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Department of INSERT Department Name
 INSERT Internal Dept Room Number, Health Sciences Centre

 820 Sherbrook Street

Winnipeg, Manitoba  R3A 1R9
INSERT Date
Dr. INSERT Physician Name
INSERT Hospital or Site Name
           
Dear Dr. INSERT Physician Name:
RE:  
Offer of an Assessment Pursuant to the Practice Ready Assessment (PRA) Specialty Practice Program “PRA Specialist”
We are pleased to confirm the offer to you of an assessment whereby you will be undertaking a 
13-week Practice Ready Assessment (PRA) in the Department of INSERT Name sponsored by Shared Health through the University of Manitoba.  You will be primarily located at the INSERT Name.  In this capacity, you will report to Dr. INSERT Name, Head, Section of INSERT Section Name.  The stipend for this position will be $INSERT $ Rate payable monthly by direct deposit to your bank account.

The term position will commence INSERT Start Date, or as soon as possible thereafter, and is conditional on the following:

· You have and will maintain proper licensure with the College of Physicians and Surgeons.

· You have and will maintain medical liability insurance such as CMPA or its equivalent that is satisfactory to Shared Health.

Please note that the PRA Specialist Program reserves the right to terminate an assessment after a one-month period if, in the opinion of the Section of INSERT Section Name that you are unsuitable.  Should this occur, this Agreement with Shared Health will terminate at the same time with no further monies owed to you for services provided after that date.

Upon successful completion of the PRA Specialist Program, you will be considered eligible to apply for an appointment to the Medical Staff of Shared Health.

Without the previous written consent of Shared Health, you are not permitted during the terms of your assessment with Shared Health, to enter into any contract, employment or otherwise, that would constitute a conflict of interest in accordance with Shared Health policies. nor do anything else which will interfere or conflict with you giving Shared Health the full and explicit benefit of your services and you will at all times promote the best interests of Shared Health.

You agree that, except with the consent of Shared Health, you will not, either during the term of your assessment with Shared Health or at any time thereafter, disclose any confidential information to any person not in the employ of Shared Health, nor shall you use the information for any purpose other than the purposes for Shared Health.
You will be an independent contractor, and this Agreement does not create the relationship of employer and employee, or of principal and agent, between you and Shared Health or between Shared Health and any of your agents. You shall have no authority to assume or create any obligation in the name of Shared Health, nor to bind Shared Health, in any manner.
You shall be solely responsible for all deductions, taxes and remittances, and without limiting the generality of the foregoing, shall be responsible for all taxes and remittances payable to the Canada Revenue Agency. You shall not be entitled to participate in Shared Health’s benefits plans.

You agree to abide by all Shared Health policies and procedures including those related to the Personal Health Information Act, C.C.S.M. c.P 33.5, and the Freedom of Information Protection of Privacy Act. C.C.S.M. c.F 175 and their regulations and any amendments thereto.  You will also abide by the policies and procedures that pertain to members in the INSERT Name Program and the policies and of the INSERT Name.

In addition, please attend one of the PHIA (Personal Health Information Act) sessions as soon as possible, if you haven’t already done so.  

To confirm your agreement with the terms and conditions of this Agreement, please sign this letter and return within 4 days of receipt of it.

Sincerely,

__________________________________
__________________________________

INSERT Deprtment Head Name
Perry Gray, MD, FRCSC
Department of INSERT Deprtment Name
Chief Medical Officer and
Max Rady College of Medicine
Provincial Lead, Medical Specialist Services
Rady Faculty of Health Sciences
Shared Health
University of Manitoba
DATE: ____________________________
DATE: ____________________________
I accept the terms and conditions of this offer of an assessment.

_______________________________
______________________________

Dr. INSERT Physician Name
Date
