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Care Extender Internship Program

Les Kelley Clinic

Family Practice Resident Shadowing Program

Care Extender
_____________________________

Date

_____________________________

Physician (Name)_____________________________, M.D.
(Signature NOT Required)

Please briefly describe your experience during your shift (what you observed, learned, etc.)

____________________________________________________________________________________________________________


____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________


____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Care Extender Signature
______________________________ 
Date __________________________________

