Sub Internship and 4th Year Surgical Elective Description Form

	Title:  Course Title and Course Number

	Advanced Clinical Clerkship
	Location:     
	2007-2008 (Revised: 01/10/08)

	COURSE CHAIR
	PHONE #
	COURSE OBJECTIVES (In order of important)

	     
	     
	1.     
2.     
3.     
4.     
5.     

	FAX:
	     
	

	E-MAIL:
	     
	

	SUPPORT FACULTY:
	

	     
	

	STUDENT COORDINATOR:
	PHONE #:
	

	     
	     
	

	FAX:
	     
	

	E-MAIL:
	     
	

	REPORT TO:
     

	REQUISITES:
	INPATIENT RESPONSIBILITIES WITH ON-CALL SCHEDULE: 

	STUDENT/PERIOD:
	Max     Min     

	DURATION 4 WEEKS:
	 FORMCHECKBOX 
Yes

 FORMCHECKBOX 
No

	ROTATIONS DATES:
     

	DESCRIPTION OF ROTATION:
     

	STUDENT EXPERIENCES

	COMMON PROBLEMS/DISEASES
	INPATIENT:

 FORMCHECKBOX 

	CLOSE CONTACT WITH:

	1     
2     
3     
4     
5     
6     
7     
8     
	OUTPATIENT:

 FORMCHECKBOX 

	 FORMCHECKBOX 
 FULL-TIME FACULTY

	
	
	 FORMCHECKBOX 
 CLINICAL FACULTY

	
	CONSULTATION:
 FORMCHECKBOX 

	 FORMCHECKBOX 
 FELLOWS

	
	PRIMARY CARE:
 FORMCHECKBOX 

	 FORMCHECKBOX 
 RESIDENTS

	
	
	 FORMCHECKBOX 
 INTERNS

	
	
	 FORMCHECKBOX 
 OTHER

	
	
	

	APPROXIMATELY # OF PATIENTS EVALUATED EACH WEEK BY STUDENT:
	     

	TOTAL # OF PATIENTS EVALUATED EACH WEEK BY ENTIRE SERVICE:
	     

	TYPICAL WEEKLY SCHEDULE

	Hour
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	AM
	     
	     
	     
	     
	     

	PM
	     
	     
	     
	     
	     

	ON-CALL SCHEDULE & WEEKEND ACTIVITIES:
     

	ADDITIONAL COMMENTS AND OTHER SPECIAL REQUIREMENTS:
     


Return to: Suzanne McCoy, USUHS Dept. of Surgery, 4301 Jones Bridge Rd, Rm A3014, Bethesda, MD 20814;
Fax: 301-295-3627, Email: smccoy@usuhs.mil
