Computer Access Request Form
						                                                                                 Medical Students and Residents ONLY
							Please block print or type clearly
										
                 
User Demographic Information –Clinical Trainees

Last Name __________________________ First Name ________________________ Middle Name _____________
												
Social Security Number ____________________________ Date of Birth (Month/day/year) _____________________

Personal E-Mail Address __________________________________________________________________________

Current Street Address ____________________________________________________________________________

City _____________________________________________________ State ___________________ Zip __________

How can we reach you? ___________________________________________   (Personal Cell Phone or home number)

Professional E-Mail Address _______________________________________________________________________
PAGER Number:   _______________________________________________________________________________   		
Program of Study

MEDICAL STUDENTS: Current Degree Level (circle one):   Certification --- Associate Degree --- Baccalaureate --- Master
NAME OF TRAINING PROGRAM (i.e., Internal Medicine, Surgery, ENT, etc) ____________________________________
  
RESIDENTS/FELLOWS: (indicate PGY level):  PGY Level:  ⁮ 1   ⁮ 2  ⁮ 3 ⁮ 4 ⁮ 5   ⁮ 6  ⁮ 7 ⁮ 8 ⁮ 9   ⁮ 10  
Name of Training Program (i.e. Inter Med, Surgery, ENT, etc) ___________________________________________________ 
Start Date of Current Program_______________________	 Anticipated End Date of Current Program_________________
Length of Training Program(in years): _____________________
Previous VA Photo ID   Yes _____ No ______ 	If, “Yes”- Expiration date ______________
From (name of VA Facility for previous VA badge__________________________ City/State __________________________

PHYSICAL CHARACTERISTICS - sponsoring information required by PIV PORTAL:
US Citizen:  yes ____ no_____		American Indian or Alaskan Native ________
Asian or Pacific Islander ______
Male ____   Female _____			Black, Non-Hispanic _______
Hispanic _______
White-Non-Hispanic _______
Height (ft/inches): _______		Eye Color (circle one): Black, Blue, Brown, Green, Gray or Hazel   
Weight (pounds): _______ 		Hair Color (circle one): Black, Blonde, Brown, Red, Gray or White

Where were you born (city/state/country)? __________________________________________________________________

RETURN THIS FORM ASAP TO YOUR PROGRAM COORDINATOR AT THE UCD SCHOOL OF MEDICINE
(Program Coordinator:  Fax this form to Virginia Youngstrom, Academic Affiliations PSA, DVAMC @ Fax:  303-393-5123)
 REVISED February 26, 2013
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