Baylor College of Medicine Emergency Medicine Residency
Moonlighting Approval Form


Please reference the BCM EM Residency Moonlighting Policy for full details on moonlighting eligibility, approval, and restrictions.

Resident:

Initial Approval

Date:


Requirements:

1. Conference attendance is > 75%
2. Clinical evaluations are all satisfactory
3. The resident is not disciplinary action, probation, or remediation
4. Follow up and procedure logs are up to date
5. Most recent in-service scores are above 70 (required for approval at the beginning of 3rd year)
6. Scholarly project is on schedule
7. Progress through the Scholarly Tracks program is satisfactory
8. Request for Permission to Work Outside the Baylor College of Medicine Graduate Medical Education Program is completed and filed with GME
Yes: _________        No: __________
Yes: _________        No: __________
Yes: _________        No: __________

Yes: _________        No: __________

Yes: _________        No: __________


Yes: _________        No: __________
Yes: _________        No: __________

Yes: _________        No: __________




Program Director Global Assessment:

The resident IS approved for external moonlighting: __________

The resident IS NOT approved for external moonlighting: ___________


I have read and understand the GME Moonlighting Policy (25.3.12) and the BCM EM Residency supplementary policy and agree to abide by all provisions outlined in those documents.  I also understand that moonlighting approval can be revoked at any time for failure to abide by those provisions or at the discretion of the program director.

Resident Signature: _____________________       PD Signature: ______________________


Specific Resident Plans

1.
Facility Name, Location:
Planned work at the facility:
Liability Coverage Provided by:
Planned hours/week and shifts/month:
[bookmark: _GoBack]Name of medical director and contact phone number:

PD Approval:____________________


2.
Facility Name, Location:
Planned work at the facility:
Liability Coverage Provided by:
Planned hours/week and shifts/month:
Name of medical director and contact phone number:

PD Approval:____________________

3.
Facility Name, Location:
Planned work at the facility:
Liability Coverage Provided by:
Planned hours/week and shifts/month:
Name of medical director and contact phone number:

PD Approval:____________________
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