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CLINICIAN EDUCATOR PROFESSIONAL DEVELOPMENT LEAVE APPLICATION

Policy Statement available at http://med.stanford.edu/academicaffairs/CEs/CEProfessionalDevelopmentLeaveProgramStatement.doc
Name:
Date:


Appointment rank:

Department & Division:


Percent time of appointment:
% full time equivalent (FTE)

Requested leave start date:
Return to work date:


The Office of Academic Affairs will calculate your accrued eligibility as part of the application review.  If you wish a preliminary calculation, please ask your department or division faculty affairs administrator to assist you in obtaining it or contact academic_affairs@stanford.edu.
Percent of annual salary during leave:
%

Professional Development Leave salary is base salary only.  If your salary contains an administrative supplement, a bonus or other incentive these compensation components normally will not be earned or paid (unless earned prior to the leave start date) and are subject to departmental incentive plan rules during the Professional Development Leave period.  Please direct questions to your department chair or department finance administrator.  Exception requests must be approved the Senior Associate Dean for Academic Affairs before the leave start date.
______ I acknowledge that while on leave continuation of an administrative supplement, a bonus or other incentive stops.

If you will be devoting effort to a sponsored project from which a portion of your current annual salary is funded and which will continue to fund a portion of your professional development leave salary, please state:


% funded by department


% funded by other internal Stanford sources; PTA:


PROFESSIONAL DEVELOPMENT LEAVE PLAN:

1. Describe fully the purpose and planned activity for the leave period.  (Should substantial changes in these plans occur after approval, the changes must be approved by your department and the School.).  You may also describe here your plans for sharing your leave accomplishments with your department (and, if applicable, division) colleagues.

2.
List clinical responsibilities that you have had in the last year and show what arrangements have been made for them in your absence.

3.
List courses you have been or will be instructing during the year preceding the requested leave and show arrangements that have been made for them in your absence.


Course/Number/Quarter
Substitution arrangements

4.
If applicable, describe arrangements that have been made for continuation of any administrative duties for which you are responsible.

5.
If you expect to receive outside compensation to supplement your leave salary, list anticipated purposes, sources and amounts of support other than from Stanford or consulting fees obtained in accordance with Stanford’s consulting policy.  Total compensation should not exceed your full-time Stanford base salary for the leave period.  (Should substantial changes in these plans occur, they must be approved by the Department and School.)

	Purpose
	Source
	Estimated amount

	
	
	


Leave Applicant
Date
Division Chief
Date

Department Chair
Date

Department Finance Administrator
Date
Salary PTA

Faculty Compensation
Date
School of Medicine Controller
Date

Office of Academic Affairs
Date
Research Management Group (if applicable)

If provision of clinical care is one of your planned leave activities, please complete document and submit it with your application.
Exemption to the Practice Policy for Physicians and Psychologists in the Stanford University School of Medicine

(http://med.stanford.edu/academicaffairs/documents/rules-of-practice.pdf)

[Name] 

[Rank]
[Department/Division]

[Select as appropriate:]
I receive benefits from Stanford University.


My percent time of appointment is 50% FTE or more and less than 75% FTE.


My percent time of appointment is 75% FTE or more.

I do not receive benefits from Stanford University.

An exemption is requested to the Practice Policy for Physicians and Psychologists in the School of Medicine.
I have clinically related activity outside of an approved Stanford practice site and unrelated to the Stanford commitment.

[Select one:]
I will not have clinical income from this clinically related activity.

I will have clinical income clinical income from this clinically related activity.  The source(s) of this clinical income is/are: [list]
[Select one:]
I request malpractice coverage through SUMIT for this clinical activity.

Evidence of separate malpractice coverage is provided with this request.

[Name]
Date

The requested exemption is approved.

[Name], Division Chief
Date

[Name], Department Chair
Date

Linda M. Boxer, M.D., Ph.D.
Date

Vice Dean for the School of Medicine
[    ] Malpractice coverage has been agreed to by SUMIT

[    ] Separate malpractice coverage has been provided and is satisfactory to the School and to SUMIT

Representative for The Stanford University
Date

Medical Indemnity &Trust Insurance Company

If you are the Principal Investigator on a sponsored research project, please carefully read and complete the attachment below and contact your representative in the Research Management Group (RMG) immediately or at least 45 days before the start of your leave.
For Clinician Educator:
Department

A Clinician Educator who is the Principal Investigators on sponsored research projects may or may not plan to conduct sponsored research while on a professional development leave.  Contact your Institutional Representative in the Research Management Group (RMG) when planning leave.  This form should be completed and submitted to your Institutional Representative more than 45 days prior to the start of the leave for their review and signature.
Please complete the information below for each of your sponsored projects.

Sponsor_____________________________________________________

Grant/Contract Number_______________________________________

SPO Number__________________

Will you continue as PI during leave  
Yes  FORMCHECKBOX 

 No  FORMCHECKBOX 
 
If no, Interim PI_________________________________Have you obtained sponsor approval Yes  FORMCHECKBOX 

 No  FORMCHECKBOX 
 
Additional Comments: 

Sponsor_____________________________________________________

Grant/Contract Number_______________________________________

SPO Number__________________

Will you continue as PI during leave  
Yes  FORMCHECKBOX 

 No  FORMCHECKBOX 
 
If no, Interim PI_________________________________Have you obtained sponsor approval Yes  FORMCHECKBOX 

 No  FORMCHECKBOX 
 
Additional Comments: 

Sponsor_____________________________________________________

Grant/Contract Number_______________________________________

SPO Number__________________

Will you continue as PI during leave  
Yes  FORMCHECKBOX 

 No  FORMCHECKBOX 
 
If no, Interim PI_________________________________Have you obtained sponsor approval Yes  FORMCHECKBOX 

 No  FORMCHECKBOX 
 
Additional Comments: 

Sponsor_____________________________________________________

Grant/Contract Number_______________________________________

SPO Number__________________

Will you continue as PI during leave  
Yes  FORMCHECKBOX 

 No  FORMCHECKBOX 
 
If no, Interim PI_________________________________Have you obtained sponsor approval Yes  FORMCHECKBOX 

 No  FORMCHECKBOX 
 
Additional Comments: 

OSR/RMG/ERA Representative Signature___________________________________________ Date_____________
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