
 
 

Graduate Medical Education  

 

Medical Student Badge/Medical Record Access Form 
 
 

Name:_________________________________________________________ Sex:_________ 
 
DOB: ____/____/____         Badge number:   _________________  / ____________________ 

 
School:____________________________________ SS#:_____________________________ 

 
Dates     Rotation               

___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________
___________________________________________________ 
 
By signing this form, you are accepting full responsibility for the use and care of your badge.  
 
It is your responsibility to return your badge to the GME department at the end of each rotation. GME 
Staff will show you where to return the badge.  
 
 
 
_____________________________________                        __________________________ 
Signature                                                                                   Date 

 


