UNIVERSITY OF MARYLAND

MEDICAL SYSTEM AND 

SCHOOL OF MEDICINE
EQUIVALENCY ACCREDITATION APPLICATION

REQUEST FOR NEW TRAINING PROGAM

1. Name of proposed training program:
________________________________________________


Check one:



Clinical Fellowship _____      Research Fellowship _____

2.
Does the ACGME offer accreditation for this training?
Yes _____     No _____

3.
Name of proposed training program’s director: _________________________________________


Is he/she certified by the specialty board in the program’s discipline?    Yes _____   No _____


Email address__________________ phone__________________ fax________________

4. Duration of proposed training program:  _____ Years

Number of residents/fellows per level of training: Year 1 ___  Year 2 ___ Year 3 ___ Year 4 ___

5. Prerequisites for acceptance into the training program:  __________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

6. Brief description of the goals and objectives of the training program:


_______________________________________________________________________________


_______________________________________________________________________________


_______________________________________________________________________________


_______________________________________________________________________________


_______________________________________________________________________________

7. Discuss the impact the new program would have on the core residency program:


_______________________________________________________________________________


_______________________________________________________________________________


_______________________________________________________________________________


_______________________________________________________________________________

UNIVERSITY OF MARYLAND

MEDICAL SYSTEM AND 

SCHOOL OF MEDICINE

REQUEST FOR NEW TRAINING PROGRAM, Continued

8. What are the financials (capital, technical, facility and human resources (clinical and administrative) required to support the proposed program?


_______________________________________________________________________________


_______________________________________________________________________________


_______________________________________________________________________________


_______________________________________________________________________________

9. Funding Source:  (i.e. Mercy, VA, UMMS Faculty Practice, etc.)  __________________________

10. Is there an accrediting body that accredits this program?  If so, what is the name of that body, 


when was the program last accredited? What was the accreditation status? (please provide a copy 


with the application if possible)

SUBMITTED BY:

Signature  _____________________________________________________  ____________________



       Department Chair





       Date

APPROVED BY GME COMMITTEE TO APPLY FOR:

ACGME Accreditation
_____

Equivalency Accreditation
_____

NOT APPROVED AS TRAINING PROGRAM  _____

Signature   ___________________________________________________  ______________________



       GME Committee Chair





    Date

