STRONG HEALTH MOONLIGHTING (extra work shift) REQUEST FORM

I, ______________________________________, am requesting permission to moonlight.  

I recognize the following:

1. My moonlighting activities cannot interfere with my regular training program responsibilities.

2. I must accurately report moonlighting hours in semiannual work hours surveys conducted by the Office of Graduate Medical Education.

3. My total work hours must be in accordance New York State Health Care Code, Section 405 and ACGME standards.

· I cannot work more than eighty (80) hours per week (averaged over a one-month period).  I understand that NYS further defines the weekly time limit to be a maximum of 84 hours.

· I cannot work longer than 24 consecutive hours (plus 3 hours of transfer of care time).

· I should have at least ten (10) hours of non-work time between shifts.

· I must have one 24-hour period free from clinical duties each week.

4. I will inform my Program Director of my moonlighting shifts so that this activity may be monitored by my program.

5. I understand that professional liability insurance provided to me for my residency program duties will only cover moonlighting activities at Strong Memorial Hospital or Highland Hospital.

6. I possess a current unrestricted New York State medical or dental license.

7. For activities that will take place at Strong Memorial or Highland Hospital, I will secure Medical Staff privileges (at each hospital) before I begin any outside work. 

8. I will not report any cases done during moonlighting on an ACGME case log system because I understand these cases to have been done outside of my standard training program.

9. I understand that approval to moonlight is granted through the end of the current academic year and must be requested for each subsequent year.

Failure to comply with the above may result in withdrawal of permission to moonlight or other disciplinary actions.  I further understand that if I am placed on probation by the residency program, or if my program director is concerned that my clinical performance has been negatively affected I will no longer be allowed to moonlight. 

I understand the number of hours that need to be reported to the program and will not knowingly put myself and my program in violation of the New York State Health Care Code, Section 405 or ACGME regulations.

Signature of Resident 








Date

I have reviewed with the trainee his/her plans to moonlight.  The planned activities will not violate the New York State Heath Care Code Section 405 and ACGME regulations, and I approve of this trainee’s request.  I will monitor and maintain records of these activities.

Signature of Program Director 







Date

c:
Departmental File

Office for Graduate Medical Education

Credentialing Office (SMH, HH)

Strong Health System Credentials & Privilege Review

Non-curricular Graduate Assistant Staff Activity

APPLICANT
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I,__________________________________________________ (please print name) am requesting privileges at:

   (Highland Hospital       ( Strong Memorial Hospital       ( Other_____________________ (please specify)

in the Department(s) of ____________________________________________________________for the purpose of providing patient care as a dependent practitioner from ___/___/___ through  ___/___/___.    My Social Security Number is ______________________, my date of birth is ____________, and my New York State License number 

is ________________________.   I am a citizen of ___________________.

Signature ___________________________________________          Date ___________________



TRAINEE PROGRAM DIRECTOR

________________________________________ (applicant’s name) is currently a ____-year  ( resident ( fellow in 

the ________________________ Training Program.  I will be responsible for assuring that this trainee does not exceed New York State 405 code and ACGME regulations regarding work hours for trainees, and for notifying the Medical Staff Office if this trainee receives an unsatisfactory semi-annual evaluation.   I have reviewed the attached Delineation of Privilege form(s) for the Department(s) of ______________________________ and verify that the above-named trainee is qualified and capable of assuming these privileges as a dependent practitioner.

Signature __________________________________________            Date ____________________

                               Program Director



EMPLOYING DEPARTMENT CHAIR

Signature _______________________________________        Date _________________
                                       Department Chair



CREDENTIALS AND PRIVILEGE REVIEW 

· Confirmation of background and training (Medical School, Internship, other training, etc.) through the

      GME Office

(   Verification of malpractice insurance
Based on the above assurances from the applicant’s Program Director, review by the  Chief of Service employing the trainee, and upon review of the appointment information, in accordance with the Medical Staff Bylaws, the Chair of the Credentials Committee forwards this application to the Associate Medical Director:

                                                                              (with no objections noted

                                                                              (with restrictions as noted on page 2 of this form.

Chair, Credentials Committee ________________________________      Date __________________

Associate Medical Director  __________________________________      Date __________________



Page 2 to complete:  Applicants must provide an answer for each of the following questions and provide a full explanation to any “Yes” response.
1. Have any professional liability suits been filed against you that are currently pending


in this or any other state?


__ Yes   __ No

2.
Have any professional liability judgments and/or settlements been made against you
__ Yes   __ No


or on your behalf?

2. Have you ever been the subject of a National Practitioner Data Bank adverse action


report?
__ Yes   __ No

4.
Has your employment, medical staff appointment, affiliation, or clinical privileges 



ever been voluntarily or involuntarily suspended, diminished, revoked, refused, or


limited in any hospital or health care facility, including to avoid disciplinary action?
__ Yes   __ No

5.
Has your license to practice your profession in any jurisdiction ever been limited,



suspended, revoked, denied, or subject to probationary conditions?
__ Yes   __ No

6.
Have you ever voluntarily or involuntarily relinquished your license to practice your



profession in any state?
__ Yes   __ No

7.
Have you ever been subject to disciplinary action proceedings by a state or professional body, e.g. OPMC?


__ Yes   __ No

8.
Do you have any pending misconduct proceedings against you in this or any other state?



__ Yes   __ No

9.
Have you ever been convicted of, or are you currently under investigation for a

 


misdemeanor or felony in any jurisdiction?
__ Yes   __ No

10.
Have you ever been cited for violation of patient rights as set forth by the NYS 

 


Department of Health or any other state department of health?
__ Yes   __ No

11.
I attest that the information provided on this form is true and accurate.
__ Yes   __ No 

12.
I understand that any misrepresentation, misstatement, or omission from this form
 


could result in the immediate rejection or revocation of this request.
__ Yes   __ No

13.
I am currently able to perform the clinical privileges that I have requested.
__ Yes   __ No

14.
I am not currently using any illegal drug, nor have I during the past two years.                  __ True   __ False

Explanation for any “Yes” answers:  ______________________________________________________________________________________

______________________________________________________________________________________  

____________________________________                                                                   _________________
Signature of Applicant
Date
* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * 

Restrictions from Credentials Committee: 

____________________________________________________________________________________________

