CHICAGO MEDICAL SCHOOL

MEDICAL STUDENT PERFORMANCE EVALUATION

PART II

YOU MUST RETURN THIS COMPLETED FORM BY June 1, 2007
NAME: _____________________________________________     DATE:________________

LOCAL ADDRESS: ___________________________________________________________

                        CITY__________________________STATE_________________ZIP_______ 

                        LOCAL TELEPHONE: (______)____________________________ 



EMAIL: ________________________________________________

Medical Specialty:    1st Choice:_________________________________________________________________

    
           2nd Choice: ________________________________________________________________ 

                             Are you in the Military ?_________     Will you be participating in the couple's match? _________
Junior Year Clerkships:
Your sequence

Hospital
Grade (if available) 




(Indicate order you did




clerkships - #1, #2, etc.


Medicine                     ____________
                   _______________              _____


Surgery                       ____________
                   _______________              _____


Pediatrics                    ____________                        _______________              _____


OB/Gyne                    ____________                        _______________               _____


Psychiatry                  ____________                        _______________                _____


Family Medicine         ____________                      _______________                 _____


Neurology                    ____________                     _______________                 _____


Emergency Medicine    ____________                    ______________                   _____

Senior Year Clerkship:


Subinternship
Date _______   Hospital  _______________________    Grade ________








 OVER

TENTATIVE Senior Year Electives: 


Elective                                 Dates                                         Hospital Name, City, State

July________________________________________________________________________________________________

Aug.________________________________________________________________________________________________

Sept._______________________________________________________________________________________________

Oct.________________________________________________________________________________________________

Nov.________________________________________________________________________________________________

Dec.________________________________________________________________________________________________

Jan.                                                                                                      ____________________________________

Leaves during third and fourth years of medical school (dates and reasons):

____________________________________________________________________________________________________

Most outstanding academic accomplishment: 

____________________________________________________________________________________________________
Activities, awards and honors during third and fourth years: ________________________________________________________________________________________________________________________________________________________________________________________________________

When are you registered to take USMLE Step 2? _CK______________CS_______________

PERSONAL:
Best personal traits:____________________________________________________________________________________

Hobbies and interests:__________________________________________________________________________________

Long term goals (non medically related): ___________________________________________________________________

What adjectives would the following groups of people use to describe you?

Peers_______________________________________________________________________________________________

Faculty______________________________________________________________________________________________

Patients_____________________________________________________________________________________________

OTHER:
If there is additional information you think we should know, please include below.
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