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Initial Clinical Faculty Appointment

Letter of Support from Hospital/Program Medical Director if applicable or 
UBC Academic Program Head
Applicant Name:___________________________________________________
UBC Psychiatry Department Program Affiliation sought:______________________________
This letter of support is a required part of the application package for clinical appointment within the Department of Psychiatry, and is to be completed by the medical director at the hospital where the applicant works, or by the UBC academic program head with the required expertise to assess the application package and comment on the applicant’s suitability for appointment within that program. Note that most initial applications are at the rank of Clinical Instructor. If a higher rank is requested, please include in your comments below, or in a separate letter if more space is required, how the applicant meets the criteria of that higher rank as outlined in the Policy on Clinical Faculty Appointments

http://www.med.ubc.ca/__shared/assets/Clinical_Faculty_Appointment_Policy19902.pdf 

Please advise how the candidate:
1. a) Has demonstrated an interest in, and a promising beginning to, teaching.

____________________________________________________________________________________________________________________________________________________________
b) Has demonstrated competence in clinical practice and a willingness to relate his/her practice to teaching. If the applicant is not a clinician, please indicate how the applicant’s skills are relevant and expected to benefit the Clinical Faculty and/or Department.
____________________________________________________________________________________________________________________________________________________________
3.  Any additional comments: 
____________________________________________________________________________________________________________________________________________________________
4.  If a medical director, please confirm that the applicant is a physician in good standing at __________________________ Hospital in the Department of ___________________.

_______________________




___________________

Signature 






Date

________________________




____________________
Printed Name






Email
_________________________

Title and Hospital Affiliation
