RUTGERS, THE STATE UNIVERSITY OF NEW JERSEY
NEW JERSEY MEDICAL SCHOOL

Registrar’s Office


Visiting Student Elective Application

I. Student Information and Elective Request (To be completed by student. Please print.)

__________________________________________________       _________________________
            _____________________

(Student’s Name)




              (S.S.N.)


             (E-mail address)
____________________________________________________________________________________________

(Street, City, State, Zip)

__________________________________________________      __________________________            _____________________

(Course number and Title of Externship)                                                           (Director’s Name)                                                (Dates of externship)

_______________________________________        ____________________________________            _____________________

(Student’s signature)                                                                   (Student phone number)                                                             (Date)
                                                      


II.
Certification of Eligibility (To be completed by the Registrar or Dean of Students at home school.)
The medical student named above is in good standing and currently enrolled as a _____ year student at ________________________ Medical School. The student will pay tuition at our school during the period indicated. Malpractice insurance covers the student while away from our school (proof must be attached). Personal health coverage is in effect while the student is away from our school (proof must be attached). This student is approved to take this elective □ for credit □ not for credit.  At the conclusion of the elective an evaluation report □ will □ will not be required.

School Official Information


Name: 

____________________________________________________

Title:

____________________________________________________



Address:
____________________________________________________
                School Seal
Signature:
____________________________________________________

Date:
 
____________________________________________________

III.
Departmental Approval (To be completed by the New Jersey Medical School Elective Director.)                                                         











                                       
□
Approved



□
Disapproved

This student must report to:  Contact Name:    ________________________________            Date:   _____________



     Location:            ________________________________
Time:  _____________
Director or Designee’s Signature: ________________________________________
              Date:   ____________

RETURN FORM TO: 
New Jersey Medical School Registrar’s Office

                           

185 South Orange Ave., MSB B-640, Newark, New Jersey 07103-2714


IV.
Authorization (Registrar staff use only.)
□
Quick admit





Initials: ___________

□
Registered – crn# __________________


Date:     ___________

□
Record # _________________________

□
Letter

□
Student Health approval _____________


