Form B
Intern/Resident


SOUTHERN OHIO MEDICAL CENTER
ABSENCE FROM HOSPITAL DUTIES

NAME: ____________________________________ DATE:______________________

INTERN _______ RESIDENT_______
……………………………………………………………………

PLANNED ABSENCE

FROM: ______________________ TO: __________________________

REASON:_______________________________________________________________

ROTATION:____________________________________________________________

ROTATION WILL BE COVERED BY (IF NEEDED):________________________

……………………………………………………………………

UNPLANNED ABSENCE

FROM: ______________________ TO: __________________________

REASON:_______________________________________________________________

ROTATION:____________________________________________________________
……………………………………………………………………

Approved_____Disapproved____   ________________________________________   _______________

Preceptor 


         Date
Approved_____Disapproved____   ________________________________________   _______________

Medical Education Coordinator 

         Date
Approved_____Disapproved____   ________________________________________   _______________







    DME


         
         Date
