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RESIDENT CHECK OUT

NAME: ___________________________________________
PROGRAM:  _____________________________

Please complete this check out form prior to your last scheduled work day and return to your Program Administrator.  You may begin your check-out procedure two (2) days before your last day of duty. 

           

DEPARTMENT/INDIVIDUAL



SIGNATURE/DATE
LIBRARY

□
CRMH (outstanding books returned)


______________________________________

MEDICAL RECORDS (between hours of 7am–4:30pm)

□
CRMH charts completed



______________________________________

□
EPIC & Logician (if applicable) desktop cleared

______________________________________

COMPUTER CONTACT INFORMATION UPDATED

□
Updated new address, telephone # and email in MedHub
______________________________________

□
New address updated in “My Total Access”

______________________________________


IMPORTANT:  Your W-2’s will be mailed to this address)

PROGRAM ADMINISTRATOR (Program Mgr)

□
Parking Cards, Keys, Employee ID to Administrator
_____________________________________

□
Scrubs returned to Hospital (Card must have 3 credits) 

_____________________________________


(Scrubs are to be turned in at the Scrub Avail/ Surgery area - 3 S-CRMH)

□
Carilion cellular device returned to Administrator 

_____________________________________

□
Resident Mailbox cleared (Outlook and 3rd Floor)

_____________________________________
□
All computer evaluations completed (MedHub, etc.)
_____________________________________

DIRECTOR OF RESIDENCY PROGRAM SIGNATURE 

_____________________________________

RESIDENT'S SIGNATURE - to indicate Resident is aware of COBRA
_____________________________________

benefits for health insurance (This info will be mailed to your home address from

Carilion Human Resources after last PAYPERIOD).
	MAIL FORWARDING ADDRESS:
	Home address:

______________________________________________________________________

                                              (Street address)

___________________________________________________    _______  _________

                                  (City)                                                                  (State)         (Zip)

Phone/Cell:____________________________________________________________

Email:________________________________________________________________



	I WILL BE: (Check one)

□ Entering private practice 

□ Beginning
        other training_____________
                               (specify type)


	Name of Institution/Program or Private Practice address:

_____________________________________________________________________

                                              (Street address)

__________________________________________________    _______  _________

                                  (City)                                                                (State)          (Zip)

Phone:________________________________________________________________




INSTRUCTIONS FOR LAST PAYCHECK:
□Continue Direct Deposit

□Mail to forwarding address
MANAGER:  PLEASE REMOVE THE DEPARTING RESIDENT FROM PAYROLL AT THE APPROPRIATE TIME AND CHECK KRONOS THE NEXT FEW PAY PERIODS TO ENSURE RESIDENTS DON’T RECEIVE A PAYCHECK FOR TIME AFTER THEY HAVE DEPARTED.
