
Baylor College of Medicine  
Office of Graduate Medical Education  

Visiting House Staff Physician Elective Information  

Please complete the information required. Please type or print all responses. Applications which 
are not legible will be returned to the applicant.    

A program letter of agreement between Baylor College of Medicine and the elective trainee’s 
institution is required before the trainee may begin his/her elective. You may obtain a template 
from your Baylor College of Medicine Departmental Education Office. This process will take 
approximately 3 months to complete. 

When complete, please forward all information to the education office associated with the 
program in which you will be working.  The Office of Graduate Medical Education (OGME) 
will only accept applications from Baylor College of Medicine Departmental Education Offices, 
to ensure that all approvals program/department-specific have been obtained prior to OGME 
processing.  

Please provide the following: 

� Completed Elective Application
� BCM Liability Release Form
� Proof of Professional Liability Coverage at the 1m/3m levels
� Background Check & Drug Screen (Completed through CertifiedBackground.com)*
� Copy of Texas Medical License or Permit.  Outside rotators should contact the Texas Medical
Board for instructions on obtaining a Rotator Physician in Training Permit.  They may be
contacted at pits@tmb.state.tx.us

�Copy of Current DEA and DPS Certificates (if fully licensed in Texas)
� Copy of Current ACLS, PALS, or ATLS Certification (must be AHA certified)
� Proof of Current HIPAA Training
� Complete Immunizations Record

�COVID-19 Immunization Record
� Program Letter of Agreement between Baylor and your institution
� Processing Fee (waived for US Military trainees & Affiliated hospitals in the Med Center):

� $500 if GME is notified at least 90 days prior to start
� $750 if GME is notified less than 90 days prior to start
� $1250 for any elective scheduled between June 1 – July 31

*Fee is non-refundable.

*Affiliates within the Texas Medical Center Consortium (UT Houston, The Methodist Hospital,
and MD Anderson Cancer Center) do not need to provide proof of these items.

**Effective immediately, BCM no longer accepts VISA holders for electives. 



From: To:

Verified by Department 
Initial & Date

Visiting House Staff Flow Sheet

Proof of Current Institution Professional Liability Coverage (1m/3m)

DOCUMENTS REQUIRED

Name:

Position Number

Baylor ID Number

Proof of Current HIPAA Training

INCOMPLETE PACKETS WILL NOT BE PROCESSED
AND WILL BE RETURNED TO RESPECTIVE COORDINATORS

Copy of Current ACLS, PALS or ATLS certification (must be American Heart Association 
certified)

Processing Fee: fee is non-refundable   

THERE WILL BE NO EXCEPTIONS

Elective Application 

Date Termed in SAP

Department: 

Hospital:

Termination Date

BCM Liability Release Form

Check-in Date: By:

Copy of  FULL TEXAS LICENSE / Permit (Proof of DEA and DPS Registration required if on a 
full TX license)  

Program Coordinator: 

Completed Immunization Record

Notes:

Background Check / Drug Test (for non-affiliate rotators)



Occupational    Health    Program -  COVID-19    Immunization 

At the current time, BCM does not require residents or fellows to receive the COVID-19 
vaccination. Nonetheless, this is important information that we would like to have on file.  
This may be required in the near future, and we want to be prepared.

 If you have been vaccinated, submit your COVID-19 vaccination record with your elective
packet.

 If you have not been vaccinated and are able to do so, please get vaccinated at your first
available opportunity.

 Please note, the affiliate hospitals will likely require vaccinations in the near future, so we
are unable to accept outside rotators who have not been vaccinated due to the rapidly
evolving requirements.

 Exemption requests will be reviewed by BCM Occupational Health.



BAYLOR COLLEGE OF MEDICINE 
RESIDENT/FELLOW ELECTIVE APPLICATION (Rotators from Outside BCM) 

I. IDENTIFYING INFORMATION TYPE OF LEARNER: 

Anticipated Dates of Rotation: 

Start Date:           End Date:   Resident or Fellow:     

Specialty/Subspecialty where you wish to rotate: 

Have you ever been to Baylor College of Medicine before? (if you have ever had a BCM ID #, check yes)  Yes     No 

If yes, when?      What Service/Program? 

Last Name: First Name: Middle Name: MD/DO 

Social Security Number: Date of Birth: Place of Birth: 

Are you a US Citizen? 
 Yes 

 No (if No, answer the 
following questions) 

Country of Citizenship: 

Are you a Permanent Resident? 
 Yes   Attach a copy of your “Green Card” 

*If no – BCM does not accept visa holders for elective rotations

II. ADDRESS
Home Address: 

City, State, Country, Zip/Postal Code: 

Home Phone: Cell Phone: 

Permanent Email Address: 



III. A. EMERGENCY CONTACT INFORMATION 

Name: 
 
 

Relationship: 
 
 

Complete Mailing Address: 
 
 

Home Phone: 
 
 

Other Phone: 
 
 

IV. LICENSURE 

 
Certificate Number: 
 
 

Expiration Date: 
 
 

Full Texas License/Texas Physician In Training Permit:(attach a copy) 

  

Other Licensure: (i.e. pharmacy, etc) 
 
Type: 
 
 

  

DEA: (attach copy only if you have a full license)   

DPS: (attach copy only if you have a full license)   

NPI: National Provider ID Number   

V. ALTERNATE NAME DOCUMENTATION 

Each applicant who has recorded an alternate name on this application that is different than shown on their attached supporting documentation must 
submit copies that support the name change.  This list contains but is not limited to: marriage certificate, divorce decree, court ordered name change or 
other official documentation. 

VI. EDUCATION 

A. UNDERGRAUDATE EDUCATION (last to first in chronological order) Dates Attended: 

1. Name of Institution: 
 
 

 
 

From: (mm/yy)                                         To: (mm/yy) 

City, State 
 
 

Date Degree Awarded:                               Degree: 
 
 

2. Name of Institution: 
 
 
 

From: (mm/yy)                                         To: (mm/yy) 
 
 
 

City, State 
 
 

Date Degree Awarded:                               Degree: 
 
 



B. MEDICAL SCHOOL or HEALTH PROFESSIONS SCHOOL (last to first in chronological order) 

Name of Institution: 
 
 

 
 
 

Dates Attended: 
From: (mm/yy)                                         To: (mm/yy) 
 

 

City, State 
 
 

Date Degree Awarded:                               Degree: 
 
 

C. POST GRAUDATE TRAINING 

List in chronological order every postgraduate training program you have been associated with. 
Attach additional sheets if necessary.  Reference this section number and title. 

1. Current Institution: 
 
 
 
 

Dates Attended: 
From: (mm/yy)                                           To: (mm/yy) 
 
 

Program Name: 
 

PGY Level: 
 

Mailing Address: 
 
 

Program Director: 
 
 

City: 
 
 

State & Zip: 
 
 

Phone: 
 
 

Country: 
 
 

Fax: 
 
 

Did you successfully complete the program?       Yes      No 
 
(If, NO, please explain on a separate sheet and reference this section and Program) 

2. Institution: 
 
 
 
 

Dates Attended: 
From: (mm/yy)                                           To: (mm/yy) 
 
 

Program Name: 
 

PGY Level: 
 

Mailing Address: 
 
 

Program Director: 
 
 

City: 
 
 

State & Zip: 
 
 

Phone: 
 
 

Country: 
 

Fax: 
 

Did you successfully complete the program?       Yes      No 
 
(If, NO, please explain on a separate sheet and reference this section and Program) 



VII. To be completed by the director of the training program in which the house office is currently enrolled (not BCM) 

ACGME or TMB Program #: 

The house office:                                                 YES                        NO 
 
 
Is in good standing in our program                        _____                   _____ 
 
 
Is approved to take this elective rotation                _____                   _____ 
 
 
Is covered by our program for Malpractice              _____                   _____ 
insurance with minimum acceptable coverage:      
$1,000,000 per occurrence/$3,000,000 in the aggregate* 
 
Name and Title: __________________________________________________ 
 
Signature:  ______________________________________________________ 
 
* If yes, attach a copy of the certificate of insurance 

VIII. To be completed by the Baylor department providing the elective 

 
 
Approved: ________________________________________    Disapproved: ________________________________________ 
                (Chairman or Designee Signature)                                             (Chairman or Designee Signature) 
 
 
Date: ____________ 
 
The house office should report to: 
 
 
Person: _______________________________________________________     Date: _______________________ 
 
 
Location: ____________________________________________     Room Number: _________________________ 
 
 
House officer will rotate at this hospital(s): __________________________________________________________ 

IX. GENERAL HEALTH 

 
Do you have any medical conditions that might impair your participation in the program?      Yes      No 
If so, please describe. 
 

 
 

I certify that my answers are true and complete to the best of my knowledge.  I understand that false, misleading or 
incomplete information may result in my release from the rotation.  I also understand that the host program has the  
right to terminate my rotation at anytime for cause. 
 
 
 
 
Signature:______________________________________ Date:_________________________________________ 
 
 



 
 
 
 
 

Full Release of 
 

Baylor College of Medicine 
 

From All Liability 
 
 
 

I understand that  in connection with my voluntary participation in the clinical training experience 
at  Baylor  College  of Medicine,  I  will be  offered  the  opportunity to  work  in  hospital  or  clinic 
settings, which may be hazardous. In these settings, I may come into contact with: 

 

1.   communicable   or  infectious  diseases,  including  by  way  of  example,  tuberculosis,  HIV, 
hepatitis; 

2.   radioactive devices and substances; 
3.   biologically hazardous materials; 
4.   dangerous  equipment; and 
5.   other substances  or things which are unfamiliar to me and which could cause serious injury 

to me, including death. 
 

Additionally,  I may be exposed to other  potentially  harmful situations  and  equipment  commonly 
encountered  in  a  medical  environment  where  patients   are  treated,   such  as  operating  suites, 
emergency  departments, labor  and  delivery  suites,  and  intensive  care  units.    As a result  of the 
hazardous environment at the school and its affiliated hospital and clinics, I understand that  there 
is the potential for me to be seriously injured or even killed or to sustain serious damages. 

 
 

In consideration of the experience  and training which I will receive at Baylor College of Medicine, 
which I expressly state will be of great  value to me and my career  and which will greatly  enhance 
my  educational  experience  as  a  physician   in  training,  I                                                           ,  do 
hereby  release  and  hold  harmless  Baylor  College of Medicine,  its  trustees,  officers,  employees, 
faculty,  staff,  and  all other  persons,  firms,  subsidiaries,  corporations or  other  entities,  including 
Baylor-affiliated hospitals  and  other  healthcare entities  which  might  be liable,  from  any  and  all 
claims, demands,  lawsuits,  causes of action,  known  or unknown,  of whatever  nature whether  for 
personal  injury  (including  a serious  disease) or death,  or otherwise  which may accrue  to me, my 
heirs,  executors,  legal representatives, successors  or  assigns  for  or  on account  of my  voluntary 
participation in the clinical training experience at Baylor College of Medicine. 

 
 
 

Signature of Participant 
 

 
Title  Date 

 
Check One: 
Post-Doctoral Fellow   

 

 
Resident   

 

 
Student   
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If student (Externship) is under the legal age of 21, a parent or guardian must sign and his/her 
signature must be notarized. 

 
 
 

Parent or Guardian 
 

 
Date 

 

 
 
 
 
 
THE STATE OF TEXAS         § 

§ 
THE COUNTY OF HARRIS   § 

 
 
BEFORE ME, the undersigned authority in and  for said county and  state, on this day personally 
appeared                                               , known to me to be the person whose name is subscribed to 
the foregoing instrument, and acknowledged to me that (he/she) executed the same for the purposes 
and consideration therein expressed. 

 
 
 
 
GIVEN UNDER MY HAND AND SEAL OF THIS OFFICE this    
  , 20  _  . 

day  of 

 
 
 
 
 
 

Notary Public in and for the State of Texas, 
(SEAL)  County of Harris 





 
     2012 

   
Start Date_______ 

  

 

Occupational Health 
Program 

 
                  VISITING RESIDENT/FELLOW 

IMMUNIZATION RECORD 

 End Date_______ 

  

Name ___________________________________________   Date of Birth__________________ Phone__________________ 
 
Residency/Fellowship Program________________________________________  Email ________________________________ 

 
Complete form and ATTACH SUPPORTING DOCUMENTATION 

 

 DATE 

A. Tetanus-Diphtheria   (Tdap- Tetanus-Diphtheria-Pertussis is preferred) 
     1. ______Completed primary series of tetanus-diphtheria immunizations. 
     2.             Received tetanus-diphtheria-pertussis (Tdap) booster within the last 10 years. 
                       (attach record) 

 
_________________ 
_________________ 

B. M.M.R. (Measles, Mumps, Rubella) (please document each dose) 
    1. _______Dose 1: Immunized at 12 months or after. (attach record) 
    2. _______Dose 2: Immunized after 1980. (attach record) 
 

 
_________________ 
_________________ 

C. Measles (Rubeola) - If given instead of M.M.R. check appropriate item 
I. _______Born before 1957, considered immune. 
2. _______Serologic proof of immunity. (attach record) 
3. _______Immunized with live virus, twice, at least once after 1980. (attach records) 

 

 
_________________ 
_________________ 
_________________ 
  

D. Rubella - If given instead of M.M.R. check appropriate item 
   1. _______Serologic proof of immunity. (attach record) 
   2. _______One dose of vaccine on or after 1st birthday. (attach record) 
 

 
_________________ 
_________________ 

E. Mumps- If given instead of M.M.R. check appropriate item 
    1. ______Born before 1957, considered immune. 
    2. ______Serologic proof of immunity. (attach record) 

    3. ______One dose of vaccine on or after 1st birthday. (attach record) 

 

 
_________________ 
_________________ 
_________________ 

F. Varicella (Chickenpox) 
    1. ______Serologic proof of immunity. (attach record) 
    2. ______Immunization (2 doses) (attach record) 
 

 
_________________ 
_________________ 
_________________ 

G. Tuberculosis  
     1. ______Last PPD (Mantoux) test (for record purposes). You will be tested at Baylor. 
                     Give date and test result. ________Millimeter  
     2. ______Had BCG vaccine.  If yes, PPD still has to be done.   
     3. ______If ever positive PPD, (greater than 10 mm induration) or IGRA blood test positive, chest  
                     x-ray done within last year is required.  (attach x-ray report) 

 
________________ 
 
_________________ 
_________________ 
_________________ 

H. Hepatitis B -give dates for all administered shots 
1. ______Serologic proof of immunity. (attach record) 
2. ______Immunization (at least 3 doses and attach records) 

 

 
_________________ 
_________________ 
_________________ 
_________________ 

 
 
PLEASE RETURN THIS FORM (via facsimile or mail) TO::       2/29/2012 

Occupational Health Program    713-798-7880 

Baylor College of Medicine    713-798-3364 (confidential fax) 

1 Baylor Plaza- (Mail Stop  BCM608)      

Houston, TX  77030  

 



 
 

 

BAYLOR OCCUPATIONAL HEALTH  
Phone (713)798-7880    Fax(713)798-3364 

 
 
IMMUNIZATION REQUIREMENTS FOR VISITING RESIDENTS AND FELLOWS 
Requirements based on Texas Department of State Health Services, OSHA policy and Centers for Disease Control 
recommendations. 
 
Tetanus/Diphtheria: Basic Series plus 

1 dose within last 10 years.  Tdap (Tetanus-diphtheria-pertussis) is 
preferred. 
 

Measles (Rubeola): 
 

Applies only to those born after December 31, 1956. Acceptable 
proof of prior immunization with 2 doses of vaccine on or after 
first birthday at least 30 days apart and one dose given since 1980; 
or serologic confirmation of immunity. 
 

Rubella: Acceptable proof of prior immunization with 1 dose of vaccine on 
or after first birthday; or serologic confirmation of immunity. 
 

Mumps: 
 

Applies only to those born after December 31, 1956. Acceptable 
proof of prior immunization with 1 dose of vaccine on or after first 
birthday; or serologic confirmation of immunity. 
 

Tuberculosis: A PPD within a year prior to the end of your rotation.  This must 
be placed and read by a health care practitioner in the regular 
course and scope of their practice.  Only Mantoux results (in mm) 
for a skin test are accepted;  or   
Proof of a positive test is provided.  A history of a positive test is 
not accepted.   If positive, chest x-ray is required.   
 
Interferon-gamma blood tests are also accepted.   

Hepatitis B: Series of three: first dose, second dose 1 month after the first dose 
and third dose 5 months after second dose; or  
serologic confirmation of immunity  

Varicella: Serologic proof of antibody; or 
immunization (2) at appropriate interval 
 

Meningitis Completion of questionnaire 
Immunization is not required 
 

Declination: Medical contraindication;  or member of acknowledged religious 
group that does not allow immunization (with written letter from 
leader of group). 
 

5/20/11

 















How to Use the PIT Application Submission Spreadsheet 
 
1. Please download and save the PIT Application Submission Spreadsheet.  You will only have to do this once.  If 

you are unfamiliar with downloading and saving, here’s how to do it: 
a. Double-click on the attachment open the PIT Application Submission Spreadsheet. 
b. Click on File, then on Save As. 
c. In the Save As box, select the appropriate location for saving the file.   
d. Leave the file and file type as already appears in the dialog box. 
e. Close the saved PIT Application Submission Spreadsheet. 

 
2. When ready for use, open the PIT Application Submission Spreadsheet, choose File, Save As and name it with 

today’s date.  (Submit no more than one PIT Application Submission Spreadsheet each day.) 
 

Note:  Data on this PIT Application Submission Spreadsheet will be used by TMB to match with a PIT 
applicant’s online submission, so be very careful that your data entry is correct.  Please advise your applicants 
to do the same.  If matches between an applicant’s online submission of his or her TMB ID number, Program ID 
number and either SSN or ECFMG number to the same fields submitted in your PIT Application Submission 
Spreadsheet, there will be delays in processing that application. 

 
3. You’re ready to begin data entry.   

a. You will see 12 columns for the different data fields to be collected (see the sample screen at the end of the 
instructions). 

b. You will enter a row of information for each applicant, with the data for each applicant in the appropriate 
column. 

c. Click on cell A2 to begin data entry.   
d. You may move to the next column on the same row by using the TAB key. 
e. Start a new row for each applicant. 
f. Information about each column of data is shown below. 

 
ACGME, AOA or TMB Program ID #  
• Enter the numeric code for the specific program.   
• Do not enter the dashes – only numbers; the dashes will display after entry.   
• Please call if you have any questions – using an incorrect Program ID will significantly delay the 

process of issuing a permit.   
 
PIT Type 
• This column contains a drop down list and you must select PIT, ROT or CP. 

PIT = Initial PIT Permit 
ROT = Rotator Permit (Initial and Subsequent) 
CP = Institution Change PIT Permit (use if a PIT applicant has had a PIT permit at another institution 
and is now joining your institution) 

 
Note:  PIT holders changing programs within the same institution do not need to apply for a new PIT 
permit.  Send TMB an e-mail to pits@tmb.state.tx.us with the new Program ID and any changes to the 
begin and end program dates. 
 
TMB personal ID # 
• If the PIT applicant has ever had any kind of application, permit or license with TMB, the applicant 

should already be assigned a TMB personal ID number in our system.   
• Please make every effort to enter this number, if it exists, to avoid duplication in TMB’s system and 

delay in issuing the permit. 
 
First/Middle Name 
• Enter the first and middle names of the PIT applicant.   
• This name field may ultimately be overwritten if the PIT applicant supplies a variation of the name when 

applying online.  However, it will be useful to TMB in the event that other fields don’t match as 
expected. 
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Last Name 
• Enter the last name of the PIT applicant.   
• This name field may ultimately be overwritten if the PIT applicant supplies a variation of the name when 

applying online.  However, it will be useful to TMB in the event that other fields don’t match as 
expected. 

 
Suffix  
• This column contains a drop down list and you may select JR, SR, II, III, IV or V.   
• Leave the cell blank if an applicant has no suffix on his or her name. 
 
Degree  
• This column contains a drop down list and you must select either MD or DO.   
 
SSN 
• Enter the PIT applicant’s social security number, if one exists. 
• Do not enter dashes – only numbers; the dashes will display after entry.   
 
ECFMG # 
• If the PIT applicant is an international medical graduate, enter the  applicant’s ECFMG number. 
• Do not enter dashes – only numbers (in this case the dashes will not display after entry). 
 
Training Program Start Date 
• Enter the date the applicant will start the training program. 
• Use slashes (/) and the format mm/dd/yy.  An example is 7/1/05. 
 
Training Program Completion Date 
• Enter the date the applicant is scheduled to complete the training program. 
• Use slashes (/) and the format mm/dd/yy.  An example is 6/30/08. 
 
H1B Visa Letter Needed?  
• Select Yes from the drop down list if an INS letter is needed.  If not, skip this cell. 
• If Yes is entered in this column, an INS letter will be included with the initial correspondence sent by 

TMB. 
 

4. Click the Save icon or File/Save periodically while working on your PIT Application Submission Spreadsheet. 
 
5. After you have entered a row of data for each applicant, save the PIT Application Submission Spreadsheet one 

last time and close it. 
 
6. Send the PIT Application Submission Spreadsheet to the TMB at pits@tmb.state.tx.us as an attachment.   
 
7. Requirements for acceptance of the PIT Application Submission Spreadsheet: 

a. The e-mail should come from the director of medical education, the chair of graduate medical education, 
the program director, or (if none of the previously named positions is held by a physician) the supervising 
physician of the postgraduate training program. 

b. We will also accept the spreadsheet in an e-mail from a staff member, so long as the director of medical 
education, chair of graduate medical education, the program director, or, if none of the previously named 
positions is held by a physician, the supervising physician of the postgraduate training program is copied 
on the email and the appropriate selection is indicated in the certification.  

c. In the body of the e-mail, the following certification statement must be included: 
 

I, (insert name here), certify that I am (delete those that do not apply) 
__  the chair of graduate medical education  
__  the program director  
__  if none of the previously named positions is held by a physician, the supervising physician of 
      the postgraduate training program, or 
__  the (Housestaff Coordinator or appropriate title), that I am acting on behalf of (insert name 

here) who is the (chair of graduate medical education/program director/supervising 
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physician), and that the named individual has authorized me to make the following 
certification.  I am sending a copy of this e-mail to the named individual.  

 
This information is submitted for (insert name of program).  
 
I certify that: 
• the program meets the definition of an approved postgraduate training program outlined in Board 

Rule 171.3 (a)(2) and (3);  
• the applicant(s) listed on the attached PIT Applicant Submission Spreadsheet have been 

credentialed by the program to include verification of identity, and verification of medical school 
graduation;  

• the applicants listed on the PIT Applicant Submission Spreadsheet have met all educational and 
character requirements established by the program and have been accepted into the program;  

• the program has received a letter from the dean of each applicant's medical school which states that 
the applicant is scheduled to graduate from medical school before the date the applicant plans to 
begin postgraduate training, if the applicant has not yet graduated from medical school. 

 
 

Sample PIT Application Submission Spreadsheet 
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