PHARMACY PRESCRIBER INFORMATION 2020

FOR VISTA SYSTEM

TO BE COMPLETED BY THE INCOMING RESIDENT or FELLOW:                                                                        

NAME:  Last_______________​​______​​​​_First______________________MI______
BIRTH DATE: ___________________ SSN: ________________________________
CLASS:  Resident or Fellow

SERVICE/SECTION:  _____________________________________  
SUB-SPECIALTY (Cardiology, etc.): _____________________________

RESIDENCY/FELLOWSHIP COMPLETION DATE:  ___________________________

