APPLICATION FOR YEAR 1 ELECTIVE
 (Completion Date for all Elective Work – 15 May 2009)
Name:

Student ID:
	                                                     (Surname)                                                    (Given Name)


Email Address:

Class:
(Signature of Student)

(Date)

Fill in this section to describe your 12 hour elective: (be sure to have the preceptor's signature)

Title of  Elective:














Description of Elective:













Planned Date of Elective:













Preceptor's name:

Preceptor's address:














Telephone:

Preceptor's Signature:

Instructions regarding completion of this form:

To receive credit for this elective, this form must be completed and returned to the Undergraduate Medical Education Office:

Undergraduate Medical Education Office

Faculty of Medicine & Dentistry

2-45 MSB

Phone:  492-6350

Fax:  492-9531

File:P\Docs\Committe\Elective:Form

