Children’s Mercy

HOSPITALS & CLINICS

™ www.childrensmercy.org

CMH RESIDENT/FELLOW PHYSICIAN EDUCATIONAL EXPENSE APPROVAL FORM

(PLEASE PRINT)
REQUEST DATE:

NAME: PGY:

PROGRAM: PAGER NUMBER:

ANTICIPATED EXPENSE FOR REIMBURSEMENT:

BooOKs:

TRAVEL:

NAME OF MEETING:

MEETING DETAILS:

DATES: LOCATION:

OTHER: (PLEASE SPECIFY):

*ESTIMATED CoST: $

EXPENSE TYPE:

I~ RESIDENT/FELLOW EDUCATION FUNDS $ I~ SEcTION FUNDS

I~ PROGRAM TRAINING FUNDS $

™ 1 AM CURRENT WITH MY DUTY HOUR LOGS IN NEW INNOVATIONS
(VERIFIED BY PROGRAM COORDINATOR)

SIGNATURES:

RESIDENT/FELLOW PHYSICIAN DATE PROGRAM COORDINATOR

DATE

ADMINISTRATIVE DIRECTOR DATE PROGRAM DIRECTOR

DATE
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