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MEMBERSHIP APPLICATION
APPLICANT INFORMATION
	Name and title of

person completing this form:
	

	Street Address:
	

	City, State, Zip:
	

	Telephone:
	

	FAX:
	

	E-Mail:
	


INSTITUTION INFORMATION
	Institution Name:
	

	Street Address:
	

	City, State, Zip:
	

	Phone:
	

	FAX:
	

	Web Link (if applicable):
	

	Residency Program(s)

Applying for?
	


Does this institution conduct other Graduate Medical Education Programs, if so please complete the following:
	Program Name:


	Affiliation: 

	Date of inception:
	Date of last inspection:
	Period of Approval or Renewal:

	
	□  Osteopathic;
□  Allopathic;

□  Dually Accredited.
	
	
	

	
	□  Osteopathic;
□  Allopathic;

□  Dually Accredited.
	
	
	


Osteopathic Program Director 
	Name:
	

	Name of College of Osteopathic Medicine and Year of Graduation:
	

	Specialty and years of clinical experience:
	

	Number of Years in current role:
	


Check all that apply:

· AOA member

· ADOME member 

· AOA specialty board certified in the disciple of the program

· Other, please specify:_______________________________

Please attach curriculum vitae.

Osteopathic Director of Medical Education
	Name:
	

	Name of College of Osteopathic Medicine and Year of Graduation:
	

	Specialty and years of clinical experience:
	

	Number of Years in current role:
	


Check all that apply:

· AOA member

· ADOME member 

· AOA specialty board certified in the following discipline:

______________________________________________

· Other, please specify:_____________________________
Please attach curriculum vitae.
Does your institution have a current affiliation with an OPTI?

□  No

□  Yes, if so please state reason for changing OPTIs:

______________________________________________________________________________________________________________________________________________________________________________

If you currently have AOA-approved Osteopathic Graduate Medical Education Programs, please submit the following:

1. Most recent inspection findings along with the corrective action plan and approval letter for each program

2. Institutional Core Competency Plan

3. Annual DME Plan

4. Job Description for the Osteopathic Program Director and/or Director of Medical Education

Signature:  ______________________________________

Date:  _____________________


      (Program Director or Director of Medical Education)

Please submit this form and attachments to:

OPTIK

800 W. Jefferson Street

Kirksville, MO  63501

Attn:  Lisa A. March
OPTIK MEMBERSHIP APPLICATION REVIEW
Applicant:
________________________________

To be completed by OPTIK Manager and Executive Director:
Date application received:  ___/___/___

OPTIK Site Visit conducted on:  ___/___/___






Present:__________________, _____________________

Review of items included with Membership Application:

Curriculum vitae(s)

□
____________________________________
Job Description (s)

□
____________________________________
Inspection(s) Review

□
____________________________________
Core Competency Plan
□
____________________________________

Annual Plan (DME)

□
____________________________________

Program documentation has been reviewed including:

· Clinical faculty credentials 

· Training manuals
· Internship/Residency Manual defines OPP/OMT integration

· Work hours policy is defined and appropriate
· Program descriptions in place and appropriate

· Intern/Resident logs (computerized, paper)

· Intern/Resident Evaluations
· Medical Education Committee Minutes

· OPP Implementation

· IRB in place

                                Library 


· Sufficient space

· Journals 

· Texts 

· Computerized work stations with Internet connection.
Notes:
________________________________________________________________________________________________________________________________________

Recommendation to OPTIK Governing Board:

□  Accept        □  Deny

______________________________

____________________________________

OPTIK Manager




OPTIK Executive Director
Governing Board Voting Results:
□  Accept

□  Deny
Osteopathic Postdoctoral Training Institute of Kirksville


Kirksville College of Osteopathic Medicine


800 West Jefferson Street  (  Kirksville, MO  63501


(660) 626-2717   (  fax (660) 626-2925
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