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Commission on Accreditation of Medical Physics Education Programs, Inc.

CAMPEP Accredited Physics Residency Program

YEARLY INFORMATION FORM

	Program Name:

	Year Reporting: 

	Program Director:

Is this a change since last year? 


Have you made any changes to the program in the past year? ____Yes
___No

If Yes, please describe these changes and why they were made below;

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

1) Resident Status

	Number of Positions: 

	Actively Enrolled Residents:

1) Name: 

Start Date: 

Expected Finish Date:

Source of Funding:

2) Name: 

Start Date: 

Expected Finish Date:

Source of Funding:

3) Name: 

Start Date: 

Expected Finish Date:

Source of Funding:

4) Name: 

Start Date: 

Expected Finish Date:

Source of Funding:



	Residents Who Completed the Program this year: 

1) Name: 

Start Date: 

2) Name: 

Start Date: 



	Withdrawn / Dismissed Residents: 

1) Name: 

Start Date: 

2) Name: 

Start Date: 




2 )FACULTY/STAFF
A. Were new staff members added to your program? ____Yes
___No

If Yes, please list below
	Name
	Degree
	Academic Rank (1)
	Date Certified by ABR, ABMP, or CCPM

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


B.
Did any staff leave? ____Yes
___No

If Yes, please list below
	Name

	

	

	

	


C. What is your current Staff (involved in training residents)/Resident ratio? __________

3.
Rotations

A.
Were there any changes to your rotation assignments, including outside rotations? ____Yes
___No

If Yes, please describe below;

__________________________________________________________________________________________________________________________________________________________________________________________________________________

B.
Were any new treatment programs or equipment added in the past year?
If Yes, please list below
	Treatment Program
	Equipment

	
	

	
	

	
	

	
	


4.
Didactic Program
A.
Were any changes made to the Didactic Program for the residents, such as conferences, coursework? ____Yes
___No
If Yes, please describe below;

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5.
Evaluation
A. Is Resident Feedback received? ____Yes
___No
B. Has Resident Feedback led to any changes in the program? ____Yes
___No
If Yes, please describe below;

__________________________________________________________________________________________________________________________________________________________________________________________________________________

C.
Has an Internal Review Taken place in the past year? ____Yes
___No
If Yes, please list any recommendations and remedial action taken;

__________________________________________________________________________________________________________________________________________________________________________________________________________________

Name: __________________

By Submitting this form, you have confirmed that all the stated information is true.

Date: ___________________

