CRNA STUDENT APPLICATION FOR RIGHTS

WHILE IN TRAINING AT

BATON ROUGE GENERAL MEDICAL CENTER

IDENTIFYING INFORMATION (please print clearly)




Date: _____________________

__________________________________________________________________________________________________

Last Name




First Name

M.I.

Maiden Name
__________________________________________________________________________________________________

Birthplace



D.O.B.


Sex

Social Security Number
__________________________________________________________________________________________________

Home Address



City


State
Zip
       Telephone #, Pager #  & Cell

__________________________________________________________________________________________________

Marital Status


Name of Spouse


E-mail Address
__________________________________________________________________________________________________

College Attended






Date of Graduation/Degree
Dates of Rotation: beginning __________ ending ___________

In Case of Emergency Contact:

__________________________________________________________________________________________________

Name







Relationship

Telephone Number
__________________________________________________________________________________________________

Address






City


State

Zip
________________________________________________  

Signature of CRNA Student
LICENSE INFORMATION (attach copy)



Louisiana License # _______________________________
Date of Expiration ________________________


________________________________________



Medical Director








Graduate Medical Education






Baton Rouge General Medical Center

BATON ROUGE GENERAL MEDICAL CENTER ● 3600 FLORIDA BLVD. ● BATON ROUGE, LA  70806

OFFICE OF GRADUATE MEDICAL EDUCATION ● phone (225) 387-7707● fax (225) 387-7872 
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