PLEASE ATTACH PHOTO HERE
REQUEST FOR ROTATION/ELECTIVE

DEPARTMENT OF ORTHOPAEDICS

UNIVERSITY OF MIAMI/JACKSON MEMORIAL HOSPITAL

NAME: __________________________________________________________________



Last                                      First                                          M.I.

E-MAIL ADDRESS:  ______________________________________________________

CURRENT ADDRESS: _____________________________________________________





Street




   _____________________________________________________





City



State


Zip

TELEPHONE:  (_______)_____________BEEPER:   (________)___________________

COLLEGE: _______________________________________________________________

     
YEAR GRADUATED: _______  MAJOR: _______________________________

MEDICAL SCHOOL: _______________________________________________________

EXPECTED GRADUATION DATE: ___________________________________________

TIME PERIOD DESIRED FOR ROTATION: ________________ TO ________________





  Second choice: ________________ TO ________________

DO YOU PLAN TO APPLY TO OUR ORTHOPAEDIC RESIDENCY PROGRAM?



______ YES

______ NO

HAVE YOU ATTACHED THE FOLLOWING (NON UM STUDENTS ONLY):

____  Letter of permission from your medical school
____  Photograph
____  Proof of health insurance

____  Proof of immunization

____  Proof of malpractice insurance ($1,000,000/$3,000,000)
____  Copy of your USMLE scores

____  Copy of your latest transcript with core clerkship grades
____  ORIGINAL Univ. of Miami Privacy Hipaa Training Certification Form


PLEASE RETURN COMPLETED FORM WITH THE ABOVE ATTACHMENTS TO THE ADDRESS BELOW.  YOUR ROTATION WILL NOT BE APPROVED UNTIL WE ARE IN RECEIPT OF THIS INFORMATION.


Carmen J. Fuente



Department of Orthopaedics (D-27)



University of Miami School of Medicine



P.O. Box 0l6960



Miami, Florida  33101



e-mail:  orthoapp@med.miami.edu
/ww/ri/rotform  







(REV.9/13/07)
