
   
 
                                                   

       MEDICAL STUDENT ELECTIVE ROTATION APPLICATION 
 
All supporting documents and application     Incomplete applications  
Need to be submitted electronically      WILL NOT be reviewed 
No faxes or hard copies will be accepted                     
       
            RECEIPT CONF #: ____________________    
          CCF #: __________________   
To be completed in full by Applicant- “please print or type” 
 
Student’s Name 
______________________________________________________________________________________________________________           
          Last      First    Middle Initial 
____________________________________________________________________________________________________ 
Area Code /Home Phone #    Area Code/Cell Phone #             
 
Address_______________________________________________________________________________________________________     
            Permanent Mailing Address (Street Number/Name)                       (City)                         (State)                                    (Zip)                 
 
Student School  E-Mail Address: _____________________________________________________  Gender:  M________   F___________  
 
Student Personal E-mail Address: ___________________________________________________ 
 
 SS#:_______________________________                 Citizen of the United States?    Yes           No, If no, please provide the following 
 
Passport Expiration Date: ___________________ Visa Type: _________________ Visa Expiration Date: _______________ 
 
Country of Birth: __________________________ 
 
 
REQUESTED ROTATIONS:        Have you done any rotations at CCF in the past:  □ Yes        □ No 
 
If yes, Please list rotations and dates:_______________________________________________________ 
_______________________________________________________________________________________ 
 
Elective Dates      Alternate Elective Alternate Dates 

     
     
     

 
EDUCATION 
(Name and Location of School- Dates of Attendance and Degree obtained)           USMLE SCORE: (2 digits)   ________ 
 
Pre-Medical        Degree                        Dates Attended 
 
Medical         Degree                        Date of Graduation  
 
 
 
 
 



 
 
HOSPITAL EXPERIENCE  
(Please indicate clinical clerkships completed prior to date of rotation requested at Cleveland Clinic Florida) 
 
 
 
 
 
Give full name and mailing address of the individual at your school who is to receive your evaluation and grade. 
 
_____________________________________________            ________________________________________________________ 
Name         Title 
 
Address                                                                          City                                         State                       Zip Code 
 
E-mail Address: __________________________________   Phone#: ____________________________________ 
 
What type of first year residency do you plan? 
 
  
Are you aware of any limitation that would prevent you from performing the duties of the rotation for which you are applying? 
 
      No                    Yes    If yes, please explain 
 
 
All prerequisites must be met before you are approved for an elective rotation.  This includes the completion of ALL Core 
rotations and status as a final year medical student when you are scheduled to participate in the rotation. A maximum of 2 
elective rotations are approved per student.   Only 2 absences are allowed per 4 week rotation and proof will need to be 
submitted.    Please note that we have a 90 day prior written cancellation policy.   If you need to cancel the rotation and is 
within the 90 days prior to starting the rotation, your school will be billed. 
 
 
I certify that the information given on this form is true, accurate and complete. 
 
Signature:____________________________________________________  Date: ________________________________________ 
 
 
 
 


