INTRAMURAL SENIOR ELECTIVE REQUEST FORM

CHICAGO MEDICAL SCHOOL at RFUMS
OFFICE FOR STUDENT AFFAIRS   3333 Green Bay Road, North Chicago, IL 60064    PH: 847-578-3295        Fax: 847-578-3298

Applications must be submitted a minimum of 4-6 weeks before elective start date.
Cancellations must be emailed to CMS Student Affairs and to the Department contact person.

CLASS OF  20___

1.  To be completed by Student and submitted to OSA:
Name ________________________________________________  Phone #
________________________

Email Address___________________________________________________________________________
Elective Title   _______________________________________________           Course No.
_____________
Start Date You Are Requesting _____________________________________     # of Weeks
_____________
Alternate Start Dates   _____________________________________________________________________
Department 
__________________________________________________________________________

Hospital/Location     _______________________________________________________________________

Date _________________ SIGNATURE 
____________________________________________________
	


2.  To be completed by Preceptor or Elective Coordinator
Please circle one:   I ( DO  /  DO NOT )  accept the above named student for the M4 elective,

as requested.  

Approved By _______________________________________________ Date _________________ 


(PRECEPTOR OR ELECTIVE COORDINATOR)

After Accepting or Denying student’s request for a senior elective, please return this completed form to CMS Student Affairs.  See above address or FAX number:
	Elective will be credited as:

	
	Per SITE, Elective is:                 

	____ CLINICAL     

	
	AVAILABLE                   _________

NOT AVAILABLE             _________

	____ NON-CLINICAL
	
	Date Email Sent to Student  ____________


Rev. 1/08

