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	VISITING MEDICAL STUDENT APPLICATION
ACADEMIC CREDIT GIVEN ONLY IF STUDENT MEETS ALL PREREQUISITES
· USMLE STEP I
· Proof of Health Insurance 
· Proof of Malpractice Liability insurance 
· Updated immunization record
· Letter of good standing and approval by the Dean for student to complete the elective

· Provide a background check completed within the year by a Federal/Local agency                   
ROTATIONS ARE LIMITED TO TWO MONTHS
Please print or type 

Please list alternate choice that you would be interested in doing if your first choice is already filled. 
1st Option (ELECTIVE / DATES)_______________________________________________________ 
2nd Option(ELECTIVE / DATES)______________________________________________________ 

If requesting two electives, provide a separate cover sheet with the application form with your choices and dates.

Personal Data   PLEASE PRINT
Name in full (please do not use initials)________________________________________________
Present mailing address (Street/City/State/Zip)_________________________________________
_______________________________________________________________________________
_____________________________________________________________________________
Home or Cell Telephone Number (Area Code) _________________________________________
Email Address: ______________________________________________________________________
U.S.Citizen __  YES   __ NO    Last four digits of Social Security Number ___________________Date of Birth____________ 

Provide a copy of your Curriculum Vitae (CV)

Education 
Name and address of school - include date of attendance and degree obtained. 
Pre-medical______________________________________________________________________
Medical ________________________________ Graduation Date (mm/dd/yy)_________________
Examinations
USMLE Step 1     YES___   NO___     SCORE_______ 

(Students must provide a photocopy of examination score sheet.) 
TO BE COMPLETED BY YOUR DEAN'S OFFICE 
The Dean or School Official is to include a letter of recommendation, stating the student is in good standing and approved to do an away elective at the Cleveland Clinic.     
The medical student (will) or (will not) have completed junior level rotations in Physical Diagnosis, Internal Medicine, Family Medicine, Surgery, Pediatrics, Obstetrics/Gynecology, Neurology and Psychiatry before taking the requested elective(s).  
______________________________________ signature/title of school official 
______________________________________ print school official's name 
______________________________________ SCHOOL /Seal 
School name/mailing address 
_______________________________________________________________________
_______________________________________________________________________
Telephone/Area Code_____________________________________________________ 
Hospital Experience
Please note all clinical clerkships/electives completed prior to date of rotation requested:
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
Insurance Issues--Students must provide proof of professional liability insurance. Please be sure to include a copy of the  certificate with the application form.
Health Issues--Are you aware of any limitations which would prevent and/or limit you from performing the duties of the medical student rotation for which you are applying? _______________________
Immunization Requirements - Students must provide proof of updated immunizations.
Tuberculin Testing:
Date of your last tuberculin test? ________________(Test must be within one year of rotation start date)
Reading results?___ Positive ___ Negative 
If your test was positive, you are expected to begin treatment prior to your arrival at Cleveland Clinic. Documentation of treatment required (i.e. xray results - date - results).
· Td- preferably TDaP within 10 yrs
· Polio-primary series; date of last booster

· Varicella (Chicken Pox): date of illness or 2 vaccines

· MMR- dose #1 at 12 months or later and before 5 yrs, dose #2 at 5 yrs or later.

· Hepatitis B: 3 vaccines at specified intervals
· Annual date of flu vaccine
your medical school evaluation
Additional Information--Give full name and mailing address of individual at home institution to receive your performance evaluation/grade. 
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
residency program of interest? _______________________________________________________________________
For Academic Credit students only, Housing accommodations will be provided on space availability. Housing is for approved students only processed through the Clinical Education Office.

Housing needed during rotation:    YES____NO____ Please indicate MALE _____ FEMALE_____

 I CERTIFY THAT THE INFORMATION GIVEN ON THIS APPLICATION IS TRUE, ACCURATE AND COMPLETE

Signature _________________________________________________(Medical Student)
Date _______________________________ 
MAIL  FORM  TO:      

Cleveland Clinic Lerner College of Medicine
Attn:  Pat Gasser, Elective Program Coordinator

9500 Euclid Avenue – NA20
Cleveland, Ohio  44195
 electiveprogram@ccf.org

	 








Print, then affix photo here.








