APPOINTMENT SUMMARY FOR VOLUNTEER CLINICAL PROFESSOR SERIES
	APPOINTEE INFORMATION:

	Name:
	     
	Department:
	     
	

	Proposed Title:


	 FORMCHECKBOX 
 2077  Volunteer Clinical Instructor   

 FORMCHECKBOX 
 2057  Volunteer Assistant Clinical Professor
 FORMCHECKBOX 
 2037  Volunteer Associate Clinical Professor

 FORMCHECKBOX 
 2017  Volunteer Clinical Professor
Concurrent UCI Staff Physician appointment:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No  
	    

	CA Medical License Number:
	     
	Expiration Date:
	     
	DOB:
	      

	 FORMCHECKBOX 
  U.S. Citizen   FORMCHECKBOX 
  Permanent Resident   Country                      Visa Type              Visa End Date      _______


	Home Address

	     
	
	     
	
	     
	
	     

	Street
	
	City
	
	State
	
	Zip

	Business Address

	     
	
	     
	
	     
	
	     

	Street
	
	City
	
	State
	
	Zip

	Direct Contact Telephone Number:
	     
	Email:
	     

	Name of Emergency Contact:
	     
	Phone Number: 
	     

	EDUCATION:

	Undergrad School:
	       
	Degree:
	     
	Date:
	     

	Medical School:
	     
	Degree:
	     
	Date:
	     

	Board Certified:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	Specialty:
	     
	Certification Date:
	     

	TEACHING and/or TRAINEE SUPERVION 
Volunteer Teaching Location (choose one):
 FORMCHECKBOX 
 UCIMC or UCI satellite location  ________________________    FORMCHECKBOX 
 Other_______________________ 

Group 3 appointees ONLY :      FORMCHECKBOX 
 CHOC       FORMCHECKBOX 
LBVA      FORMCHECKBOX 
 LBM-MCH         


	

	PREVIOUS APPLICABLE EMPLOYMENT                                 FORMCHECKBOX 
 Please check box if you are attaching information.

	Please show a full account of your University of California (or otherwise relevant) employment up to the present. 

	Inclusive Dates: Month and Year
	Institution, Firm, or Organization and Location
	Rank, Title, or Position

	     
	     
	     

	     
	     
	     

	     
	     
	     

	

	TEACHING EXPERIENCE:  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

	List Schools Below:
	Title:
	Paid/ Unpaid
	Dates (From-To)

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Medical Privileges: I currently have medical privileges at the following institutions/ hospitals:

	     

	I certify that the information provided is accurate.  I understand and agree that information provided will be evaluated for professional, ethical and other qualifications for membership and clinical privileges.

	Applicant Signature:
	
	Date:
	     


03/20


