BATON ROUGE GENERAL MEDICAL CENTER

Mid City – Bluebonnet

Student/Observorship Elective Application



Name _______________________________________  SS# ____________________

Home Address _________________________________________________________

Email Address _____________________ Phone # _____________Cell# ___________

Medical School _________________________________________________________

Specific rotation for which application is made________________________ (1st choice)







        ________________________ (2nd choice)

Inclusive dates _______________ to _______________

Approval
(Must be completed by the Dean of Students of your current medical school.)  A letter from your medical school on official letterhead is required verifying the following:

1.
This student is in good standing at this Institution and is in the 3rd or 4th year of study.

2.
Liability insurance does cover the student while performing elective rotation away from the school.

3.
Personal health coverage is in effect during this rotation.

4.
This student is approved to take this rotation


□  for credit


□  not for credit 

5.
At the conclusion of the rotation an evaluation form will be required and will be supplied by the Institution.  Upon completion, the form is to be returned to:



__________________________________________________



__________________________________________________



__________________________________________________

6.
Signature _______________________________  Date ____________


Title ____________________________________

Action
(To be completed by the Medical Director of Graduate Medical Education of designee of Baton Rouge General Medical Center.)  

The student will report to ________________________________________ (preceptor).

Date _______________  Location __________________________ Time ___________

□ Preceptor Notified Date __________________________

□ Other Notification _____________________________________  Date ___________

Signature _____________________________________________  Date ___________

Title _________________________________________________   Date ___________
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Undergraduate and Graduate Education:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Tell us a bit about yourself:  (i.e. where you are from, background, interests, future plans, your family, etc.)




______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Why are you interested in this block?

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your expectations for this block?  (i.e. what do you hope to learn)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature _________________________________________  Date _______________

Return completed application and required documentation to:

BATON ROUGE GENERAL MEDICAL CENTER

Connie Rome, Medical Education Coordinator

Office of Graduate Medical Education

3600 Florida Blvd.

Baton Rouge, LA  70806

Telephone (225) 387-7736

Fax (225) 387-7872


