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 FACULTY APPOINTMENT APPLICATION 

FOR NON-TENURE AFFILIATE CLINICAL TRACK 
Thank you for your interest in obtaining a clinical faculty appointment at the University of New England College of Osteopathic Medicine (UNECOM). Please note that in order to begin the review and approval process, we must receive all 5 of the following items: 
 FORMCHECKBOX 
   This Completed Faculty Appointment Application 

 FORMCHECKBOX 
   An Updated Copy of Your Curriculum Vitae (CV)  INDCLUDE CURRENT POSITION, EDUCATION, BOARD CERTIFICATIONS, LINCESES, 
                                                               and  TEACHING ACTIVITY, SCHOLARLY ACHIEVEMENT, and SERVICE sections which highlight your teaching accomplishments.

 FORMCHECKBOX 
   A Copy of All Current Medical License(s)
 FORMCHECKBOX 
   A Copy of your current Board Certification(s)
 FORMCHECKBOX 
   A Letter of Nomination From a UNECOM Clinical Site Regional Assistant Dean, or Current UNECOM Faculty Member Familiar With Your Teaching Skills.
APPOINTMENT REQUESTED:  
 FORMCHECKBOX 
 Initial Appointment Application        FORMCHECKBOX 
 Re-Appointment Application
______________________________________________________________________________________________________________________________________
NAME AND ADDRESS

	NAME (last, first, middle initial):  
	     
	 FORMCHECKBOX 
 DO
	 FORMCHECKBOX 
 MD
	 FORMCHECKBOX 
 PhD
	Other (specify)      

	PREFERRED MAILING ADDRESS: 
	 FORMCHECKBOX 
 Home
	 FORMCHECKBOX 
 Office  
	 FORMCHECKBOX 
 Other

	Street      
	City      
	State      
	Zip      

	E-MAIL:      
	PHONE:
	Business:      
	
	Cell:      
	Fax:      


​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​____________________________________________________________________________________________________________
DEPARTMENT:
 FORMCHECKBOX 
  OMM / NMM  Pediatrics



  Family Medicine


  Other (specify)   Psychiatry


 Internal Medicine


 
  Surgery/Surgical Specialties

  OB/GYN 




__________________________________________________________________________________________________________

CLINICAL SITE - Check all that apply                                                                                       |
	
	
	
	
	ROLE/RESPONSIBILITY  (check all that apply):

	 FORMCHECKBOX 
 Manchester
	CT
	 FORMCHECKBOX 
 Pittsfield
	MA
	 FORMCHECKBOX 
 Buffalo
	NY
	 FORMCHECKBOX 
 Regional Assistant Dean (RAD)

	
	
	
	
	 FORMCHECKBOX 
 Hudson
	NY
	 FORMCHECKBOX 
 Discipline Educator

	 FORMCHECKBOX 
 Augusta
	ME
	 FORMCHECKBOX 
 Berlin
	NH
	 FORMCHECKBOX 
 Southampton
	NY
	 FORMCHECKBOX 
 Clinical Faculty

	 FORMCHECKBOX 
 Bangor
	ME
	 FORMCHECKBOX 
 Laconia
	NH
	 FORMCHECKBOX 
 Syracuse
	NY
	 FORMCHECKBOX 
 Residency Faculty

	Hospital:     
	
	 FORMCHECKBOX 
 Littleton
	NH
	 FORMCHECKBOX 
 Utica
	NY
	Other (specify)      

	 FORMCHECKBOX 
 Biddeford
	ME
	 FORMCHECKBOX 
 Nashua
	NH
	Hospital:     
	
	

	 FORMCHECKBOX 
 Lewiston
	ME
	 FORMCHECKBOX 
 New London
	NH
	
	
	UNECOM PreClinical (years 1 and 2):

	Hospital:     
	
	
	
	 FORMCHECKBOX 
 Rhode Island
	RI
	 FORMCHECKBOX 
  Lecturer

	
	
	 FORMCHECKBOX 
 New Jersey
	NJ
	Hospital:     
	
	 FORMCHECKBOX 
  MS I/II Preceptor

	
	
	Hospital:     
	
	
	
	

	
	
	
	
	Other Location: 
	
	Course      

	
	
	
	
	     
	
	Department      

	
	
	
	
	
	
	


____________________________________________________________________________________________________________
CURRENT APPOINTMENT(S) AND EXPERIENCE
	Institution 
	Rank
	Start Date
	End Date
	Noted on CV

	     
	     
	     
	     
	 FORMCHECKBOX 


	     
	     
	     
	     
	 FORMCHECKBOX 


	     
	     
	     
	     
	 FORMCHECKBOX 


	     
	     
	     
	     
	 FORMCHECKBOX 



_________________________________________________________________________________________________________

EDUCATION (Document your education on your CV; Degree, DO, GME, etc)
_________________________________________________________________________________________________________
LICENSE – (Include a copy of your current License as part of your packet, and note license information on your CV)
_________________________________________________________________________________________________________

BOARDS
 - (Include a copy of your current Board Certification as part of your packet, and note all certification(s) on your CV)
_________________________________________________________________________________________________________

PRIVILEGES

	Hospital
	City/State
	Date issued
	Expiration
	Noted on CV

	     
	     
	     
	     
	 FORMCHECKBOX 


	     
	     
	     
	     
	 FORMCHECKBOX 


	     
	     
	     
	     
	 FORMCHECKBOX 


	     
	     
	     
	     
	 FORMCHECKBOX 



__________________________________________________________________________________________________________

Ethnicity and Gender (Check all that apply): AACOM and US News & World Report asks for this to rank UNECOM among its peers
	Gender
	 FORMCHECKBOX 
 Female
	 FORMCHECKBOX 
 Male
	 FORMCHECKBOX 
 Other
	 FORMCHECKBOX 
 Prefer Not to Answer
	
	
	

	Ethnicity
	 FORMCHECKBOX 
 Asian
	 FORMCHECKBOX 
 Black
	 FORMCHECKBOX 
 Caucasian
	 FORMCHECKBOX 
 Hispanic/Latino
	 FORMCHECKBOX 
 Native Americian
	 FORMCHECKBOX 
Pacific Islander
	 FORMCHECKBOX 
Other


__________________________________________________________________________________________________________

LICENSE/CREDENTIALING DATA: 
Answer ALL questions (to the extent allowed by law, all answers will be kept confidential). 
HAVE YOU EVER:  

1. Been notified of a complaint or had any disciplinary/adverse action taken against you (voluntary or otherwise) by a licensing Board?
No
   Yes

2. Had your staff privileges at any hospital, nursing home, or other health care provider terminated, reduced, revoked, restricted, suspended, 

or been put on probation, (voluntary or otherwise) by any of those facilities?
    




No
   Yes

 3. Lost your medical malpractice insurance coverage or had an application denied for any reason?




No
   Yes

4. Been notified of a complaint regarding your DEA license or had your DEA license restricted, suspended or revoked?


No
   Yes

5. Been unable to legally work in the United States thereby unable to fulfill the duties of a clinical faculty member?


No
   Yes
6. Had an allegation of assault, battery or sexual misconduct made against you regarding a patient or others (including sexual harassment)?
No
   Yes

7. Been addicted to or abused any substance or drug (including alcohol) in the past five (5) years?




No
  Yes

8. Applied for licensure or sat for an examination, or taken an examination, under a different name?



No
   Yes


If yes, please provide the name used:      
if you answered ‘yes’ to q1 THROUGH Q7  above, YOU MAY USE THE SPACE BELOW FOR a detailed explanation 
(You will have about 3.5 lines for each box entry, if needed – or attached additional documentation)

     

__________________________________________________________________________________________________________

Notes/Information you would like to convey to the approval personnel, if appliacable:


__________________________________________________________________________________________________________

With my signature below, I affirm that the information provided on this application is true and accurate to the best of my knowledge and belief. I authorize investigation of all statements contained in this application as may be necessary in arriving at a faculty appointment decision. Further, I understand that false or misleading information will be sufficient cause for removal/cancellation of my candidature/appointment.

ORIGINAL SIGNATURE:  ____________________________________
 

DATE:      

Printed Name:      
Your completed application will be reviewed within twelve weeks of receipt. Faculty appointment approval will be verified by your receipt of a letter of confirmation  from the UNECOM Dean. If you have questions regarding the status of your application, please contact Susan (contact info below)

Please Submit All 5 Required Items Together To:

Frank Bailey, EdD, 
Northern Light Med Ctr- Medical Education
489 State Street   PO Box 404
Bangor, ME  04401-404
Fax: 207-973-7673 / Ph: 973-9060 / fabailey@emhs.org







11.2023
