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Long Beach Memorial Medical Center/Miller Children’s Hospital

Clerkship Application

Today’s Date: _________________________
Name (please print) 













Permanent Address:  __________________________________ (City) ___________________________ (State) 
(Zip) ____________

Home Phone Number (        ) 

_________
   Cell (        ) 
__________
_         DOB ________/_______/______
Email Address: __________________________________________________   Social Security Number:_________/_________/__________
U.S. Citizen:  Yes:  ________   No: ________ Other:  ______________________ Place of Birth ___________________________________
ROTATION DATES REQUESTED

Name of Program: _______________________________________________  Rotation Specialty ___________________________________

Name of Program Director  _________________________________________    Location/Medical Center:    LBMMC    [image: image1.wmf]     MCH   [image: image2.wmf]
Desired Dates of Clerkship: 

First Choice:    __________ to ___________        Second Choice: ___________ to __________      Third Choice: ________ to _________


Have you completed a previous clinical rotation with LBMMC/MCH?          No __________ Yes____________  

If yes, please specify date, location, specialty, and mentoring physician:

_________________________________________________________________________________________________________

MEDICAL EDUCATION 

Medical School ____________________________________________________________________________________

Address  




(City) 


(State) 

(Zip) 



Country _______________ Month/Year Start Date: __________________ Month/Year Anticipated/Graduation Date: _____________

Title:  Medical Student ______________yr     Specialty of Interest/Training _________________________________​​​​​​​​​​​​​____________________

DOCUMENTS INCLUDED WITH THIS APPLICATION










Enclosed


Letter from Dean Approving This Rotation & Stating You Are a Student in Good 

Standing






Yes _____________


Malpractice Insurance Statement




Yes 




Official Medical School Transcript




Yes 




Copy of  Photo ID






Yes______________


Proof of Current Health Screening (Immunizations)



Yes ______________

USMLE or Comlex Transcript





Yes ______________    
_


Have you: 



[image: image3.wmf]Been vaccinated against hepatitis B Virus,



[image: image4.wmf]Proof of immunity against Hep B, or



[image: image5.wmf]Formally declined vaccination.
Work Experience (include dates:
Please State Your Goals As They Relate to Medicine and the Clerkship You Are Applying For:

I understand that there is no remuneration for clerkships I understand that any false or missing information may disqualify me from this position. I further declare that by submitting this application, I authorize the Long Beach Memorial Medical Center/Miller Children’s Hospital and its representatives to contact persons associated with hospitals and institutions at which I have studied or trained and well as individuals whose names I have submitted in connection with this application.  I hereby release from liability all representatives of the hospital and its professional staff for references performed in good faith in connection with evaluating my application and credentials; and release from liability all individuals and organizations that in good faith provide information to Long Beach Memorial Medical Center/Miller Children’s Hospital, including otherwise privileged or confidential information. 

Applicant Signature_________________________________________________________________Date: ________________________

Please note this section requires a school official’s signature approving the clerkship.

Applicant’s Medical School
This is to certify that the above described applicant is a regularly matriculated student in good standing, studying for the M.D. degree or equivalent in _______________________________ School of Medicine (address: ____________________________________________.)  The student is now in her/his _________ year of a ________ year course.  The signature appearing below constitutes the approval of his/her medical school for him/her to participate in one of the clerkships requested above.   If accepted into a clerkship by LBMMC, the student will, during the period of his/her clerkship, be a regularly matriculated student in the above described medical school, and the clerkship, including the treatment of the sick and afflicted as a part thereof, is prescribed as a part of his/her course of study.  The student will ______ will not _____ receive credit for the clerkship.  The above named student does ______ does not ______ have insurance protecting against malpractice claims while participating in a clerkship resulting from his application.  If “does,” the student’s medical school agrees to assume responsibility for and defend the affiliated and associated hospitals, their officers, agents,  employees, volunteers and students against any and all claims of negligence, including malpractice, arising out of and resulting from an act of omission of the applicant occurring in connection with the clerkship described in this application.  At the end of the clerkship, a report will ______ will not _______ be required.  (If a form is required by the school, please attach a copy.)
SCHOOL OFFICIAL
Affix School  Seal below

Signature: ____________________________________________





Name (Please print) ____________________________________





Title: _______________________________________________





Contact Number:   (_________) ___________________________

FOR LBMMC OFFICE USE ONLY

	Application Received: 
	Reviewed by: 
	Approved   [image: image6.wmf]

      Denied    [image: image7.wmf] Date: __________
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