University of Alberta

Faculty of Medicine and Dentistry
MD PROGRAM

ASSESSMENT OF ELECTIVE PERFORMANCE

YEAR 1

	Student:



Year of Graduation
	
	Elective Title:

	Graduating Class:
	

	Elective Code:


Time Period
Site
	
	Time Period:

	Location:
	

	Preceptor:
	
	Preceptor’s Address: 
	
	

	Please type or print in ink when filling in this evaluation.


Do you have any concerns about this student’s


Professional attributes
No   FORMCHECKBOX 

Yes   FORMCHECKBOX 


Clinical skills
No   FORMCHECKBOX 

Yes   FORMCHECKBOX 


Application of knowledge
No   FORMCHECKBOX 

Yes   FORMCHECKBOX 

If yes, please document your concerns.

_________________________________________________________________________________________________________________________
Please document your assessment of this student’s strengths and areas for improvement.

_________________________________________________________________________________________________________________________

Confidential to the Student (not to appear on the Dean’s Letter). ________________________________________________________________________________________

________________________________________________________________________________________

Student’s Comments Regarding the Evaluation  (Optional) ________________________________________________________________________________________

_________________________________________________________________________________________________________________________

I acknowledge that this evaluation was discussed with me.

________________________________
________________________


Student’s Signature
Date

________________________________
________________________


Preceptor’s Signature
Date
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