RESIDENT/FELLOW FINAL EVALUATION FORM
Dr. _____________________________ SSN: XXX-XX-________

Program/Specialty_______________________________________

VERIFICATION:  Our records show that the above-named physician served in the following training program at Stony Brook University Hospital (SBUH).

	Type
	Program Name
	From
	To
	Completed
	Not completed

	Internship
	
	
	
	
	

	Residency
	
	
	
	
	

	Chief Residency
	
	
	
	
	

	Fellowship
	
	
	
	
	


EVALUATION:  Based on demonstrated performance and composite of evaluations by supervisors on file.





	
	Satisfactory
	Unsatisfactory
	No information

	Basic medical knowledge
	
	
	

	Patient care and management
	
	
	

	Interpersonal and communication skills
	
	
	

	Professionalism
	
	
	

	Systems-based practice
	
	
	

	Practice-based learning and improvement
	
	
	

	Overall performance
	
	
	


The following are commonly asked questions on requests for verification.  We have answered them to the best of our knowledge for the time the resident/fellow spent at SBUH.  If our response is yes to any question, please refer to comments section on the reverse side of this page.

PROFESSIONAL CONDUCT

Is there any information required to be reported pursuant to section 2803e of the New York Public Health Law by hospitals concerning disciplinary actions e.g. the suspension, restriction, curtailment or termination of training or professional privileges or the denial of a certification of completion of training for reasons related in anyway to alleged mental or physical impairment, incompetence, malpractice or misconduct or impairment of patient safety or welfare, the voluntary or involuntary resignation or withdrawal of association or of privileges to avoid the imposition of disciplinary measures? 

Yes___ No___

Are you aware of any facts regarding the practitioner that would cause you to hesitate in any way in recommending membership to the medical staff of any institution?



Yes___No___







Are you aware of any pending or findings of any professional medical conduct proceedings against the practitioner?










Yes___No___


COMMENTS, REMARKS, EXPLANATIONS:

____________________________________________________________________________________

____________________________________________________________________________________

RECOMMENDATION:

	Recommended highly 
	

	Recommended as qualified and competent
	

	Recommended with some reservation
	

	Not recommended
	

	No comment
	


The above named physician has been evaluated, has met the goals and objectives of the program, has demonstrated sufficient professional ability and has been found by the faculty to be competent to practice without direct supervision. Any additional information may be obtained directly from the program director.

__________________________________________/__________________________________________

Program Director (Signature)




Name (Printed/Typed)

__________________________________________/_(______)_________________________________

Date








Phone

I have reviewed this document and permit the release of this information to any third party who inquires about my professional background.

_____________________________
_________________________________   ______________

Resident/Fellow (Signature)

Name (Printed/Typed)


  Date

I attest that the information supplied is a photocopy of an official original evaluation on file in the dept.

__________________________________________/__________________________________________

Signature/Title







Date

MEDICAL MALPRACTICE

Are you aware of any pending malpractice actions, judgments or settlements of medical malpractice actions against the practitioner?





Yes (See attached) ___ No___

__________________________________________/__________________________________________

Risk Management Signature




Name (PrintedTyped)

__________________________________________/__________________________________________

Date







Title/Position 

12/15/08

