
 Office Use Only 

 Student Listing:  _____________________ 
 Student Calendar:  _____________________ 
 Computer Access:  _____________________ 

 Sleep Room:  _____________________ 

 S  TUDENT  I  NFORMATION 
 (P  LEASE  P  RINT  ) 

 Today’s Date: __________________ 

 B  ASIC  I  NFORMATION  : 

 Full Name: ___________________________________________________ Male ____ Female ____ 

 Current Address: ____________________________________________________________________ 

 Phone Number: (_______) ________-___________     Birth Date: _______/_______/___________ 

 Email: _____________________________________________Last Four Digits of SSN: ____________ 

 Responsible RMC Preceptor: ________________________________________________________ 

 Dates Requested at RMC:  ______/______/_______   to ______/______/________ 

 E  DUCATION  : 

 Current Level of Education: _________________________________________________________ 

 Name of Current School: ____________________________________________________________ 

 Focus  of Study: ______________________________________________________________________ 

 Clinical Hours needed: _______________ Focus Area of Rotation: ______________________ 

 Tentative Graduation Month/Year: __________________/____________________ 

 School Contact Name: ______________________________________________________________ 

 School Contact Phone: (________) ________-____________ Email: ________________________ 

 Other Rotations completed (please be specific):______________________________________ 

 ____________________________________________________________________________________ 



 Office Use Only 

 Student Listing:  _____________________ 
 Student Calendar:  _____________________ 
 Computer Access:  _____________________ 

 Sleep Room:  _____________________ 

 Are you currently  or  have you ever been employed by RMC? ________________ 

 If yes, in what position? ______________________________________________________ 

 Please check the areas you are interested in (check all that apply (if applicable) 

 _____ Emergency Department  _____Family Practice  _____ Hospitalist   _____Geriatrics  _____ Other 

 How did you hear about RMC? ___________________________________________________ 

 E  MERGENCY  C  ONTACT  : 

 Name: _________________________________________ Relationship: _______________________ 

 Address: ____________________________________________________________________________ 

 Phone Number: (_______) ________-___________ 

 A  TTESTATION  : 

 I hereby attest that the information submitted on this form is complete and correct to the best of my 
 knowledge and belief. 

 ______________________________________________  ________________________________ 
 S  IGNATURE  OF  S  TUDENT  D  ATE 
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