Department of Imaging Sciences

CSI Resident/Fellow Compensation Request
	

	Name:
	

	Date:
	

	

	Type of Reimbursement Requested:

	
	 FORMCHECKBOX 

	Resident
	
	
	
	
	
	

	
	 FORMCHECKBOX 

	Fellow
	
	
	
	
	
	

	
	
	
	

	Dates of Service:  From:
	
	To:
	

	Time of Service:   From:
	
	To:
	

	
	
	
	

	Total Hours Worked:
	
	
	

	
	x $75/Hour
	
	

	Total Compensation Requested:
	
	
	

	

	*A minimum of 4 hours must be worked.




















