VANDERBILT UNIVERSITY MEDICAL CENTER
PROPOSAL FOR NEW RESIDENCY AND FELLOWSHIP PROGRAMS
DATE: __________________
PROGRAM NAME: ____________________________________________________ 
(If the program plans to apply for ACGME accreditation, please use the exact program name as listed with ACGME. If the program is accredited by an organization other than ACGME, please use the full name used by your accrediting body as it appears in the list of Non-Standard training programs here: https://www.ecfmg.org/evsp/applying-types-nonstandard.html. The name used on this application will be used on the approval letter as well as for all contracts/certificates/training verifications moving forward.)
SPONSORING DIVISION/DEPARTMENT: _______________________________
PROGRAM DIRECTOR:   _______________________________________________

Contact Email: ______________________________________


Contact Phone: ______________________________________
PROGRAM COORDINATOR: ___________________________________________


Contact Email: ______________________________________


Contact Phone: ______________________________________
DEPARTMENT CHAIR:  ________________________________________________

DIVISION CHAIR (IF APPLICABLE):   ___________________________________
	Duration of Training: (Years/Other)
	

	Prerequisite/Required:
	

	· Prior Training:
	

	· TN License:
	

	· Ability to be Credentialed for Billing
	

	· Other
	

	What will be the expected PGY of the Trainee(s):
	

	Will you consider enrolling international medical Graduates (IMGs)? 
	

	· If the above question is “yes”, are they able to meet all prerequisites required?
	

	· What visa will be required (must answer):
	

	Planned total Trainee complement (Maximum number of trainees at any given time):
	


Institution(s) and sites at which training will occur (all potential settings, research labs, clinical sites, including those away from VUMC):

· Vanderbilt University Adult Hospital (VUAH)
· Monroe Carell Jr. Children’s Hospital at Vanderbilt

· VA

· Stallworth 

· Wilson County Hospital

· Other: ________________________________
ATTACH a letter of intent and support relative to establishing these education sites to this application.  
MATCH

Is there a National Match process for this program?


 Yes

 No    
If Yes, What Entity (e.g. NRMP, SF): ______

(Please know that if there is a national Match available, the expectation of the GMEC is that programs here at VUMC will participate in that Match.)
ACCREDITATION/CERTIFICATION

Does ACGME offer accreditation for this program?  (Please know that if there is a national accreditation available, the expectation of the GMEC is that programs here at VUMC will participate in that accreditation.)
 
 Yes

 No    

Does a professional society or Board offer accreditation for this program?  (Please note that if a Board certification is offered under the ABMS umbrella, these individuals may not bill.)

 Yes

 No

If yes to either of the above, describe your plans and timeline for applying to become accredited: 
Is there a certification or CAQ exam offered for graduates of this program?

 Yes

 No

	What is the national landscape of similar programs? (Please indicate your sources for this information as well.)
	

	· How many similar programs are there nationally?
	

	· How many have applied to these programs/yr for last 5 yr?
	

	· How many programs have gone unfilled/yr for last 5 yr?
	

	· How many residents or fellows have trained in these programs in the last 5 years?
	

	· What is the job market for graduates?
	

	· Are others employed in the space without this specialty training?
	


RESOURCES NEEDED:  Please elaborate on all resources necessary 
A. Patient/Clinical Material: specify case numbers/procedures per new position, clinic; and specify if any current VUMC trainees are covering these cases or procedures.
B. Faculty:  Number of core faculty – current number who work with trainees and required number/trainees

C. Mentors:
D. Research (time and support):
E. Other support needs (i.e. space/facilities) 
	With any accreditation program requirements in mind, what are the space and facility needs that are required for this trainee(s)? (e.g. workspace, call rooms, etc.)


	

	Is there known space available to accommodate these needs?  If so, please elaborate on where this space is and who is responsible for the space.
	


EDUCATIONAL PROGRAM
A. Provide a brief (less than 250 words) statement of overall objectives/educational mission of the program:

B. Describe the organization of the training program (include the following components – rotations/activities, duration of assignments/rotations, required didactics, course work, etc.):
C. Please attach educational objectives for each rotation or component of training.  Include a description of the method for communicating the educational objectives to the trainee:

D. Describe how the trainee will be evaluated, who will meet with the trainee to review his/her evaluations, and how often such meetings will occur (attach proposed evaluation forms): (must occur at a minimum of every six months)

E. Describe how the trainee will have the opportunity to provide anonymous evaluation of the program and faculty (attach proposed evaluation forms):

F. Please list all programs that have residents or fellows who currently overlap with the program on all clinical service. Please address how this expansion would impact each program, including case numbers, procedures, and clinical exposure. (If overlapping with more than one program, please copy and paste the chart and fill out one per program.)

	Name of Program:
	

	Type of Trainee:
	

	Number of Overlapping Trainees:
	

	Number of Overlapping Clinics:
	

	Number of Overlapping Procedures:
	

	Overlapping Mentor (s):
	

	Overlapping Research Space:
	


G. Describe the interaction of the trainee with other trainees in the department/division and the associated lines of supervision.  What impact – both positive and negative – will the trainees have on the training of other residents and trainees within and outside your department?  Will the trainee impact case logs, procedures, or other clinical volumes that are part of another program?  
H. Describe the planned monitoring of the impact of the new program on existing programs?  Who will meet to review impact and at what time intervals?  How will this be reported back to GME?

SERVICE OBLIGATIONS

Will the trainee be taking call?


 Yes

 No

If yes, please describe call responsibilities, call frequency, and lines of supervision.

Is there intent to have the trainee bill for clinical activity (for fellows only)?

 Yes

 No

If yes, please describe the setting:

Describe any intended service obligations of the trainee, the frequency, and supervision:

RESEARCH/SCHOLARLY ACTIVITY OBLIGATIONS

	Is Research:
	· Required
	· Optional

	If required, please give percentage of time committed to research and/or number of months: 
	Percentage: _______%
	Number of Months: _______

	If there is a required research commitment, please describe how the trainee’s clinical activity complements his/her research endeavors:


	

	Please specify the research/scholarly activity support to be provided for each trainee:
	

	Please describe the process for research mentoring of the trainee including how/when mentor will be selected:


	


REQUIRED POLICIES

Please attach the program policy for supervision of trainees (following the guidelines of the institution(s) at which training will take place):

Please attach a Clinical and Educational Work Hours Policy and a Moonlighting Policy (following the guidelines of the Institutional Duty Hours and Moonlighting Policies): (it is sufficient to attach a statement that the program will adhere to institutional policies regarding duty hours and moonlighting)

FUNDING INFORMATION

Prepare a complete Program Budget with a letter(s) of funding support. Check below if included with application: 
· Budget Worksheet (to include all salaries, benefits, educational expenses, supplies, etc. using the Worksheet form provided. List all proposed/expected funding sources.)

· Use the following chart when filling in salary lines on the worksheet: https://www.vumc.org/gme/stipends
· Letter from Department Chair (Please attach a letter of commitment from each source of funding, whether that is from hospital, department, division or external. In general, only core residency programs are funded by the hospital.)

· Letter verifying for VA support (if applicable)

· Other funding documents: (If any, please list other documents that are included with the application.) 

· ___________________________________

· ___________________________________

Please attach to your application any program requirements and recommendations published by ACGME or other accrediting bodies or professional societies.

Name(s) of individual completing this form:  ________________________________________________________________________

Name of individuals who plan to make the presentation to the review committee: ________________________________________________________________________________________________________________________________________________

Phone number: ____________________________________

SIGNATURE PAGE
By signing on the appropriate line below, I signify my support for this application.

Program Director of Proposed Program
Name:








Signature:






Division Director (if applicable and different from program director)

Name:








Signature:







Department Chair

Name:








Signature:







As program director(s) of the current training programs(s) where there will be integration of these trainees with current residents and/or fellows in the same specialty/subspecialty, I do not see deleterious effects on the educational program of the current residents/fellows with the initiation of this program and agree to monitor the integration of these trainees with the current house staff.
Program Director of 







Name:








Signature:







Program Director of 







Name:








Signature:






Program Director of 







Name:








Signature:






Program Director of 







Name:








Signature:






Application template approved by GMEC on 8/13/2021.
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