MEDICINE & DENTISTRY

R Schulich

Internal Medicine Training Program

Clinical Elective Request Form

Department of Medicine

Resident Name: |

Current PGY Level:

Elective Type: |

* For research electives, please use the Research Proposal Form

Focus of Elective (e.g. Cardiology, Rheumatology, etc.):

Academic Year:

Block of Elective:

City of Elective:

Hospital Site of Elective:

University Affiliation of Elective:

Supervisor Name:

Supervisor Email Address:

Elective Description:

Additional Information:

Please submit completed form to the Department of Medicine - Education Office, VH E6-102, domeducation@Ilhsc.on.ca

Print Form

Submit Form

Program Director Signature:

Date Received by DoM: |

|Date of Approval: |

|Letter of Good Standing Completed?

Department of Medicine ¢ Education Office

Schulich School of Medicine & Dentistry, Western University

London Health Sciences Centre — Victoria Hospital — E6-102 ¢ P.O. Box 5010

London, ON, Canada N6A 5W9

t. 519.663.3511 f.519.663.3232 www.schulich.uwo.ca/deptmedicine
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