Capital Health
Health Sciences Libraries

APPLICATION FOR TEMPORARY BORROWING PRIVILEGES

A person awarded Temporary Borrowing Privileges will have access to the Capital Health Libraries
during regular open hours Monday to Friday and will be able to borrow materials as per Library
procedures. After-hours access is not automatically afforded to those with temporary borrowing
privileges.

Last Name First Name Department
Site Program Year Email Address
Pager/Phone Capital Health ID# Start and End dates of Rotation
Address:
Apt # Street City Postal Code
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Sponsoring Physician or Capital Health staff: Signature:

Department Phone Name:

(please print name)
PLEASE NOTE: By signing this form the Sponsor accepts responsibility for materials
borrowed.
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By signing below | understand and agree that:

Material is lent at the discretion of Capital Health Library Staff.

Only persons located within Capital Health may borrow materials. A valid hospital ID must be
presented to Library Staff when signing out materials.

The borrower agrees to abide by Library circulation policies.

The borrower is responsible for the replacement costs of materials which are not returned.

Delinquent borrowers will lose their borrowing privileges at the Capital Health Sciences Libraries.
Department Heads will be notified and the Dean’s Office will receive notice of students who have not
returned library materials.

All materials must be returned to the Library upon completion of rotation(s) at Capital Health.
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Signature of Borrower Date

Please return this form to the appropriate Capital Health Library

For Library Use only
Library signature Date

Revised 2005/07/29
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