
Tufts Medical Center Indemnity Company, Ltd.

AUTHORIZATION FOR TRAINEE MOONLIGHTING ACTIVITY

Program Director and Trainee must complete the form and forward it to their Department Chairman for approval.
	Resident Name: ______________________________________  PGY Level: ________

Residency Program: ______________________________________________________

Mass. Full License Number:  _____________________  Expiration Date: ___________

(Attach copy)

Note:  Trainees holding either J-1 or H1-B visas are not eligible for moonlighting activities. 


	Facility Information:

Name/Location of Moonlighting Activity:  _________________________________________

Type of Service to be Provided: ________________________________________________

Please indicate whether:  _____ Inpatient; _____ Outpatient; or ____ Emergency Department.

Site Supervisor:  (Must be a fully licensed physician): ________________________________


	Trainee Acknowledgement:

_____ I hereby acknowledge that I have read the graduate medical education policy on moonlighting.  I agree that I will strictly abide by the terms and conditions of this policy.

_____ I hereby acknowledge that I hold a valid Full Massachusetts Medical License and State and Federal DEA Certificates. I further certify that I have both ACLS and PALS certifications.

______ I hereby request that a letter be sent to the aforementioned site verifying my malpractice coverage for moonlighting activities.

I understand that moonlighting outside of my training program at Tufts Medical Center is approved at the discretion of the program director.  Tufts-MC Malpractice insurance coverage for moonlighting activities requires the express approval of the Department Chairman and then Tufts-MC Risk Services  

Signature: __________________________________________________  Date: ___________




	Program Director Authorization:

The above-named Trainee is in good standing in his/her Graduate Medical Education Program at Tufts- Medical Center.  The Trainee is authorized to moonlight at the site named above.  This authorization may be withdrawn if the moonlighting activity interferes with the Trainee’s ability to complete his/her training program in compliance with RRC or ACGME or specialty board requirements.

Signature of Program Director:  __________________________  Date: ________________




	Approval of Tufts-MC Risk Services:

The above-named Trainee’s moonlighting activity request has been reviewed.  Malpractice insurance coverage will _________ will not ____ be provided for these services.

Tufts-MC Risk Services Representative: ________________________________  

Date: __________________________________




