Resident Name: JOE SCHMOE

UNIVERSITY AT BUFFALO OFFICE OF GRADUATE MEDICAL EDUCATION
QUARTERLY RESIDENT AND FELLOW ASSIGNMENT INFORMATION FORM

Name of Training Program: RESIDENT TRAINING PROGRAM

Social Security Number: 123-45-6789

Column A Column C Column D
Dates Column B Vacation/Sick Offsite, Conference and Other Rotation Information Column E Column F
From To Assigned | ycation Sick Offsite, Conference or Other Rotation Exact Dates Full Day? d: n(;t :::::c gz_lgef;:ii;(:h ’;Sgt:::b/

Mo/Day/Yr | Mo/Day/Yr Hospital Dates Dates Name and Location (Y or N) ;,h:urs Y C=_Conference (Yor N)
Grand Rounds, UB 144 Farber 9/1,9/8,9/22,9/29 N 3 C
PGY | Lecture, ECMC Rm 906 9/5, 9/19, 9/26 N 2 C

09/01/11 09/30/11 BGH 09/12 - WNY Urology, 123 Main St, Bflo 14215 9/6, 9/20, 9/27 Y (6]

09/16/11

Monthly Conference, WNY Urology,
123 Main St. Wmsvl, 14221 9/23 N 3 C
ECMCC MICU 9/3,9/24 Y




Signature of Resident or Fellow Signature of Training Program Administrator



