
EAST TENNESSEE STATE UNIVERSITY
JAMES H. QUILLEN COLLEGE OF MEDICINE

INSTITUTIONAL MOONLIGHTING ACKNOWLEDGMENT
Department _____________________  Resident_______________________________________

I am requesting the Chairman/Residency Program Director’s permission to moonlight at another institution. 

Name, location, and contact at institution in which moonlighting occurs:

Facility:      ______________________________________________________________


City/State:  ______________________________________________________________

Contact:      ___________________________      Phone #:  ________________________

Approximate number of hours to moonlight each month:  _______________________________

Medical License:   ______________________ (State)    ______________________________(#)

Malpractice insurance for moonlighting is provided by the other institution:

Yes_____

No_____

If “No,” company and policy # of my personal malpractice insurance:

____________________________ (Company)      ______________________ (Policy #)

I acknowledge that I have received a copy of the James H. Quillen College of Medicine institutional and program policies on moonlighting.  If my Chairman/Program Director approves moonlighting, I will submit documentation of my moonlighting hours/schedule on a monthly basis to the Program Coordinator for review.  The resident is required to maintain their own medical malpractice and other liability insurance as may be required for the services provided during moonlighting.  East Tennessee State University, James H. Quillen College of Medicine has no responsibility for any activities undertaken by the resident during moonlighting as this is not a part of their educational program.  East Tennessee State University, James H. Quillen College of Medicine does not provide any assurances regarding capabilities of the resident providing the moonlighting services.  I also understand that my performance will be monitored for the effect of these moonlighting activities upon performance and that adverse effects may lead to withdrawal of permission.
_________________________________________

______________________________

Resident

    




Date

******************************************************************************

This request has been reviewed and approved___ or not approved ___ by the Chairman/Program Director.

_________________________________________   
______________________________

Chairman/ Program Director



           
Date

If not approved, reason for no approval ______________________________________________

______________________________________________________________________________

