UNIVERSITY OF CALGARY
CUMMING SCHOOL OF MEDICINE

POSTGRADUATE MEDICAL EDUCATION

OUTGOING ELECTIVE/EDUCATIONAL EXPERIENCE/OBSERVERSHIP REQUEST - INTERNATIONAL

This form is to be completed by any University of Calgary trainee who is intending to complete an elective or educational experience/observership
outside Canada (international) as part of their postgraduate training. Goals and objectives must be clearly determined and appropriate evaluations obtained.

It is the trainee's responsibility to ensure adequate liability insurance, as CMPA covers electives within Canada only. The trainee is reminded of their responsibility

to purchase supplementary health care insurance.

The PGME office must pre-approve and process ALL outgoing international electives/educational experiences/observerships.

Please complete and return this form to the PGME Office for approval at least 6 months prior to the start date of the elective/educational experience/

observership. *Cannot be processed retroactively*

Trainee Information

veo:[ ]

Last Name: |

First Name:l |

Residency Program: |

| PGYLlevel:[ ]

Sponsored: |:| Trainee Email:l

Elective/Educational Experience/Observership Information:

Elective/Educational Experience/Observership Name: |

Start Date of Elective/Educational Experience/Observership: |

End Date of Elective/Educational Experience/Observership: |

Elective/Educational Experience/Observership Location (hospital/clinic/university name and full mailing address):

Country Of Travel: | | Income Level:

Preceptor Name: | | Preceptor Email: |

Accompanied By Faculty: [_]Yes [] No

Faculty Email:

Goals and Objectives:

Low *Risk Level: Low

Faculty Name:

Program Director Approval:

Review and confirm the following:

Medical Licensure

| am aware that | am required to be properly licensed for this elective in accordance with
the requirements of the destination country.

Does this elective experience require licensure? D Yes D No
Malpractice Insurance

D | am aware that | am required to hold adequate malpractice insurance coverage for this
elective in accordance with the requirements of the destination country. It is my
responsibility to ensure this is in place, as the CMPA coverage under Code 12 & 14 only
covers electives within Canada.

Trainee Signature:

Approvals:

Date Approved:

Risk Management

| have reviewed and understand the travel requirements for Postgraduate Medical
Residents, as outlined in the Before You Go section provided by U of C Risk Management.

Additional Resources

D | am aware that if traveling to a low or low-middle-income country, | need to
contact the Indigenous, Local and Global Health Office (ILGHO) for approval. The
ILGHO may have additional resources available
https://cumming.ucalgary.ca/community/opportunities/global-health-electives-an
d-experiences.

Date Submitted:

PGME Prelim Approval: D

Department Head Approval (*required for high-risk country): Date Approved:
ILGHO Approval (as required): Date Approved:
Date Approved:

Postgraduate Dean Approval:

All personal information requested on this form is collected under the authority of the Universities Act and section 33(c) of the Freedom of Information and Protection of Privacy Act,
and is used for the purposes of academic administration and human resource management. Questions concerning the collection, use or disposal of this information should be directed
to: Office of Postgraduate Medical Education, 403 210 6709 pgmeelec@ucalgary.ca


mailto:privacy@albertahealthservices.ca
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