
Form 1:
« Residency Name» Program – Confidential Verification and Reference for:
NAME: «First Name» «MI» «Last Name», «Suffix» 
SOCIAL SECURITY NUMBER: «Social Security Number» [if SSN listed on request]
This confidential document relating to a former resident is provided to you by The University of Texas Health Science Center at San Antonio, «Residency Name» Program. We submit this document in response to your request for verification of «Specialty or Subspecialty Name» training and reference information in lieu of other forms. The original notarized signature of the current program director will verify its authenticity. The contents of this document are provided with the permission of the above named physician and should not be released to any other party without the consent of that physician. 

I. Verification of Training: 

 Dr. «Last Name» successfully completed «Specialty or Subspecialty Name» residency training at The University of Texas Health Science Center at San Antonio as follows: 

Internship: «Dates of Internship» 

Residency: «Dates of Residency» 
 See Appendix Item I. [optional statement of any deviation from standard training sequence] 

II. Disciplinary Action: 

 During the dates of training at this institution, Dr. «Last Name» was not subject to any institutional disciplinary action. 

 See Appendix Item II. [Description of disciplinary actions. This would not normally include Corrective Actions instituted for educational reasons which have been successfully remediated.] 

III. Professional Liability: 

 To the best of our knowledge, Dr. «Last Name» was not investigated by any governmental or other legal body and was not the defendant in any malpractice suit during residency training. 

 See Appendix Item III. [Description of investigations and malpractice suits] 
IV. Ability to Practice Medicine: 

 To the best of our knowledge, no conditions exist that would impair Dr. «Last Name»'s ability to practice «Specialty or Subspecialty Name». 

 See Appendix Item IV. [If this item is checked, explanations will usually deal with conditions covered by the ADA. Consult legal counsel about how to complete in a manner which complies with the ADA.] 

V. Clinical Privileges/Procedures Requested. 

 The education Dr. «Last Name» received from our training program was sufficient                         for the practice of «Specialty or Subspecialty Name». Dr. «Last Name» was recom-                        mended for the certifying examination administered by the American Board of                                              «Specialty or Subspecialty Name». 

 At the conclusion of Dr. «Last Name»'s «Specialty or Subspecialty Name» residency training, he/she was judged capable of performing the following procedures independently and competently, without direct supervision: 

EXAMPLES FROM GENERAL INTERNAL MEDICINE RESIDENCY TRAINING LISTED BELOW:

 Arthrocentesis of the knee 

 Lumbar puncture 

 Paracentesis 

 Insertion of subclavian central line 

 Insertion of femoral central line 

 Insertion of internal jugular central line 

 Insertion of arterial line 

 Flexible sigmoidoscopy 

 Bone marrow aspiration and biopsy 

 Insertion of pulmonary artery catheter 

 Punch skin biopsy 

 Thoracentesis 

 Other _________________________________ 

I am unable to comment on requested clinical privileges/procedures outside the scope of a «Specialty or Subspecialty Name»  residency training program.
VI. Recommendation: 

Based on a composite evaluation by The University of Texas Health Science Center at San Antonio Department of «Residency Name» Education Committee, Dr. «Last Name» is recommended to you this «Month, Date, Year of Completion» as being qualified to practice competently and independently in this specialty without direct supervision. 

_______________________________ 

«Name of Program Director»

«Title»

VII.  I have reviewed this evaluation with the program director or designee. I understand that this form will, in most cases, be utilized as the confidential verification and reference form in lieu of other forms when requests for verification of resident training and/or reference are received by the Department of «Department Name». 

_____________________________ 

[SIGNATURE OF Dr. «Last Name»] 

VIII.  Resident refused to sign. 

________________________________ 

«Name of Program Director», «Title» 

	“I attest that the foregoing information supplied is true” 
Date: 
Signature «Residency Program Director Signature»

	Notary Public Seal
	State of Texas
	Bexar County
	Name:

	 
	Subscribed and Sworn Before me on this day:
	Address of Program Director signing
	

	
	Notary Public Signature
	
	

	
	Notary Public Name (type or printed)
	Commission Expires:


	


Form 2: (Sample of Verification Letters - INTERNSHIP ONLY)
«Date»



«Name of Requestor»
«Facility Name»
«Street Address»
«City, State  Zip Code»
Re:
«First Name» «MI» «Last Name», «Suffix»
«Social Security Number» [if SSN listed on request]
Dear «Name of Requestor»:

This is to certify that Dr. «Last Name» successfully completed one year of internship training in «Specialty Name» at The University of Texas Health Science Center at San Antonio between «Date» and «Date».
As a matter of departmental policy, we provide this letter in lieu of responding to any form requests for detailed evaluations of our past residents or faculty.  I stress that this is our policy, and does not reflect upon Dr. «Last Name» in any way. 

Sincerely,

complete
«Name of Program Director»
«Title» 
Form 3:  Sample of Verification Letter for Residency (within final weeks of residency)
«Date»



«Name of Requestor»
«Facility Name»
«Street Address»
«City, State  Zip Code»
Re:
«First Name» «MI» «Last Name», «Suffix»
«Social Security Number» [if SSN listed on request]
Dear «Name of Requestor»:

This is to certify that Dr. «Last Name» entered residency training in «Specialty Name» at The University of Texas Health Science Center at San Antonio on «Date». «His/Her» expected completion date is «Date» at which time «He/She» will be recommended for the certifying examination administered by the American Board of «Specialty or Subspecialty Name».
Dr. «Last Name»’s performance during this residency was excellent and no adverse actions were taken during residency.   «He/She» is skillful, possesses an excellent fund of knowledge, is highly moral and ethical, and has demonstrated sufficient professional ability to practice competently and  independently without direct supervision.

As a matter of departmental policy, we provide this letter in lieu of responding to any form requests for detailed evaluations of our past residents or faculty.  I stress that this is our policy, and does not reflect upon Dr. «Last Name» in any way. 

Sincerely,

«Name of Program Director»
«Title» 

Form 4:  Sample of Verification Letter for Residency (recent graduate, with request for malpractice information)

«Date»



«Name of Requestor»
«Facility Name»
«Street Address»
«City, State  Zip Code»
Re:
«First Name» «MI» «Last Name», «Suffix»
«Social Security Number» [if SSN listed on request]
Dear «Name of Requestor»:

This is to certify that Dr. «Last Name» sucessfully completed residency training in «Specialty Name» at The University of Texas Health Science Center at San Antonio between «Date» and «Date». «His/Her» internship year was from «Date» through «Date». Dr. «Last Name» was recommended for the certifying examination administered by the American Board of «Specialty or Subspecialty Name».
Dr. «Last Name»’s performance during this residency was excellent and no adverse actions were taken during residency.   «He/She» is skillful, possesses an excellent fund of knowledge, and is highly moral and ethical.

For malpractice history, please contact the Office of General Counsel/Med-Mal Section, University of Texas System, 201 West Seventh, 6th floor, Austin, TX 78701.

As a matter of departmental policy, we provide this letter in lieu of responding to any form requests for detailed evaluations of our past residents or faculty.  I stress that this is our policy, and does not reflect upon Dr. «Last Name» in any way. 

Sincerely,

«Name of Program Director»
«Title» 

Form 5:  Sample of Verification Letter for Residency (graduate from distant past)
«Date»



«Name of Requestor»
«Facility Name»
«Street Address»
«City, State  Zip Code»
Re:
«First Name» «MI» «Last Name», «Suffix»
«Social Security Number» [if SSN listed on request]
Dear «Name of Requestor»:

This is to certify that Dr. «Last Name» satisfactorily completed residency training in «Specialty Name» at The University of Texas Health Science Center at San Antonio between «Date» and «Date». «His/Her» internship year was from «Date» through «Date». Dr. «Last Name» was recommended for the certifying examination administered by the American Board of «Specialty or Subspecialty Name».
As a matter of departmental policy, we provide this letter in lieu of responding to any form requests for detailed evaluations of our past residents or faculty.  I stress that this is our policy, and does not reflect upon Dr. «Last Name» in any way. 

Sincerely,

«Name of Program Director»
«Title» 

Complete/ delete sections as appropriate.





Add/change procedures as appropriate.








