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	March 14, 2006
	In Reply Refer To:  578/127



Dear CMS Students (
):

Welcome to the Department of Veterans Affairs.  You will be assigned to our facility as a Medical Student, in our Neurology/MNSL Service from ___________ through ___________ under authority of 38 U.S.C., 4114 (a)(1)(A).  During your period of affiliation with our facility, you are authorized to perform services as directed by the Chief of Neurology, Dr. Gwendolyn Kartje.

In accepting this assignment you will receive no monetary compensation and you will not be entitled to those benefits normally given to regularly paid employees of the Veterans Health Administration, such as leave, retirement, etc.  You will, however, be eligible to receive the benefits indicated below.  Cash cannot be paid in lieu of any of these benefits.

(
Quarters

(
Subsistence
(
Uniforms
(
Laundering of Uniforms

If you agree to these conditions, please sign the statement below and return the letter in the enclosed postage-free envelope. This agreement may be terminated at any time by either party by written notice of such intent.

Please indicate your veteran status by circling the appropriate number below.

Sincerely yours,

Wayne H. Davis

Manager,

Great Lakes Human Resources Management Service

Enclosure

--------------------------------------------------------------------------------------------------------------------------------------------

I agree to serve in the above capacity under the conditions indicated.


Signature  _______________________________

Date          _______________________________

Pursuant to the Privacy Act of 1974, the information about your veteran status is requested under title 38 United States Code and will be used to help identify veteran status of all VA trainees for statistical and program planning purposes. It will not be used for any other purpose. Disclosure of the information will have no adverse effect on any benefit to which you may be entitled.

Department of Veterans Affairs 

Memorandum
Date:
March 14, 2006
From:
Secretary, Neurology/MNSL (127)
Subj:
W.O.C. Appointment Information
  To:
Chief, Great Lakes Human Resources Management Service (05)
NAME:



SSN:



DOB:




ADDRESS:



HOME TELEPHONE:



POSITION TITLE:
CMS Medical Student

Are you a citizen of the United States?
Yes_______
No_______

Were you born in the U.S.?
Yes_______
No_______ (must provide proof of Naturalization)
Student Signature

Date

Department of Veteran Affairs

‘Information Security and VA Employees’ Video

Employee Name:


(Please Print)
Service:
Neurology (127)

Social Security #:


Date of Birth:


I have viewed the video entitled ‘Information Security and VA Employees’ and understand the importance of observing VA computer security rules and regulations.  I will not share my password/access code with fellow employees.  I will not use someone else’s password/access code.  I will log off when I leave a terminal.

Signature:


Date:


Supervisor’s name:



(Please Print)
Supervisor’s signature:



Date:



Remember: YOU are the most important part of Information Security at Hines!

HINES HOSPITAL

INFORMATION SECURITY PROGRAM

ATTACHMENT A






VHA DIRECTIVE 2003-032












        June 17, 2003
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	CLINICAL TRAINEE REGISTRATION FORM

	Response is mandatory.  This information will be kept confidential.  It will be used for reporting purposes, conducting surveys, and improving the quality of VHA’s clinical training programs. This information will be entered in the “New Person” file in Veterans Health Information Systems and Technology Architecture (VistA). This form may also be printed from the OAA website: http://vaww.va.gov/oaa/policies.asp

	Disclosure of your Social Security Number (SSN) is mandatory to identify individuals with identical names.  Failure to provide this information may delay or make impossible the proper application of Civil Service rules and regulations and VA personnel policies and thus may prevent you from obtaining clinical training at VA.  Solicitation of the SSN is authorized under the provisions of Executive Order 9397, dated November 22, 1943.  The information gathered through the use of this number will be used as necessary for statistical studies and personnel administration in accordance with established regulations and published notices of systems of record. 


	First Name


	MI


	Last Name



	Social Security Number

	Home Email Address



	Street Address 


	City                                                                      State                                               Zip


	Start and End Date of Hines Training                                      WOC or Paid                                   Today’s Date







WOC



	PGY Level                 
N/A
	Specialty



Neurology
	School


Chicago Medical School




Degree Level of Educational Program: (mark only one)

	(   Certificate/Diploma
(   Associate
	(  Post-master’s fellowship 
(  Doctoral  


	(   Baccalaureate
(   Master’s
	(  Postdoctoral (other than residents)

(  Residency/Fellowship


Program of Study: (mark only one)
(Discipline that best describes the current program of study)

	(
Audiology
(
Chaplaincy
	(
Medical/Surgical Support (Respiratory

Tech, Biomedical Tech, etc.)

	(
Dentistry
	(
Nurse Anesthetist

	(
Dietetics
	(
Nursing

	(
Health Information
	(
Optometry

	(
Health Services Research & Development
	(
Other 

	(
Imaging (Radiologic/Ultrasound Tech, etc.)
	(
Pharmacy

	(
Laboratory
	(
Physician Assistant

	X
Medical Student
	(
Podiatry

	(
Medical Resident/Fellow 
	(
Psychology

	(
Medical Post-residency Physician in a VA

Special Fellowship (Ambulatory Care, National 


Quality Scholars, Women’s Health, etc.)
	(
Rehabilitation (OT, PT, KT, etc.)

(
Social Work
(
Speech–Language Pathology

	
	

	What is the LAST YEAR that you anticipate being in a training program at this VA facility?
	(
2004
(
2007
	(
2005
(
2008
	(
2006
(
2009

	Service ______NEUROLOGY/MNSL____________________________
	
	
	

	
	

	VA FORM
	10-0410

	MAY 2003
	


SAC

SPECIAL AGREEMENT CHECK

NAME: _________________________ _______________________ _________________




(Last Name)


      (First Name)

     (Middle Name)

SSN: ______________________________  DOB: ________________________________

ALIAS: _____________________________  RACE: ______________  SEX: _________

EYE COLOR: _______________________  HAIR COLOR: _______________________

HEIGHT: __________________________  WEIGHT: ____________________________

PLACE OF BIRTH: _______________________________________________________








(State/Country)

RESIDENT ADDRESS: ____________________________________________________

CITIZENSHIP: ___________________________________________________________

POSITION: ______________________________________________________________

SCARS, MARKS, TATTOO(S): _____________________________________________

TYPE OF APPOINTMENT (check one)

___ Employment (Paid)


___ Fee Basis (Consultant)
__X_ WOC

___ Volunteer



___ Intern



___ Resident

___ Stipend




___ Work-Study


___ IPA

___ Other (specify): ___________________________

_____________________________________________  __________________________


 Signature of Appropriate Service/Service Line Official


   Date
DEPARTMENT OF VETERANS AFFAIRS


Edward Hines, Jr. Hospital


Hines, IL  60141





(





Veteran Status


1.	Vietnam Veteran *


2.	Other Veteran						 


3.	Non-Veteran						


*	For this purpose, a Vietnam Veteran is one with			


        service between August 5, 1964 and May 7, 1975.










FL 10-294



Oct 1980 (RS)


_1116740123

