Email Form
FLORIDA HOSPITAL GRADUATE MEDICAL EDUCATION
2501 North Orange Avenue — Suite 235 — Orlando Florida 32804 Website: www.fhgme.com

Request for GME Documentation piease Type.

REQUESTOR’S INFORMATION

Last Name First M.1.

Street Address City State Zip Suite/Unit #
Name of School/Program Date of Graduation

Gender O M O F Phone Mobile Phone Email

DATE OF REQUEST

Date

SPECIALTY AND DATES OF FLORIDA HOSPITAL TRAINING
Specialty Start Date End Date

REQUEST FOR:
[0 BACKGROUND SECURITY CHECK [0 CERTIFICATE - RESPIRATORY MASK FIT SIZE

O PROOF OF IMMUNIZATIONS O rpD

FEE (CHECK OR MONEY ORDER ONLY) MADE PAYABLE TO FLORIDA HOSPITAL GME
$10.00 fee per document
Check Number Money Order Number

SEND DOCUMENTS TO REQUESTOR VIA [0 usPs MAIL O emAIL [0 FAX

Last Name First M.1.

Address City State Zip Suite/Unit #

Email Fax Number

ACKNOWLEDGEMENT

By signing this request form, | acknowledge the $10.00 for each document and agree to make payment in full at the time of my request.

Signature, Requestor Date

DEPARTMENT OF GRADUATE MEDICAL EDUCATION (FOR GME USE ONLY)

Date Payment Received Number of Documents Check/Money Order Number Amount

Signature, GME Representative Date

Submit Documentation to:
Florida Hospital Graduate Medical Education
Attention: GME Coordinator
E-mail: fh.gme.coordinator@flhosp.org
Phone: 407.303.5270 Fax: 407.303.5273

Rev 2.19.10
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