal, State or local
agency. It may be used to check the National Practitioner Health Integrity and Protection Data Bank(HIPDB) or the List of Exclusions is maintained by
Health and Human Services (HHS) Office of Inspector General (OIG) on the List of Excluded Individuals and Entities (LEIE), to State licensing boards,
and/or appropriate professional organizations or agencies to assist the VA in determining your suitability for a clinical training appointment. This
information may also be used to periodically verify, evaluate and update your clinical privileges, credentials and licensure status, to report apparent or
potential violations of law, to provide statistical data upon proper request, or to provide information to a Congressional office in response to an inquiry
made at your request. Such information may be released without your prior consent to Federal agencies, State licensing boards, or similar boards or
entities, in connection with the VA's reporting of information concerning your separation or resignation as a professional staff member under
circumstances which raise serious concerns about your professional competence. Information concerning payments related to malpractice claims and
adverse actions which affect clinical privileges also may be released to State licensing boards and the National Practitioner Data Bank. The information
you supply will be stored in a confidential and secure VA database for purposes of processing your application and may be verified through a computer
matching program at any time. The information from this form may also be used to survey you regarding employment opportunities in VA and solicit
you perceptions regarding your clinical training experience at VA and non-VA facilities.

EFFECTS OF NON-DISCLOSURE: See statement below concerning disclosure of your social security number. Your obligation to respond is
mandatory and failure to provide this information may delay or make impossible the proper application of Civil Service rules and regulations and VA
personnel policies and thus may prevent you from obtaining employment, employees benefits, or other entitlements.

INFORMATION REGARDING DISCLOSURE OF YOUR SOCIAL SECURITY NUMBER UNDER PUBLIC LAW 93-579 SECTION 7(b)

Disclosure of your SSN (social security number) is mandatory to obtain the employment and related benefits that you are seeking. Solicitation of the
SSN is authorized under the provisions of Executive Order 9397, dated November 22, 1943. The SSN is used as an identifier throughout your Federal
career from the time of application through retirement. It will be used primarily to identify your records. The SSN also will be used by Federal agencies
in connection with lawful requests for information about you from your former employers, educational institutions, and financial or other organizations.
The information gathered through the use of the number will be used only as necessary in personnel administration processes carried out in accordance
with established regulations and published notices of systems of records, "Applicants for Employment" under Title 38, U.S.C.-VA" (02VA135), in the
2003 Compilation of Privacy Act Issuances. The SSN will also be used for the selection of persons to be included in statistical studies of personnel
management matters. The use of the SSN is made necessary because of the large number of present and former Federal employees and applicants who
have identical names and birth dates, and whose identities can only be distinguished by the SSN.
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Employee Orientation



						 VA New GME Trainee Application Checklist



						 

Author: Use this template to make sure that new employees are sufficiently oriented to the 
job function and to your company's way of doing business. Even the best 
managers don't have a perfect memory; this template ensures that nothing falls 
through the cracks. 

This template is intended to be filled out on paper, though you 
may want to complete the basic employee information electronically. The other 
category at the bottom of the template contains lines for custom entries.





														 								 





						Documents:														Completed

						Welcome letter from Designated Education Officer

						Signed Welcome letter from Chief, Human Resources

						Read mandatory training instructional letter from GME Administrative Officer 

						Signed Medico-Legal Responsibilities of House Staff letter 

						VA Application for Health Professions Trainees, VA Form 10-2856d

						VA Form 0711, Request for Personal Identification Verification Card, Sections I and III

						Standard Form 61, Appointment Affidavit 

						Read Numbered Memorandum 00-4, “Protection of Patients From Abuse”

						Signed Acknowledgement of receipt of Numbered Memorandum 00-4 

						Prepared fingerprinting prep-sheet to take to VA fingerprinting appointment

						Mailed your completed VA New GME Trainee Application 

						Printed training certificate to hand deliver, email, or fax to your Service IT staff

						 

						Mail your completed VA New GME Trainee application to:  

						Southeast Louisiana Veterans Health Care System

						Workforce Development Service (002C)

						Attention:  Ms. Janice Williams

						P. O. Box 61011						 

						New Orleans, LA 70161-1011
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