
 

Please scan and email to COMcredentials@shsu.edu and/or the Regional Clinical Coordinator 

 

 

Clinical Faculty Request Form 

Physicians interested in teaching Sam Houston State University medical students should provide information on this form. 
Requirements include a DO or MD degree, unrestricted license to practice, professional liability coverage, and board 
certification or eligibility in the primary specialty.  
 
Clinical Faculty will be given a faculty appointment to the SHSU College of Osteopathic Medicine and will be eligible for 
continuing education credits as permitted by the AMA or AOA based on participation in student education. Clinical faculty 
will also be provided with faculty development opportunities.  
 
Please provide the following information: 

Name: __________________________________________________ Main Hospital Affiliation: _______________________________ 

Date of Birth: ____________________________________________ Additional Hospital Affiliations: __________________________ 

Cell Phone: ______________________________________________ ________________________________________________________ 

Email address: ___________________________________________ 

 

Do you round on patients at the hospital(s) listed above?  
Yes ☐     No ☐ 

Have you ever attended SHSU?    Yes ☐     No ☐ License Number: _________________   State: ______________ 

Practice/Clinic Name: _____________________________________ Are you Board Certified:  Yes ☐     No ☐ 

Practice/Clinical Address: ________________________________ Certifying Board: ________________________________________ 

City: _________________________ State: _______ Zip: ___________ Primary Board Certification: ____________________________ 

Office Manager Name: _____________________________________ Secondary Board Certification: ___________________________ 

Office Manager phone number: _____________________________ Tertiary Board Certification: ______________________________ 

Office Manager email: __________________________________ 

 

 
Specialty currently practicing (Primary):  

________________________________________________________ 
Mailing Address (if different than above):  

______________________________________________________ 

 

Specialty currently practicing (Secondary):  

________________________________________________________ 

City: _________________________ State: _______ Zip: ___________ 

 

Specialty currently practicing (Tertiary):  

________________________________________________________ 
 

☐   By checking the box, I attest to having and maintaining current professional liability coverage. 

 

Signature: ________________________________________________________      Date: _____________________ 
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