Educational and Work History Chronological Timeline

· Start with the Medical/Dental School where you obtained your degree

· List ALL Lapses in Employment, Education i.e., Vacation, Travel, Study Time, Unemployed, etc.
· Note:  You may be asked to submit a notarized letter or supporting documentation  for any lapses in time over 90 days in length.
	Your Name (LName, FName, M Initial):

	Training Program Name @ University of Rochester:

	Current Date:
	ALL INFORMATION REQUESTED IS MANDATORY. DO NOT SUBMIT AN INCOMPLETE FORM.

	Start Date

mm/dd/yyyy
	End Date
mm/dd/yyyy
	Your Role
	Contact Name
	School or Employment 

Complete Name & Address
	Telephone #:
	Fax #:

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Corrective or Disciplinary Action

Convicted of any offense other than a minor traffic violation, misdemeanor or crime?
( YES ( NO

If yes, explain all convictions: __________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Ever been reported to the National Practitioner Data Bank, Healthcare?
( YES ( NO
Integrity and/or Protection Data Bank?

Has your employment, medical staff appointment, panel participation, affiliation
( YES ( NO
or clinical privileges ever been voluntarily or involuntarily suspended, diminished, 

revoked, refused or limited in any hospital, health care facility or managed care

organization, IPA or PPO including to avoid disciplinary action for reasons related to

professional competence or conduct?

Has your license to practice your profession in any jurisdiction every been limited,
( YES ( NO
restricted, suspended, revoked, denied or subject to probationary conditions?

Ever voluntarily or involuntarily relinquished your license to practice
( YES ( NO
your profession in any state?

Ever been suspended, sanctioned or otherwise restricted from participating
( YES ( NO
in any private, federal or state health insurance program (including Medicare,

Medicaid or a managed care organization)?

Has your narcotics registration certificate ever been voluntarily or involuntarily
( YES ( NO
limited, restricted, denied renewal, suspended or revoked?

Ever been denied membership, membership renewal or been subject
( YES ( NO
to any professional review, censure or reprimand in any medical organization

or professional society – local, state or national?

Ever been subject to disciplinary action by a state agency or
( YES ( NO
professional body (i.e., Medical Society, IPRO, OPMC)?

Has your specialty board certification or qualification ever been voluntarily or
( YES ( NO
Involuntarily denied, revoked, relinquished, not renewed, suspended or reduced?

Any pending misconduct charges against you in this state or any other state?
( YES ( NO
Presently subject to any suspension, revocation, discontinuance,
( YES ( NO
limitation, restriction or monitoring proceedings?

Ever been cited for violation of patient rights as set forth by the 
( YES ( NO
Federal Law and/or NYS Department of Health or any other state department of health?

Assessed a penalty for violations in connection with Medicare or other federal/state

health care programs?
( YES ( NO
Entered into a settlement agreement relating to an alleged violation(s) in connection

with Medicare or other federal/state health care programs?
( YES ( NO
Debarred or suspended from participation in federal contracts or programs?
( YES ( NO
Subject to a debarment, suspension or exclusion proceedings?
( YES ( NO
The subject of a remedial or academic probation?
( YES ( NO
If yes to any of the above questions, please explain:

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Your statements may be available for review by all divisions of the University of Rochester and will become a permanent record for those employed. Therefore, all questions must be answered in their entirety where applicable.

I hereby certify that the information herein is correct, and I understand that any misrepresentation, including omission of information, when discovered, will result in termination.  I also understand that I may be required to complete a post-offer health assessment that may include a drug test.  In addition, I authorize release of reference information by all past, present employers and educational institution as well as references provided by me.

DATE: ______________________    TRAINEE’S SIGNATURE________________________________________
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