
First Name: Last Name: Middle Initial: Last Four SSN:

Email Address: Mailling Address: U.S. Citizen?

YES
NO

Phone Number: Pager Number: Cell Phone Number:

Your Residency Program Location: Your Residency Program Director:

Your Residency Program Type: Your GME Point-Of-Contact Name And Phone Number:

Start Date Of Desired Rotation At NMCSD (MM/DD/YYYY): End Date Of Desired Rotation At NMCSD (MM/DD/YYYY):

NMCSD Department You Will Be Rotating With:

Medical School Graduation Date (MM/DD/YYYY): Name Of Medical School:

Medical License Number and State:

BLS Expiration Date: ACLS Expiration Date:

PALS Expiration Date (if applicable): ALSO Expiration Date (if applicable):

LOCAL RESIDENTS 
Rotation Request

GME

Naval Medical Center San Diego
Graduate Medical Education

34800 Bob Wilson Drive, Suite 300
San Diego, CA 92134-3300

Phone:  (619) 532-7935  |  Fax: (619) 532-5507
http://www.med.navy.mil/sites/nmcsd/Staff/Pages/GME.aspx
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