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Spousal Recruit Request 
 

Please attach the approval letter along with the Spousal Recruit Request form completed to the 
Physician Resource Application webform for review.  

 
In submitting your proposal, please provide the following information. This section is meant to 
identify offices of importance that are aware of this requirement should additional information 
be required.   
 
 Name Email 

Requester:   

Department Head  
(approved position) 

  

Department Head  
(supernumerary position) 

  

 

Information about the Spouse to be Recruited (supernumerary position): 

Physician Name:  

Specialty, FTE, 
Department/Division for 
requested funding: 

 

Zone/Organization: Central ☐ Eastern☐ Northern☐ Western☐ IWK☐ 

Community/Facility:  

Date funding is 
required: 

Click or tap to enter a date. 

How is the position to 
be funded: 

FFS ☐      AFP☐      APP☐      Sessional☐ LFM ☐       Unknown ☐ 
Other ☐    If other, please specify:  
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Information about the Recruited Physician (position already approved): 

Physician Name:  

Specialty, FTE, 
Department/Division: 

 

Zone/Organization: Central ☐ Eastern☐ Northern☐ Western☐ IWK☐ 

Community/Facility:  

Anticipated Start Date: Click or tap to enter a date. 

How is the position 
funded: 

FFS ☐      AFP☐      APP☐      Sessional☐        LFM ☐      Unknown ☐ 
Other ☐    If other, please specify: 

 
Impact Analysis: 
What is the anticipated cost/impact on the budget associated with this supernumerary 
position? Please attach details including a cost-impact analysis or outline in terms of: 

• Staff (nursing, other health professional, technical, administrative) 
• Infrastructure (space, equipment, new technologies) 
• Other operational costs (supplies, devices) 
• Impact on support services (lab, OT, PT, nutrition, pharmacy, respiratory, etc.) 
• Impact on OR schedule or other supports (IT, medical records, etc.) 

 
Please attach a letter of support from the appropriate Department Head advising the 
capacity to add this position within their Department and any resource requirements or 
constraints for the requested position. 
 

 
 Clarifying Questions: 

DHW Question: Date:   Click or tap to enter a date. 
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Originator Response: Date:    Click or tap to enter a date. 
Click or tap here to enter text. 

DHW Question: Date:   Click or tap to enter a date. 
Click or tap here to enter text. 

Originator Response: Date:   Click or tap to enter a date. 
Click or tap here to enter text. 

 
 Decision: 

Funding approved?    Yes  ☐    No  ☐    Partial   ☐ 
Justification: 
Enter detailed justification of funding response 
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