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UNIVERSITY OF ROCHESTER VERIFICATION FORM

	Residency/Fellowship Program:
	


	This will serve as verification that
	

	trained at Strong Memorial Hospital, University of Rochester in the following capacity:


	PGY Level
	Resident/Fellow
	Dates

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


This individual was on academic probation during training.  Please see attached final evaluation form.

	Program Director Signature:
	

	Printed Name of Program Director:
	

	Date:
	
	


===============================================================

Information sent by Graduate Medical Education Office regarding verification request:

Date: _____________________________

GME Office Representative Signature: ________________________________________
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Office of Graduate Medical Education


601 Elmwood Avenue, Box 601G


Suite G-7654


Rochester, NY 14642


Phone 585.275.4607


Fax 585.473.5694
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