REAPPOINTMENT SUMMARY

FOR VOLUNTEER CLINICAL PROFESSOR SERIES
	APPOINTEE INFORMATION:

	Name:
	     
	Department:
	     

	Current Academic 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  
	

	Home Address:

	     
	
	     
	
	     
	
	     

	Street
	
	City
	
	State
	
	Zip

	Business Address:

	     
	
	     
	
	     
	
	     

	Street
	
	City
	
	State
	
	Zip

	Direct Contact Telephone Number
	     
	Email:        

	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         



	PROFFESSIONAL COMPETENCE   

	CA Medical License Number:
	     
	Expiration Date:
	     
	

	Board Certified:  No Yes   
	Specialty:
	     
	Expiration Date:
	     

	I certify that the above information is correct:

Volunteer signature: _____________________________________ Date: ________________________
I have reviewed the dossier of the volunteer listed above. I certify that the volunteer will be able to meet the annual 75-hour minimum contribution requirement. The Department recommends reappointing this volunteer at the current academic level, no promotion is proposed at this time.
_____________________________________             _____________________________________
Department Chair                                                                  Mohammad Helmy, M.D.
                                                                                              Associate Dean, Academic Affairs




3/20


