


Resident/Fellow Agreement 

The rotation for Resident/Fellow, is 
authorized by the Affiliation Agreement with LSUMC/Tulane and West Jefferson 
Medical Center and Louisiana Continuing Care Hospital. 

Resident/Fellow is affiliated with Dr. --------------in their 
capacity as clinical faculty member of LSUMSC/Tulane. 

The Resident/Fellow's duties include assisting the staff member of hospital rounds, 
surgery, and consultations in the hospital as delineated in rules and regulations. 
The Resident/Fellow performs solely at the discretion of the above named staff and 
is solely assigned to them for the purposes of training by the Chairman of the 
Department of at LSUMC/Tulane. 

Resident/Fellow shall comply with all requirements and responsibilities established 
by the medical staff bylaws, rules and regulations, hospital policies applicable to 
such. Each Resident/Fellow granted privileges must agree, in writing, prior to the 
exercise of any privileges to comply with all of the above. 

Resident/Fellow's Signature Effective Date 



West Jefferson Medical Center 
Signature Sheet 

Orientation: I acknowledge that I have attended the required general orientation and understand my 
responsibilities in accordance to the policies and procedures of West Jefferson Medical Center. 

Signature Date 

Compliance Program and Code of Conduct: I acknowledge receipt of information about West Jefferson 
Medical Center's Compliance Program and Code of Conduct. I will abide by its principles and all associate laws, 
regulations and policies. I understand it is my responsibility to report any concerns or suspected misconduct that I 
am aware of. 

Signature Date 

Information Technology Acceptable Use Policy: I acknowledge receipt of information and agree to abide by 
the Information Technology Acceptable Use Policy. I realize that West Jefferson Medical Center's security 
software may record and store for management use of the electronic mail messages I send and receive, the entered 
address of any site that I visit and any network activity in which I transmit or receive of any find of file. I 
acknowledge that I have no right or expectation of privacy in my usage of West Jefferson Medical Center's 
Internet Access Infrastructure. I understand that any violation of this policy could lead to disciplinary action or 
even criminal prosecution. 

Signature Date 

Duty Hours: I acknowledge that I am required to keep an accurate log of the hours I work and are to submit 
those hours upon request from the Graduate Medical Education Department at West Jefferson Medical Center. 

Signature Date 

Request to Transfer: I acknowledge that all transfers into and out of the program are to go through the 
supervising physician. 

Signature 
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Date 

.... West Jefferson 
•f!!iMedical Center 



Access to Protected Health Information 
Acknowledgement Form 

Name ________________________ 55# ________________ __ 

Department. ___________________________ Entity ___________ __ 

I acknowledge that I have read, understand, and agree to abide by EPHI General Security 
Policy. 

I agree to limit my use, disclosure or request of Protected Health Information to the minimum 
necessary to accomplish the intended purpose ofthe use, disclosure, or request. 

I agree to only access, use, or request Protected Health Information that is needed for a 
treatment relationship, patient care function or legitimate business purpose for which I am 
assigned. 

Signature 

GME Coordinator Signature 

.... West Jefferson 
•fiMedical Center 

Date 

Date 
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