
Division of Child and Adolescent Psychiatry
Department of Psychiatry
BHSB, room F-1542
183 S. Orange Ave
Newark, NJ 07101

HOUSESTAFF VACATION REQUEST FORM

Trainee's Name:

Date of Request:

Beginning Date:

Ending Date:

Total # of Days:

1. Clear proposed dates with Training Director.   Initials: __________ Date: ____________
2. Obtain signatures for coverage from trainees and (clinical or administrative) supervisors 

of services where you are assigned.

Service Trainee (date) Supervisor (date)

UBHC Outpatient

Challenge Program

Continuity Clinic

Inpatient Service

ER-C/L Duties

The Autism Center

Tourette Clinic

Elective

3. Obtain Training Director signature.

Training Director


