
MICHIGAN STATE UNIVERSITY        
DEPARTMENT OF NEUROLOGY AND OPHTHALMOLOGY  
 
RESIDENT/FELLOW SCHEDULE CHANGE FORM  
 
 
Resident/Faculty:     
 
Expected Change Dates:                         to      
 
1. Are you scheduled to be in clinic during this time?       Yes          No  
2. Does this require a change of coverage to the inpatient service or call schedule?   Yes      No 
3. Are you covering your own Desktop during this time?   Yes       No 
 
If yes to #1 and/or #2, please list coverage arrangements: 
 
 
 
 
 
Reason for Change:  
 

       Vacation   Personal/Illness  
       Conference Other:  

 
Are you presenting at the Conference?  Yes         No 
 
If so, please include name of meeting, location and exact travel dates: 
 
 
 
This form MUST be completed with required signatures prior to taking time off for vacation, a meeting, or a conference. Please provide ample time 
prior to departure for approval. Please allow ample time for the approval process if reimbursement is requested for a meeting or conference.  All Time 
Off Requests need to be submitted at least one month prior to requested time off. 
 
______________________________________         _______________  
Resident/Fellow Signature                                                                               Date  
 
____________________________________________________        ____________________ 
Covering Resident              Date 
 
____________________________________________________    ____________________ 
Attending Physician for Rotation Signature            Date 
 
____________________________________________________   ____________________ 
Clinic Manager or Designee Signature    Date 
 
____________________________________________________         _______________  
Program Director Signature              Date 
 
____________________________________________________         _______________  
Department Chair Signature     Date 
 
 
Return completed form (with signatures) to:           Anita Parkhurst 

MSU Department of Neurology  
B-436 Clinical Center  
East Lansing, MI 48824-1313  
FAX: (517) 432-9414  
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