INTERNAL MEDICINE RESIDENCY PROGRAM

MEMORIAL HOSPITAL OF RHODE ISLAND

RESIDENT NAME: ________________________________________

          (Please Print)



For Vacation Request:

Vacation Time Requested:




(Provide exact dates)

Rotation:

Reason for Request:


For Vacation Change:

(Provide exact dates)

Change From: ____________________________________ Rotation: _____________

Change To: ______________________________________ Rotation: _____________

Reason for Change:

TO BE COVERED BY (if applicable): ______________________________________

_____________________________________________________________________

Resident Signature






Date

Approved by: __________________________________________________________

                       Purva Agarwal, MD




Date

          Chief Resident, Internal Medicine Residency Program

Upon completion of this form, please submit to: Residency Coordinator

