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CROTCHED MOUNTAIN
International Program 

Medical Clerkship Application 
	Name: 
	     
	Date:
	     

	Permanent address:
	     
	Home E-mail:
	     

	
	
	Home Phone:
	     


	College
	     
	College E-mail:
	     

	Address:
	     
	College Phone:
	     

	Passport #:
	     
	Fax Number:
	     

	Citizen of:
	     
	US Social Security #:
	     


	Are you under 21 years of age?
	yes   FORMCHECKBOX 
 no  FORMCHECKBOX 

	Driving license?
	 FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no

	
	
	Have you learned to drive?
	 FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no


In case of emergency notify:

	Name:
	     
	Phone:
	     

	Address:
	     
	E-mail:
	     

	
	


	Name of College:
	     
	No. of years of school completed:
	     

	College Major:
	     
	Dates of availability:
	Start:      

	Degree:
	     
	
	End:       

	Date you expect to graduate:
	     


Did you attend a program presentation?                                                   

             FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  

If yes: Location?         Date?      


Have you studied the program literature?                                       


             FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Have you visited Crotched Mountain’s Web Site?                              


             FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Are you prepared to participate in a clerkship composed of any of the program areas offered?    FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Are you able to perform all placement functions as described?                                                      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Do you have any particular area of interest in medicine?      
Do you intend to pursue a Medical Specialty upon graduation from Medical School?      
Each Medical Clerkship observation schedule and elective rotation is subject the Medical Staff and consulting physicians’ schedules as well as the unique opportunities to participate in seminars and events that may take place during a clerkship duration. Each of the clerkships will be scheduled with an effort to take full advantage of such opportunities and accommodate the clerk’s observation schedule and elective rotation preferences whenever possible. 

Earliest travel date to U.S.?      
List dates and details of completed clerkships to date

	1.      

	

	2.         

	

	3.         

	


List skills and/or qualifications that you feel could mutually benefit you and CMRC during your clerkship

	1.         

	

	2.         

	

	3.         

	

	4.         

	

	5.         

	


Clerkship Observation Choices (Please number in order of preference. Number each line assigning a 0 to those items that are not of interest, for which you may not be suited or about which you are unsure.) All observations are determined on the basis of availability and CMRC reserves the right to change a Medical Clerk’s observation schedule.


	Clinical Services
	#
	
	#

	I.      Speech
	
	VII. Adult Case Management
	  

	II.     Pathology
	  
	VIII. Dentistry
	  

	III.    Occupational Therapy
	  
	IX.   Physiatry
	  

	IV.    Physical Therapy
	  
	X..   Psychology
	  

	V.      Therapeutic Recreation
	  
	XI.   Ophthalmology
	  

	Medical Services
	
	XII.  Orthopedics
	  

	VI.    Adult Acquired Brain Injury Unit
	
	XIV. Pediatric Unit
	

	        a) First Shift
	  
	         a) First Shift
	  

	        b) Second Shift
	  
	         b) Second Shift
	  


From the list above choose three areas of interest for the elective rotation and provide reasons for applying
	Elective Rotation
	Reasons

	1.      
	     

	2.      
	     

	3.      
	     


REFERENCES: List below the names of at least two people not related to you.

                                                                                                                                                                         Years

Name/Address/Phone
            Business                                                                                              Acquainted
	1. Name:     
	     
	  

	    Address:     
	
	

	
	
	

	    Phone:     
	
	


	2. Name:     
	     
	  

	    Address:     
	
	

	
	
	

	    Phone:     
	
	


	3. Name:     
	     
	  

	    Address:     
	
	

	
	
	

	    Phone:     
	
	


To complete your application, please attach your Letter of Intent and three written letters of references, at least one of which must be from a faculty member. Also attach Transcript of College grades to date. 

I hereby certify that the foregoing statements are true and correct to the best of my knowledge and belief, and hereby grant Crotched Mountain permission to verify such answers. I understand that any false statements on this application may be considered as sufficient cause for rejection of this application or for dismissal if such false statement is discovered subsequent to my internship.

  Your Name

I,       , hereby authorize the release of my prior employment dates, evaluations of working performance, opinions and any other relevant information. If applicable, this is to authorize the Registrar/Placement Office to release my educational transcript and information in my placement records to Crotched Mountain Foundation. I understand this information will be used for reference purposes only.

I understand and agree that if accepted to the program, the program duration is not guaranteed and may, regardless of the date of any wages or room arrangements, be terminated at any time if appropriate.

Signature: _________________________             Date:                       
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