
                  
                                    
                             
                        

 Residency/Fellowship Verification of Training Fee               

Legacy Health 
Graduate Medical Education 
1015 NW 22nd Avenue 
Portland, OR 97210 
503-413-7361 (fax)

Graduate Medical Education provides an official Legacy Health verification of residency or 
fellowship training for a fee of $50.00 per request. 

Training verification is provided at no-cost for current trainees or those who have graduated 
within one calendar year of their graduation date. 

In addition, there will be no fee for the following requests: 
• US Government or State form
• Federation of State Medical Boards (FSMB)
• Residency or Fellowship program
• Legacy Health request

This request is for doctor: Grad Year: 

For the following requests, we will begin processing the verification once we receive this 
completed form.  The completed verification will be provided once payment is received. 

Private Institution 

Federation Credentials Verification Services (FCVS) 

Hospital, Medical Center or University 

Alum of more than one year since graduation  

Please make your check payable to Legacy Health Graduate Medical Education and send to: 
• Legacy Health Graduate Medical Education, Attn: Marion

Legacy Good Samaritan Medical Center
1015 NW 22nd Avenue
Portland OR 97210
     *Please indicate name of resident/fellow on check*

If you have a question about your request, please contact the appropriate coordinator: 
• Fellowships: DeeDee Bondy, dbondy@lhs.org; 503-413-4692 (o); 503-413-2980 (f)
• Internal Medicine:

o Legacy Emanuel/Good Samaritan: Nelson Helland, nhelland@lhs.org; 503-413-7036 (o);
503-413-7361(f)

o Legacy Salmon Creek:  Hilary Barraza, hbarraza@lhs.org; 360-487-1168 (o); 503-413-7361
(f)

• Podiatry: Karilyn Williams-Thomas; karwill@lhs.org; 503-413-8401(o); 503-413-7361

Requestor name and organization _______________________________________________ 

Requestor contact number ____________________  email  ___________________________ 
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