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	STATEMENT OF AUTHORIZATION
FOR PROGRAM DIRECTOR
BY INSTITUTION/HOSPITAL
2025-2026
NEUROLOGY



I, 	     					, on behalf of myself and my Institution/Hospital, 
        Name of Department Head or Practice Owner

	     					, confirm that the Residency Training Program at my Institution/Hospital
	    Name of Institution/Practice

for the Specialty of Neurology is under the control and direction of the Program Director,
	     					.  
	      Name of Program Director

I, 	     					, understand that the ACVIM will consider the Program Director 
  Name of Department Head or Practice Owner

to be the sole authorized agent for the Institution/Hospital and that the Program Director’s statements or writings will be considered binding regarding any decisions about the Residency Training Program.  The Program Director is the sole person authorized to make changes to the program through the procedures outlined by the Specialty.  I understand that if the Program Director is no longer authorized by the Institution/Hospital to act as its agent for any reason, including but not limited to termination of employment, inability to perform the duties of Program Director, or is relieved of his/her duties by the Institution/Hospital, the ACVIM will be immediately informed.  Until such notice is received by ACVIM, the Program Director identified in this Statement shall continue to be considered the authorized agent of the Institution/Hospital.  A new Program Director must be named, and a new copy of this statement must be completed, signed and returned to the ACVIM Office within thirty (30) days from the date the Program Director is no longer authorized to act on behalf of the Institution/Hospital.  Failure to provide such notification in writing may impact current residents in the program such that their experience during the period when no Program Director is designated and authorized will not be counted toward their residency program requirements for Board-certification.  I represent and warrant that I have all the necessary authorization to sign this Statement on behalf of my Institution/Hospital.

Signed:

								Date:  	     				
Program Director

								Date:  	     				
Department Head or Practice Owner

	Department Head Phone:      
	Department Head Email:      



This form must be signed by the Department Head if the program is a University Residency, or an Owner or Officer of the company if the residency is in a Private Practice.  If the Program Director has any questions about the most appropriate individual to sign this form they should contact the Chair of the Specialty’s Residency Training Committee or the ACVIM Central Office for clarification. 
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