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PHYSICIAN IMPACT ASSESSMENT

Name of Candidate (if known):

Department: Division:
Sub-Specialty: Proposed Appointment Date:
Submission Date: Zone:

POSITION REQUESTED FOR THE FOLLOWING REASON(S):
Replacement

Replacement of Department member (identify member)

Name Anticipated Date of Departure
OR

Addition to Complement (check reason below)

Increased patient needs
New technology

New program/services
Research

Teaching

Other (please explain):

DECLARATION:

The appointment of to the Central Zone Department of , will have
absolutely no impact on current hospital resources [including but not limited to human and operational;
capital equipment/structural and space resource]. All resources requests will be managed through current
existing department budgets or service programs.
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