The University of Texas Health Science Center at Houston
Office of Graduate Medical Education

PERMANENT COMPLEMENT INCREASE REQUEST FORM

(This form is required for all program complement increase requests.)

Type of Accreditation:
 FORMCHECKBOX 

ACGME Residency/Fellowship Program *
 FORMCHECKBOX 

Texas Medical Board Approved Fellowship 
 FORMCHECKBOX 

Specialty Board Program or GME Approved
	Residency/Fellowship Name:      
	Program Director Name: 

	
	Program Director Phone #: 

	Proposed Start Date of Increase: 
	

	Current Approved Complement Total: 
	

	Number of Requested Residents/Fellow Increase Per Year: 
	

	Total number of Proposed and Current Residents/Fellows: 
	


	What is the program’s educational rationale for complement increase?




	How do you propose to fund the additional resident/fellow stipend(s) and benefits? (Please note that GME approval of a complement increase does not include funding. The program must arrange all resident funding.)**




* ACGME Programs must also submit the required ADS form.

** Please attach documentation showing proof of funding if from an outside funding source.

Approvals (signatures required):      We have reviewed the request and find that it comports with the mission of the Department.

Program Director:  _______________________________________

DMO: _________________________________________________

Division Head (if applicable): _______________________________

Department Chair:  _______________________________________

All requests must be reviewed by the Executive Sub-Committee prior to submission to the GME Committee.  
Complement Increase Funding Form: Revised May 20, 2022


