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Stanford Health Care/Stanford Children’s Health 
Visiting Resident Information Form 

Stanford department/division name 

Start date of rotation End date of rotation 

Last name First name Middle name 

Email address Date of birth Cell phone number 

Emergency contact name Relationship Emergency contact phone number 

Medical license number (if applicable) State License expiration date 

Medical school Date of graduation (month/year) Location 

PGY Specialty Training site name & locations Dates of training 

I. 

II. 

III. 

IV. 

V. 

VR Signature Today’s date 

Stanford Graduate Medical Education, 300 Pasteur Drive, Room HC435, Stanford, CA 94305, MC 5207, P: (650) 723-5948, F: (650) 723-3045, gme.stanford.edu 
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