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Request Form for Waiver of Training 

Please return completed form to: barrosol@queensu.ca
Resident’s Name: Click or tap here to enter text.
Program:Click or tap here to enter text.
PGY Level/Level of Training: Click or tap here to enter text.
Current End of Training Date:Click or tap here to enter text.
Proposed NEW end of Training Date: Click or tap here to enter text.
Checklist 
As program director, I certify that the following conditions have been met:
Resident has completed all the program’s training requirements and application is supported by the Program Director and the Competence Committee.  
YES |_|      NO  |_|

[bookmark: Check3][bookmark: Check4]Resident has met all training objectives as outlined by the respective College by the end of the new training date (including but not limited to all mandatory rotations, EPAs, other program requirements). YES |_|      NO  |_|
Resident has achieved and consolidated all competencies and has further developed some competencies to the level of proficiency. 
YES |_|      NO  |_|


For request for early completion only: (please enter NA if not applicable)
Please explain how clinical and teaching duties will be covered if this resident completes their residency training ahead of their scheduled date, and how any potential staffing shortages will be mitigated:
Click or tap here to enter text.


Fulfilling these requirements does not automatically grant a waiver of training
Please provide a detailed description of circumstances surrounding the request and why the waiver is being supported.
Click or tap here to enter text.




I certify that the resident will have successfully completed all speciality training requirements as set out by the RCPSC/CFPC and any additional program-specific educational requirements by the end of their training. 
Program Director’s Name:  
Program Director’s Signature:					Date:

Resident’s Name: 

|_|  I have reviewed this document and consent to the submission to the PGME Office.

Resident’s Signature:						Date: 




PGME Office Use Only 

Approved by Associate Dean, Postgraduate Medical Education 

Name: 

Signature:							Date: 
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