
APPLICATION POR ROTATION INTO 
KARMANOS OANOiR OCNTER 

mmmt I W S T R O C T ^ S f&r K C C ROTATIONS 

Application and attachments must |?e pecelved by KCC no lirtsr than 8 weeks prior to the 
start of tb& roteilisn m q u ^ t ^ . 

No application wili tm prcm^Bd unless all ^(^^lionft ar% cxmpiete and all required 
attacliments aasompany the applfeatlon, including the completed Confidentiality 
Statements to insure issuance of CIS «seeii® codes. Part I and Part II must be completed 
by the applicant and t i e applicant's P n ^ n m Director, res^jeciyeiy, 

FOLLCaW UP iWFQRiHATiOK 

1. The KCC GME Office will notify the Program Department to infomi them whether t i e 
rotation has been approved or rejeded by KCC Administmtion. 

2. Applicant will then be contacted by the WSU Program Director's Office 4 weeks prior 
to the start of the rotatran to notify applicant if his/her request has been approved or 
rejectedv 

3» The WSU GME Office will input the rotations into the New Innovations system after 
they are approved by KCC ^min is t ra t ion. 

iNSTf̂ucnQHs fOR wfn mmnm .mmmmT' PART ly 
Part IV is to be completed by the Program department s^ned by the Program Director. 
Please make sure the rotatten name entered exaf^ly as it appears In Um Innovations. 

The Program will keep a copy of the completed p^trntk. including all slgnatares, and 
fonward the entire file to t r e KCC Oflfce. 

VtA FAX: 3 1 3 ^ 7 0 ^ 2 7 

OFFICE 
4100 John H,^ Floor. E x ^ i v e Offices 

Call Karen Shock at ̂ 313 )57^527 for qu^ t ions . 



A P P u c A T i o N f O f t ftOTATioni m o mmmm C A K C E R C E N T E R 
Par t l -AWUCAOT 

Applicant Naane; . Sociai ^ #: 

Date of Birth: _ _ _ _ _ _ _ _ _ _ _ Hc«ne Ptene #: Entail: 

Medical' School:_ MTH^Y/YRofGmtoatioa: / / 

ECFMQ Certificate Njunber (if FMG): ^ .... ........ ECFMG:Gettific8te Date: ...../:. / 

CtjrrentTrainingPwgram;. ... Institution:_^ , 

Correat T«iningProgpmStertDate__/_X_^^ as of today'sd^:_ 

Name offtosramPifactor Phpne #:. . ...̂  . . ^ _ 

TRAINING GAPS: Please aceoant fcarypur activitks dumg any ttaining pps: 

From %b 
(ECFMO Date- If no ECFMG, »se Med MmA Qmi Date lastead) (Start Date of Current Traming Program) 

Q 1 was to an accredii^ 0S residency/feHow^ip Ingram m.,,,.̂ .̂ ..̂ . 
ftogram SpeeWty 

at . ...... .&om . / . to.. .../.... / .. 
Ho îWtffiistiWwftNaitK^ ^ SWtpal» End Date 

Q 1 was in an unaoa^^ted or foreign t&Memy pes^mm in 
Rpogam Specalty 

at ......... .. Gxm ... / / . to / . / 
Hospital/Institution Name Start D^e End Date 

• IwastnmHItaryservit^inttie . .frcan / _to L t 
Bianch of Armed F<»«^ Stmtlkte End Date 

Q Otfier: 1 was involved in tt« following SMSittvMes (i.e,, volunteer wade, i«s»«B«h, stai^g, oflier 
Employment, travel, Use addMoG^ sdtest i f neoess^y. 

SattDte End Date 
i I to / / 

OTHER 

Date of Last TB Skin Test: / / ReswKs; Q .N^lve Q.Pcsa«re* *IfTB skin test positive, yon 
will need to submit evidence th« » X-Ray te been prisrwed wd n̂ sviewed a physician. 

.Emergency Contact Maine: # 'i ^.. .. .. 

Address:_, ftetetionship: 

1 hereby verify titet fee infomMftiott and docuniWî  contained in thin awlic^on are acCarale, aiithentic, mi 
complete. 

Sipjature of Applicant: ^ . . . ^ ,..D»te ^ .../.;...,..,.(.., 
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PART n - PROGRAM DIRECTOR (to be coiii|)ieted HoBie l a ^ t ^ n ' g ProgrJUa Diitscf or) 

Applicant Name: _ . , ^ Rotation Dates: FROjVI / / TO / / 

WSU Pro^mi Nanw: .............̂ ^ 

.Rotation. Description:,,., , 

Based upon my program curriculum, tile requested rotation isa: Q Care Rotattwt P Elective Rotation 

A. I verify that: 
1. The above named RcsidenWeUow is a ti»inee in good standing in a propam wiicb 1 direct and there 

have bem no Hcensin^ liaj>ility, disciplinary or other problecns with the apfiUcant. 
2. The above named Resident/FeUow has received all ftordous materials ttaining and Universal 

Precauticms training and ensure to Blood Borne lNhog«»)s naining as required by the State of 
Michigan mi Federal Law. 

3* I f the above nam^ resident is « Foreip Medical School Omlus^ (FMO)^ I certify that I teave/ 
bave not given credit toward thea« iumsOi training pit>gram for any foreign/overseas teaining done 
in the p^t . (cirele »Be) 

B. Please iwmm mpmem^ itf liisMB y w r Resybrnt/FeUow ti^e reqo^ed 
Rotation at: 

KCC** % + Other ;ifospitaK5) , %=100% 
(IndUoite Location) 

C. I h«ve attached (oopies of tite felliiwiag docaiie»Bteil(Hi: 
• ERAS and/or GME A j ^ l b ^ M O CV 

• ECFMG Certificate fcB-FMGs D Medical SchoolDiploraa 

• Valid Michipn Licwise to Jh^ctice Mediciae Q Residkart Heme Program Accreditation Utter 

• Resident's Home bi^ititfi<» lo^atkmS^ 
request, 

ApplicableO N / A P Verification of inal^H«ctice coverage fi-can home institttion i f no reciprocal agreement. 

A p p l i ^ I e p N / A O Evidence of a chest X-Râ y i f TO dttn test wss positive. 

S.ignat«f» of ;Program Directtr. .. . .̂̂  .. .. . . . ..... ......... .... . . .... I^te ,,,, .,/:,.,.. /. 

Print««i Name: ^ ^ . . . . . . . Email Address;... ..... . . ^ Phone # 

P ART n i - T O RE COMEPIJr i^ BY KffiG I K O ^ 
wmm. :/ / TO / / 

rtfit»iitM Name ner N « w Innovatiimai 

Ai^roved D Ym Q No 

Signatoe of WSU Program DiieeUir; Date. / .. / 

Printed Name: Emwl Address: Phone# 

PART I V - TO B E COMPLETED BY K C C Al>MINIiST»ATiOS fORKCC ROTATIONS 

Approved O Yes Q N» Signature of KCC Oftker: tm_i: /. 
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HR200>Attachin9nt1 

KMMANOS 
c; M^'t'urn iHs-ri vi -S-K 

B V K It A K A 

CONFIDENTIALITY OF INFORRflATION STATEMENT 

Ail Kannanos employees, physicians, residants. students, volunteers and vendors must sign ttiis document prior to being assigned duties, a 
computer access code or passviiord authorization. No alterations to this statement are allowed. 
As an Individual working or assigned to the Kannanos Cancer Center. Karmanos Cancer Institute or any affiliate thereof, (faculty or staff at the 
Detroit Medical Center; or any professional association or other entity associated with the Wayne State School of Medicine, or any subsidiary or 
affiliate thereof), I understand that information is required for me to perform my duties. Some of this infonnation may concern patients being 
treated at Karmanos Cancer Canter and/or Karmanos Cancer institute or rt may concern the operations of Karmanos Cancer Center and/or the 
Karmanos Cancer Institute. I understand that patient medical information belongs to the patient and that I am only pemiitted to access patient 
medical Infonnation to the extent that it Is necessary to provide patient care or perfomn my duties. I also understand that ail medical and 
personal information regarding patients Is confidential and, unless directly related to the care of patients and authorized by Karmanos Cancer 
Center or the Kannanos Cancer Institute policy, should not be revealed of discussed with other patients, friends or relatives, or anyone else 
within or outside Kannanos Cancer Center or the Karmanos Cancer Institute healthcare environment. 

1 also understand that other infonftiation regarding the operations of Kannanos Cancer Center or the Karmanos Cancer Institute is confidential. 
This includes any infonnation regarding employees, financial operations, quality assurance, utilization review, risk management, research, 
procurement, contracting and credentiaiing of staff. I understand that 1 am only authorized to access this infomnation If it Is required for me to 
perform my duties. This infonnation should not be revealed or discussed with others within or outside Karmanos Cancer Center or the 
Karmanos Cancer Institute, except to the extent that this discussion is necessary to perform my duties. 

t also understand that I may not view my own medical reconj without proper authorization in accordance with policy HIM 02Q. Release of 
Infonnation. I shall not electronically access my own medical records, or that of my family members, including lab or test results, except as a 
legitimate function of my job duties or with proper authorization In accordance with policy HiM 020, Release of Infonnation. 

I understand that I am required to protect any K C C and KCi patient or operations infomnatlpn from loss, misuse, unauthorized access, or 
unauthorized modification, and to report any suspected breach of secunty policies; 

I understand that I may be given access codes or passwords to Karmanos Cancer Center and/or Kamianos Cancer Institute computer systems. 
I will safeguard the security codes and passwords given me I acknowledge that I am strialy prohibited from disclosing my security codes to 
anyone including my family, friends, fellow workers, supervisors, managers afldWMljordinates, for any reason. 

I understand that i may use my access security codes to perform my duties only. 1 agree that I will not use anyone else's security codes to 
obtain access to any computer systems. I understand that i will be held accountable for all work performed or changes made to the system or 
databases under my security codes and that i am not to allow anyone else to access the computer using my security codes, or leave my 
computer unattended and permit anyone else to access the system through my computer password. 

I understand that failure to follow the confidenliality of infonmation statement is cause for terrtnhjation of emptoyment, revocation of privileges, of 
revocation of access to Karmanos Cancer Center and Karmanos Cancer Institute: any such occurrence may be noted In my student, personnel, 
vendor record or credentiaiing file and may result in notice to my educational inaitutkin, my agency or employer, if such a relationship exists. 

I. the undersigned, also hereby acknowledge receipt of a copy of the ConfidentiaNty Policy, HR 200, of Kannanos Cancer Center as welt as 
Karmanos Cancer institute and agree that I: (i) have read and understand the Confidentiality Policy, (ii) shall comply with and be bound by (he 
teims of the Confidentiality Policy and (lil) understand the requirenwnt that all patient infonnation be kept confidential. I shall comply with ail 
relevant state and federal confidentiality laws including the Health Insurance Portability and Accountability Act of 1996 f HIPAA") and all HIPAA 
policies and procedures of K C C and KCI. 

Slg(tJWIiir<r 

Print Naimfi<Fihit,Mf(idl0l^^ tgm 

Employm # 

Ust iMIUi t f rU^ 

D»partm«nt. 

Worh Phone Numiwr. 

Security C|tll•stlOll•:^ 

Mother's maiden name: First school attended: 
This fomi must be fuUy completed, signed and submitted to KCI secunty prior to system access being granted to ANY user. 

Please nie in student, personnel, volunteer record or i n physician credenligliBg file. 05/2014 



STATEMENT OF RESPONSIBILITY 

For and in consideratioR of the benefit provided the und^ip ied in tiie fom of experience in 
evaluation and treatment of patMSrta of (**lCattnaoos Ctocer CenterTi, 
the undersized and his/her heirs, successors and/or assigns do herdty covenant and i^pe«! to assume id! 
rislcs of, and be solely responsible for, any injury or Um mmm^ % tbd tudbrsigned while pattic^tting 
in the Program at Kannanos CatK^r Center vaales& sudi iipary or loss arises solely out of Karmanos 
Cancer Center's gyoss mt^^^seaacs or willful misconduct. 

' Dated this _dayof,^ ^M__j.. 

lesidmt 

W»tn«-

mmm^^stt^Ht FOR cumcAt ROTATIONS • KCI 04-22-2014 (ep) 



Karmanos Cancer Center 
Graduate Medical Education 

Parking Identification Data/Input Card 

P l e a s e Print 

Last Name First Name Middle Initial 

Location/Department 

Karmanos 
Personal Contact # 

KCC GME Office (313)576-8527 
Resident/Fellow 

Resident 

DATES O F ROTATION: 

PARKING LOCATION: 

Vehic le Information 

NORTH DECK 

Make & Model Year & Color License Plate# & State 

Make & Model Year & Color License Plate# & State 

P l e a s e c h e c k if appl icable: 

3 ID badges must provide access to the Harper University Hospital operat ing room, 
Harper Inpatient f loors & associated surgical areas. 

Authoriz ing Person Date: 
David Jansen, Vice President-Human Resources 

Please be advised that parking & badges require a $10.00 fee (Cash Only) 



Confidentiality of Information Statement for Non-DMC Employees 
This document must be signed by all Non-DMC employees prior to being assigned duties or a computer access code or 
password authorization. No alterations to this statetnent are allowed. 

As an individual providing services to, on behalf of, or for the benefit of the DMC or any parent, subsidiary, affiliate or 
successor thereof, I understand that information to which I have access in the performance of my duties Is confidential. This 
duty of confidentiality applies to both individuals and entitles. I understand that I am only permitted to access patient medical 
information to the extent that It Is necessary to provide patient care or perform my duties. I also understand that all medical 
and personal Information regarding patients is confidential and unless directly related to the care of patients and authorized by 
DMC policy, should not be revealed or discussed with other patients, friends or relatives, or anyone else within or outside the 
Detroit Medical Center healthcare environment. 

I also understand that other information regarding the operations of the DMC is confidential. This includes any information 
regarding employees, financial operations, quality assurance, utilization review, risk management, research, procurement, 
contracting and credentiaiing of staff. I understand that I am only authorized to access this Information if It is required In order 
for me to perform my duties. This Information should not be revealed or discussed with others within or outside the DMC 
except to the extent that this discussion is necessary to perform my duties. 

I also understand that I may not view my own medical record without the proper authorization. I shall not electronically access 
my own medical records, or that of my family members, Including lab or test results, except as a legitimate function of my job 
duties or with proper authorization. 

I understand that I am required to protect any DMC patient or operations Information from loss, misuse, unauthorized access 
or modification, and to immediately report any suspected breach of security policies. 

I understand that I may be given access codes or passwords to DMC computer systems. I will safeguard the security codes 
and passwords given to me. I acknowledge that I am strictly prohibited from disclosing my security codes to anyone Including 
my family, friends, fellow workers, supen/isors, and subordinates for any reason. I agree DMC data and EPHI reside and shall 
be stored ONLY on DMC servers and NOT on any laptop, PCs nor any other device whether owned by DMC or not. 

I understand that I may only use my access security codes to perform my duties. I agree that I will not use anyone else's 
security codes to obtain access to any computer systems. I understand that I will be held accountable for all work performed 
or changes made to the system or databases under my security codes. I will not allow anyone else to access the computer 
using my security codes. I will not leave my computer unattended. I agree to defend, Indemnify and hold harmless the DMC, 
Its employees, subsidiaries and affiliates against all claims, losses and damages including reasonable costs and expenses 
resulting from my breach of this Confidentiality of Information Statement. I understand that failure to abide by the terms of this 
Confidentiality of information Statement Is cause for revocation of privileges, or revocation of access to the DMC, and may be 
noted in my student record, and may result in notice to my educational institution or my agency or employer, if such a 
relationship exists. 

Signature Date List all User IDs used 

Completion of this section is required for System/Network Access. Personal Verification Data - Please complete all 
of the following: 

Please PRINT Legibly: First, Middle, arid Last Name (full legal name please) 

Dept. Name: Hospital/Site Division 

Last 4 digits of SSN: Date of Birth: 

Mother's Maiden Name: Work Phone Number: 

First school you attended: Phone Number (other): 

Favorite Pet: Pager Number (if applicable): 

Scan and send as .PDF file to sfaxgidmc.orq or Fax to (313) 578-2728. All Pages Must Be Single Sided. Form updated on 10/05/12 



Ins t ruc t ions fo r Ind iv idua l Conf ident ia l i t y Sta tement Comp le t i on 

Please print and read confidentiality statement thoroughly. 

Us ing Pen, print your full legal name, sign and date the form then complete the questions 
pertaining to: mother's maiden name, first school attended and favorite animal or pet. The 
Help Desk or Security will ask you to answer these questions to verify that you are indeed the 
person to whom the NT ID belongs. NOTE: Fai lure to comp le te the con f iden t ia l i t y 
s ta tement as ins t ruc ted will lead to de lays in access and will requi re re -submiss ion of a 
p roper ly comp le ted Conf ident ia l i ty Fo rm. 

Please scan the completed form as a .PDF file and email it to sfax(g)dmc.orq or fax it to (313) 
578-2728. 

NOTE: Managers (or anyone) submi t t i ng a Conf ident ia l i ty Sta tement on behal f of 
ano ther pe rson mus t NOT retain the or ig ina l or a c o p y of the comp le ted f o r m as th is is a 
v io la t ion of DMC po l icy . The f o r m mus t be re turned to the owner , or des t royed on 
con f i rma t i on of a success fu l t r ansm iss ion . 

You may keep your own completed Confidentiality Form in a secure place. Remember, the 
personal identifying information is your information and must not be shared or left where others 
may see or obtain it. 


