DATE
John Smith, D.O.
1 Mainstreet
Anywhere, STATE  ZIP
RE:  Resident Name, D.O. Program Name
        Name of Rotation from Beg. Date –Ending Date
Dear Dr. Smith:
In order to comply with Medicare regulations regarding the calculation of a hospital’s resident count, it is necessary that a formal written agreement be obtained between YOUR HOSPITAL and physicians’ who are providing a patient care office rotation.

The following conditions of this agreement are:

1. HOSPITAL NAME agrees to pay all Intern/Resident costs including salary and fringe benefits.  

2. The physician agrees that he/she will supervise residents assigned by the Department of Medical Education.

3. The Program Director of the PROGRAM SENDING has set forth the requirements of this rotation as attached. 

4. While on the rotation, the Intern/Resident is insured for professional liability by COMPANY NAME OR SELFINSURED, through the YOUR HOSPITAL for all activities within the course and scope of the Intern/Resident educational duties and responsibilities.  Limits are XXX  million per occurrence and $XXXX million per aggregate.
5.   Copies of the Interns/Residents’ Ohio and Controlled Substance Licenses are attached.  

We sincerely appreciate your voluntary and uncompensated participation in the supervision of Dr. Richey as part of her/his training in the ______________ Program.  If you have any questions regarding the rotation, please do not hesitate to contact me at (xxx) xxx-xxxx.

If you are in agreement with the rotation and the requirements of the training program, please sign where indicated and return in the enclosed envelope.  

Sincerely,

_____________________________________







NAME OF DME





   Date

Director of Medical Education
This agreement is effective DATE OF LETTER and will remain in effect until either party terminates it in writing with no less than 30 days notice.

_____________________________________

_____________

Signature of Program Director Sending 


         Date

_____________________________________

_____________

NAME SUPERVISIGNG PHYSICAN



Date

Supervising Physician -Typed Name

