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Errors and items to check/verify 

Appointment Packet Cover Sheet 

Instructions:  Each entry listed in this box on each page should be double‐checked by the coordinator.  The headings 
indicate who is responsible for entering/completing the relevant section of the forms.  Headings are highlighted with the 
color matching the highlighted form sections above. 

Program Coordinator – Check off each item as you attach it to the packet.  Items already received by the GME Office will 
be automatically marked with a check, and items not required will be automatically marked with an N/A.  Additionally, 
some items (such as Health Requirements) will not be shown unless needed. 

Items listed below are due to GME Office by 5/31/2020:

2020-2021 Agreement of Appointment (GME-A)__________
2020-2021 Agreement of Appointment needs to be signed by all parties and returned with this packet
to the GME Office.

__________2020-2021 TB Test (GME-B)
2020-2021 TB Test needs to be completed and results returned with this packet to the GME Office.

__________2020-2021 Driver Safety (GME-C)
The Annual Driver Safety Record Form and either following must be attached:
          • Louisiana Drivers License
          • Out of State Drivers License AND a CERTIFIED copy of out of state driving record (available
             from licensing state's DMV office).  Records from 3rd party sites are NOT ACCEPTABLE.

__________House Officer Moonlighting Form (GME-D)
House Officer Moonlighting Form required for incoming house officers.  The included Form should be
signed by both the House Officer and Department Head and submitted to the GME office.

__________Health Requirements (GME-E)
Health Requirements / Proof of Immunizations are required for incoming house officers.  The included
Health Requirements Form and necessary records need to be included with this packet and submitted
to the GME office.



 
Errors and items to check/verify 

House Office Agreement of Appointment (Contract) 

NOTE:  While only pages 1, 2, and 7 of the contract has been included in this sample packet, all pages are required for 
each resident.  Additionally, resident information is included in the footer of each page, so pages from one contract 
cannot be substituted for another. 

Auto‐populated – Verify department and program information, and check appointment period dates. 

John Quagmire Resident

Department Head, M.D.
Ophthalmology
Janet Director, MD Ophthalmolgy

Ophthalmolgy

Ophthalmology

Ophthalmology
7/1/2020 6/30/2021

John Quagmire Resident

*9999999CONT20*xxx HO 2



House Office Agreement of Appointment (Page 2) 

Auto‐Populated – Verify HO level and salary are correct.  For gratis house officers, the salary should be shown as 
GRATIS.  Contact the GME office to obtain a gratis contract with no salary.   

HO 2 55,056.10

John Quagmire Resident
xxx HO 2



House Office Agreement of Appointment (Page 7) 

NOTE:  This contract must be signed by all parties.  Program Coordinators may NOT sign on behalf of any parties on this 
contract. 

Resident – Should be signed and dated. 

Department Head – Should be signed and dated.   

Program Director – Should be signed and dated.   

John Quagmire Resident Janet Director, MD

Department Head, M.D. Charles W. Hilton, M.D.

John Quagmire Resident
xxx HO 2



Please attach all necessary documentation to this form 

Annual TB Test 

House Officer Name:           EMPLID:     

Birthdate:           Program:         

Patient instructed and agrees to return to clinic within 48-72 hours of PPD placement for reading of TB skin test.       

          ____________  
 (Resident Signature)                              (Date) 

For clinician use only 
Results  Negative Positive  

PPD* Date____________   ______mm 

Chest XRay Date____________   Attach results 

QuantiFERON Gold 
or T-SPOT 

 
Date____________ 

 
 

 
 

 
Attach results 

______________________________          ___________________________         ____________ 
                    (Clinician Name)                     (Signature)                                              (Date) 

If Positive Test Result: 

   1)  Date of positive PPD testing: _____________________________________ 

   2)  Treatment: _________________________   Dates: __________________________ 

   3)  Chest X-Ray: __________________________________   Dates:___________________ 
Results within past 24 months*   
*for incoming HOs, must be within with 6 months of start 

______________________________          ___________________________         ____________ 
                 (Clinician Name)                           (Signature)                                                     (Date) 
 Yearly symptom review for all positive testing: 

Are you currently experiencing any of the following symptoms:       
                Yes             No 
   Fever      
   Cough      
   Recent Weight Loss    
   Hemoptysis     

 

House Officer Signature        

*The results cannot be read by the 
individual taking the TB test* 

GME-B 

John Quagmire Resident

4/18/1987 Ophthalmology

*N171667TB17*

(Resident Signature)                             

Results Negative Positive

PPD* Date________________________________________________________________________________ ______________________ ____________________________________________________________________________________

Chest XRay Date____________ Attach

QuantiFERON Gold 
or T-SPOT Date____________ Attach

________________________________________________________________________________________ __________          ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ _________________________________________    
         (Clinician Name)           (Signature))))) )))))              

 _________________________________ ________________________ 
(Date)

____________________________________________________ _________________________________________________________________________________________________
(Date)

 
Errors and items to check/verify 

Annual TB Test Form 

Resident – Should be signed and dated 

Clinician – Form should be adequately filled in, or alternative test form must be attached to this form. 

   



School of Medicine
Office of Medical Education

2020 Gravier Street, Suite 602 New Orleans, Louisiana 70112
Fax 504-599-1453  www.medschool.lsuhsc.edu/medical_educationOffice 504-568-4006

Annual Driver Safety Record 
 
 
 

First Name           

Last Name           

Program           

EMPLID            

Date of Birth           

Driver’s License Number         

State of Issuance          

OFFICIAL DRIVING RECORD 
 

1. Louisiana drivers’ license holders:  
ATTACH a copy of your Louisiana Driver’s License so LSUHSC can obtain your Official 
Driving Record (ODR) from the Office of Motor Vehicles (OMV) to ensure that State 
of Louisiana Office of Risk Management (ORM) requirements are met. 

GME-C 

2. Non-Louisiana driver’s license holders: 
If you possess an Out-of-State Driver’s License, you are required to obtain a 
CERTIFIED copy of your Official Driving Record (ODR) and ATTACH it to this form, 
along with a copy of your out-of-state license.  Note:  A copy of your ODR that is not 
certified, such as those provided by privately-owned web sites, is not acceptable. 

By signing this document, I agree to notify my agency in writing should any of the 
following change on my license: Drivers’ License No., State of Issuance, Class of License 
or Driving Restrictions. 

Signature          
 

Date           

John
Resident

Ophthalmology

4/18/1987

*N171667DREC17*

   

    

  

   

 
Errors and items to check/verify 

Driver Safety Record 

Resident – Driver’s license number and state should be entered, and form should be signed and dated. 

Out of State License Holders – CERTIFIED copy of driving record must also be attached when submitted.



 
Errors and items to check/verify 

Driver’s License 

Non‐expired driver’s license issued by US state/territory must be attached.  If house officer is a non‐citizen and does not 
yet have a US driver’s license, contact the GME office for assistance. 

 

   



2020 Gravier Street, Suite 602 New Orleans, Louisiana 70112
Fax 504-599-1453  www.medschool.lsuhsc.edu/medical_educationOffice 504-568-4006

School of Medicine
Office of Medical Education

 

 

Moonlighting Form 
 
 
 
 
 
 
Acknowledgement of policy regarding extracurricular medical activities for trainees of 
Louisiana State University School of Medicine programs 
 
I understand that I must make a request to, and receive the explicit permission of, my 
Department Head at the School of Medicine (or Chief of Service at free-standing affiliated 
training programs) before engaging in any extracurricular medical practice. Further, I 
understand that I must receive such permission for any additional extracurricular medical 
practice which differs in location or nature from that which may have originally been approved, 
or for any substantive change (increase in frequency or duration) from that which may have 
been originally approved. 

 
Foreign Medical Graduates sponsored for clinical training as a J-1 by ECFMG are not allowed to 
moonlight or perform activities outside of the clinical training program. 
 
For purposes of this Acknowledgment, “extracurricular medical practice” activities shall mean 
medical practice which is not an official part of the undergraduate medical education program, 
or any post-graduate training medical education program of the School, or any of the School’s 
free-standing affiliated post-graduate medical education programs. 

 
I understand that the School, by its approval of permission to participate in extracurricular 
medical practice, is not a party to any such arrangement, nor will the School furnish medical 
malpractice insurance for extracurricular medical practice, nor defend any claim made against 
me (malpractice or otherwise) that arises out of, or is in connection with, any extracurricular 
medical practice. 
 
 
___________________________________  ___________________________________ 
Trainee      Department Head 
       (Or Chief of Service) 
 

___________________________________  ___________________________________ 
Signature of Trainee                Signature of Department Head   
       (Or Chief of Service) 
 

_________________     _________________ 
Date       Date 
        

Revised March 2018
GME-D

John Quagmire Resident Janet Director, M.D.

4846876435464

 
Errors and items to check/verify 

Moonlighting Form 

Resident – Should be signed and dated. 

Department Head – Should be signed and dated.   

   



School of Medicine
Office of Medical Education

2020 Gravier Street, Suite 602 New Orleans, Louisiana 70112
Fax 504-599-1453  www.medschool.lsuhsc.edu/medical_educationOffice 504-568-4006

Health Requirements Worksheet 
Due May 31 

 
All vaccination records and lab reports should be attached to this 
worksheet, and all vaccination dates and results should also be filled out 
on this form.  Form should be returned to Program Coordinator.

                           
Last  First   Middle/Maiden   Birthdate 

Measles, Mumps & Rubella – Proof of immunization by titers and documentation of 2 MMR vaccinations (after age 1) 
are required.  If titers are low or negative, a booster is also required.  If vaccine records are unavailable, the positive 
titers are sufficient 
 

MMR Vaccination AND Measles, Mumps & Rubella Titers: 
#1 Date: _______________  Measles Result: _______________ Date: _______________ 
#2 Date: _______________  Mumps Result: _______________ Date: _______________ 

   Rubella Result: _______________ Date _______________ 
MMR Booster      

Date: _______________      

Varicella – Proof of immunization by titer or documentation of 2 vaccinations at least 4 weeks apart. 
 

Varicella  Vaccination OR Varicella  Titer: 

#1 Date: _______________  Result: _______________ Date: _______________ 

#2 Date: _______________      

Tetanus/Diphtheria with Pertussis – Documentation of Tdap vaccination required.  If Tdap vaccination was more than 
10 years ago, documentation of TD less than 10 years ago is also required. 
 

Tdap Vaccination AND Td Vaccination 
Date: _______________ If > 10 years ago Date: _______________ 

Hepatitis B – Documentation of 3 Hepatitis B vaccinations and Hepatitis B Surface AB Titer are required. 
 

Hepatitis B  Vaccination AND Hepatitis B Surface AB Titer: 

#1 Date: _______________  Result: _______________ Date: _______________ 

#2 Date: _______________      

#3 Date: _______________      

Tuberculosis – Documentation required using additional attached worksheet. 

If unable to receive vaccinations, please explain and attach all relevant supporting documentation. 

GME-  

Resident John Quagmire 4/18/1987

*N171667IMMUN*

School of Medicine
Office of Medical Education

2020 Gravier Street, Suite 602 New Orleans, Louisiana 70112
Fax 504-599-1453  www.medschool.lsuhsc.edu/medical_educationOffice 504-568-4006

Health Requirements Worksheet
Due May 31

All vaccination records and lab reports should be attached to this 
worksheet, and all vaccination dates and results should also be filled out
on this form.  Form should be returned to Program Coordinator.

              
Last First   Middle/Maiden  Birthdate

Measles, Mumps & Rubella – Proof of immunization by titers and documentation of 2 MMR vaccinations (after age 1) 
are required.  If titers are low or negative, a booster is also required.  If vaccine records are unavailable, the positive
titers are sufficient

MMR Vaccination AND Measles, Mumps & Rubella Titers:
#1 Date: _______________ Measles Result: _________ _________ Date: _______________
#2 Date: ______ ________________________ _ Mumps Result: _______________ Date: _______________

Rubella Result: _______________ Date ____ _____________
MMR Booster

Date: _______________

Varicella – Proof of immunization by titer or documentation of 2 vaccinations at least 4 weeks apart.

Varicella  Vaccination OR Varicella  Titer:

#1 Date: _______________ Result: _______________ Date: _______________

#2 Date: _______________

Tetanus/Diphtheria with Pertussis – Documentation of Tdap vaccination required.  If Tdap vaccination was more than
10 years ago, documentation of TD less than 10 years ago is also required.

Tdappp Vaccination AND Td Vaccination
Date: _______ ___________ If > 10 years ago Date: _______________

Hepatitis B – Documentation of 3 Hepatitis B vaccinations and Hepatitis B Surface AB Titer are required.

Hepatitis B  Vaccination AND Hepatitis B Surface AB Titer:

#1 Date: ________________ Result: _______________ Date: __________________

#2 Date: _______________

#3 Date: _______________

Tuberculosis – Documentation required using additional attached worksheet.

If unable to receive vaccinations, please explain and attach all relevant supporting documentation.

GME-

Resident John Quagmire 4/18/1987

 
Errors and items to check/verify 

Health Requirements Worksheet 

Resident – All of these fields must be completed. 

Resident – MMR Booster only required if titer results are negative. 

Resident – Varicella vaccination only requires one of these 2 boxes to be completed. 

Resident – Td vaccination only required if Tdap vaccination was longer than 10 years ago. 

   



Resident, John Quagmire XXX-XX-3333

 
Errors and items to check/verify 

Immunization Documentation 

Acceptable Documentation 

Previous Program / School Records – documentation from medical school or previous residency 
program/employer which shows vaccination status (vaccination/titer status and dates) is allowed (as shown in 
the example above).   

Vaccination record from provider – official vaccination record or lab report from physician/clinic/practitioner 
showing vaccination/test type and administration date. 




