DEPARTMENT OF PEDIATRICS

RESIDENT ELECTIVE REQUEST FORM

Name: __________________________________________________________________

Elective requested: ________________________________________________________

Dates: __________________________________________________________________

Location of elective: ______________________________________________________

Elective supervisor: _______________________________________________________

Reason for interest in elective: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please attach:

1. The daily schedule for the elective

2. Your written goals and objectives (around the six core competencies) for the elective, signed by the elective supervisor

____________________________

_____________________

Resident signature                                         
Date

____________________________

______________________
Program Director’s signature                         
Date
