
PROCESS FOR REQUESTING ELECTIVES
Effective 7/1/07, All elective rotations require approval from the Designated Institutional Official (DIO) and the Office of the Maryland Medicine Comprehensive Insurance Program (MMCIP).  The Graduate Medical Education Department facilitates review and approval process on behalf of the training program and its resident or fellow.

How to submit a request:

I. Residents and fellows must complete the form that is found at http://www.umm.edu/gme/doc/insurance_request_form.doc  
A. The form requires the resident or fellow requesting the elective to:

1. Identify the length of the elective assignment
2. Identify the faculty (by name) who will be supervising the elective
3. Identify the broad goals and objectives for the assignment in question #4 of the form and attach detailed goals and objectives to the form at the time it is submitted for review.
4. provide an explanation as to why the experience is not available locally if the clinical elective is in D.C. Florida, New York, or Pennsylvania.
5. Attach evidence of a program-level agreement that documents that has been signed by authorized parties of both institutions (sending and receiving). Note: if there is no program level agreement, the resident or fellow and/or program coordinator, must verify with the receiving institution that an agreement is not required.  If an agreement is required, it must be reviewed by legal representatives from UMMC, the School of Medicine, and the (MMCIP), and in some cases, its Finance Committee and executed before the rotation can begin.

6. Submit the form and its supporting documents at least 90 days  prior to the requested elective start time to the Graduate Medical Education Department.  Requests received by the Graduate Medical Education Department that do not provide a 90 day advance notice must be accompanied by a written explanation as to why the 90 day advance notification period was not adhered to, and actions (if any) that will be taken to prevent a recurrence. Those requests that do not provide a 90 day advance notification period may be at risk for delayed review or denial of the elective request  NOTE:   It is recommended that you identify the electives in which you plan to participate at least 120 days in advance of starting the assignment to further assure you will be able to meet the 90 day timeframe for elective requests.
7. Resident or fellow must be up-to-date on all immunizations and be in a compliant status with Employee Health.  This includes an annual PPD and Flu Shot (or declination form on file).
II. Residents or fellows and/or the program coordinator must submit completed form for elective request along with all required supporting documentation that is indicated via fax to the UMMC Graduate Medical Education Department’s Compliance Coordinator via fax at 8-2088 or via email (scanned documents) at mhyson@umm.edu.  Questions about the appropriate completion of the form may be directed to Maureen Hyson at 8-0978. 
III. Decisions:
A. If the elective is denied, all parties will be informed  and the resident or fellow will not be permitted to undertake the elective training
B. If the elective experience is approved, the agreement that is required must be routed for review by legal parties at both sending and receiving institutions, revised as required, and executed prior to the start of the elective assignment.
International Electives

The coverage for approved internal electives, unless otherwise negotiated with MMCIP will be to cover damages as a result of injury to any person arising out of a medical incident occurring within the Coverage Territory, within the limits that have been defined by MMCIP. 

The Coverage Territory means anywhere in the world provided the suit for damages is brought within the United States of America its territories or possessions, or Canada. 
If approved, residents requesting international electives, are required to sign a letter with MMCIP acknowledging this information prior to rotating on the elective.
MARYLAND MEDICINE COMPREHENSIVE INSURANCE PROGRAM

Request For Insurance Coverage At Offsite Location(s) 

RESIDENT VERSION

PURPOSE: To comply with underwriting requirements of the professional liability program; for covered providers while acting within the scope of their professional employment at offsite locations (locations not owned or operated by an insured entity - UMMSC, UPI, practice plan).

_________________________________________________________________________________________________________

SECTION I  To be completed by or on behalf of resident

1. Resident’s Name _______________________________________________________________ (or attach list for 1-4)

2. Resident’s Department __________________________________________________________

3. Name of Off Site Location:

Address:

4. Dates of this routine or elective rotation:  Start Date ____________________   End Date______________________________ 

Number of hours at location: _________ per (circle one):  week    month    year   Other: Describe_______________________

5. Purpose/Objective of Rotation (note:  please attach goals and objectives to the rotation) in addition to making a broad overall statement about the experience in this section.
6. Activity involves: (circle one)    Direct Patient Care       Purely Observational        Other: describe ______________________

7. Are all of the clinical activities that you will perform clearly within the scope of your residency program at UMMC?  

Yes _____  No _____  If not, explain the additional clinical activities _____________________________________________ 

8. Will you be performing any procedures at this location that you do not perform at UMMC?  

Yes _____  No _____ If yes, please specify _________________________________________________________________

9. Are any persons to be under your direct supervision at this location?  Yes _____  No_____  If yes, specify the number and type (residents, P.A.s, N.P.s, etc.)

10. Who will be supervising your activity?  NOTE:  PLEASE PROVIDE THEIR NAME  UMB SOM faculty ______  Offsite location physician _______  Other___________  (please specify)  
11. Is verification of your coverage needed at location?   Yes _____    No _____

12.  Date of last PPD ________________              Date of Flu Shot ________________   or Declination Form Submitted ________________          
________________________________________________________
______________________


Applicant's/Resident’s Signature




Date

SECTION II   To be completed by Departmental Chairman or Program Director ONLY

12.   Please confirm if the activity is a ROTATION or ELECTIVE (circle one).

13.   Do these activities fulfill educational requirements for the resident/fellowship program at UMMC?  Yes _____  No_____ 

14. Have you authorized these activities at this location?  Yes ______  No ________

15. Will receiving institution require a fully executed agreement letter of agreement?  Yes _____ No _____ (MUST ATTACH)
16. Do you have a copy of a fully executed agreement/letter with the rotating facility/office on file? Yes _____ No _____ (MUST ATTACH)
_______________________________________________________________ 
_________________

Signature of Departmental Chairman or Program Director ONLY Required
                Date
NOTE:  PLEASE ATTACH FULLY EXECUTED AGREEMENT OR PROVIDE AGREEMENT THAT IS REQUIRED BY THE RECEIVING INSTITUTION WHEN SUBMITTING THIS REQUEST.   FAILURE TO DO SO MAY RESULT IN DELAY IN OR DENIAL OF THE REQUEST.
(Revised 12/14/10)
http://www.umm.edu/gme/doc/insurance_request_form.doc

