REQUEST TO ESTABLISH OR RENEW A CLINICAL MEMORANDUM OF UNDERSTANDING

To:	Mrs. Teresa Tatmon-Letbetter
	Office of Legal Affairs
	P.O. Box 8020
	Fax (912)486-7488
Please print or type


From: 	______________________________	
	(Name of Faculty Member Requesting MOU)

Department:   __________________________	

Facility:

____________________________		___________________________
[bookmark: _GoBack]Full name of facility				Mailing address

______________________ _	
City, state, ZIP

Facility representative:

_________________________________________	
Name – please include credentials (MD, RN, etc.) if applicable


___________________________________	
Title

_______________		_______________		
Phone 				Fax

𛲠Originate		To begin   _________, ______
؄Renew			    Month	 Year

Type of MOU (check one):

	؄MOU with a member hospital of the Georgia Hospital Association
	؄MOU for clinical training at health care facilities other than GHA member hospitals
	؄MOU for clinical education experience (school)
	؄MOU for applied educational experience (non-profit agencies, government agencies, etc.)

Academic program name, if different from department name: ________________________
[bookmark: _7lgdfnf6frpv]
[bookmark: _nzt83v2xemsw]
[bookmark: _gjdgxs]___________________________		____________
Signature					Date
(Faculty member requesting MOU)
