MEMORIAL MEDICAL CENTER
REQUIREMENTS FOR MEDICAL STUDENT ROTATION 
	MEDICAL STUDENT’S FULL NAME
	Today’s Date:      

	LAST:      
	FIRST :       
	MIDDLE:      

	ADDRESS:      

	PHONE NUMBER:      
	CELL PHONE:     
	EMAIL:      

	HOMETOWN:       

	EMERGENCY CONTACT:      
	PHONE #     

	GENDER:   FORMCHECKBOX 
  M     FORMCHECKBOX 
  F
	MS 4  FORMCHECKBOX 
 

 FORMCHECKBOX 
   must  have completed a Surgery and IM Rotation

	YEAR OF GRADUATION:       
	SPECIALTY INTEREST:      

	

	DATES OF REQUESTED ROTATION

	Does your school have a HOME EM residency Program?   FORMCHECKBOX 
 Yes  FORMCHECKBOX 
No
	Number of EM Rotations Scheduled:      

	#1. ROTATION DATES:    START DATE:       
	END DATE:      

	#2. ROTATION DATES:    START DATE:       
	END DATE:      

	#3. ROTATION DATES:    START DATE:       
	END DATE:      

	

	MEDICAL SCHOOL:       

	ADDRESS:       

	 STATE:        

	CLINICAL COORDINATOR/CONTACT:       

	   PHONE NUMBER:              FAX NUMBER:            EMAIL:       

	

	WHAT DREW YOU TO CONEMAUGH FOR YOUR EM ROTATION?      

	

	WHAT ARE YOUR 3 TOP LEARNING GOALS FOR YOUR MONTH AT CONEMAUGH?

	1
	     

	2
	     

	3
	     

	

	RESIDENT REQUIREMENTS PRIOR TO CLINICAL EXPERIENCE

	 FORMCHECKBOX 

	Medical School Transcript (unofficial) 

	 FORMCHECKBOX 

	Comlex or USMLE Scores - Attached

	 FORMCHECKBOX 

	 CV  

	 FORMCHECKBOX 

	must  have completed a Surgery and IM Rotation

	 FORMCHECKBOX 

	Must be U.S. Citizen/Permanent US Resident

	 FORMCHECKBOX 

	Background Clearances

	


Complete this form and email to  SEckenro@conemaugh.org

Residency Use:


Approved


__________________	__________


Clerkship Dir		Date





Student Notified:


______________


 Date





Shannon Eckenrode,  Program Coordinator


Emergency Medicine Residency


Conemaugh Memorial Medical Center


CP1004


1086 Franklin Street


Johnstown PA 15905








