MEDICAL EXPLORATIONS APPLICATION – SUMMER 2012
JUNE 4, 2012 - JULY 13, 2012
Application Deadline: March 17, 2012
NAME:​​​​​​​​​​​​​​​​​​​​​​​​______________________________________________AGE:____________________

ADDRESS:​​​​​​​​​​​​​​​​​​​​​​​​​​​​___________________________________________________________________

CITY, STATE, ZIP CODE______________________________________________________

PHONE:______________________________________________________________________

SCHOOL:____________________________________________________________________

CURRENT GRADE:__________________________________________  GPA____________
REFERRED BY:_______________________________________________________________

EMAIL:______________________________________________________________________

Have you participated in the Fall Medical Explorations’ program? If so, when ​​​_________

_____________________________________________________________________________

Have you participated in the Summer Medical Explorations’ program? If so, when ​​​__

______________________________________________________________________________

PLEASE LIST ANY DATES THAT YOU WILL NOT BE ABLE TO PARTICIPATE IN THE SUMMER MEDICAL EXPLORATIONS PROGRAM: ______________________________________________________________________

PLEASE INCLUDE WITH YOUR APPLICATION:

 A 500 WORD ESSAY ON WHY YOU WANT TO BE IN THE MEDICAL EXPLORATIONS PROGRAM.

ONE LETTER OF RECOMMENDATION (must come from a teacher/professor)
VERIFICATION OF GPA OF 3.5 OR HIGHER (TRANSCRIPT OR LETTER FROM GUIDANCE COUNSELOR)
PREFERENCE SHEET FOR ROTATIONS

Student Name_______________________________________

Please list choices in order of preference (please choose 6):  We will do our best to match you with at least three of your top choices, if we are unable to match all three of your top choices you will be matched with your first choice

Cardiology



Trauma/Critical Care Surgery


Anesthesia

Dermatology



General Surgery




Emergency Room

Family Medicine


Neurosurgery




Physical Therapy

Gastroenterology


Ob-GYN





Radiology

Hematology



Pediatric Surgery




Nursing

Infectious Disease

          Vascular Surgery




Pathology
Nephrology



Urologic Surgery





Ob-Gyn



Cardiothoracic Surgery




Ophthalmology


Oral and Maxillofacial Surgery



Pediatrics



Orthopedics





Surgical Rehab

Other_______________

***Please note that some rotations will require you to travel to other hospitals or satellite offices***  

University of Tennessee Medical Center

Medical Explorations

Rules and Regulations

· Participants are expected to maintain a professional attitude at all times and in all locations (including cafeteria, offices and patient care areas) displaying kindness, and courtesy to employees, patients and visitors

· Participants will undergo mandatory training in patient confidentiality and proper behavior in a medical setting.

· Participants will be expected to report on time to prearranged areas

· Participants will be expected to call in a timely manner if they are ill or cannot attend due to a family emergency or other pressing matter.

· Long hair must be neatly styled, preferably pulled back

· No large earrings, large bracelets, large necklaces or large rings

· No perfume or cologne, chewing gum or smoking

· The dress is business casual. Some examples of this would be trousers and a button down or neat polo shirt for the men and slacks or skirts with a blouse or polo shirt for the women. No jeans, tank tops, t-shirts, shirts with writing, shorts, open toe shoes, sandals or flip-flops
I have read the above rules and regulations and understand I must agree to adhere to them if I am to be considered for participation in the “Medical Explorations’ program. 

________________________


______________________
Applicant Name(Printed)



Applicant Signature

Parent/Guardian*
I hereby give my permission for _______________________ (student name) to participate in the “Medical Explorations” program offered by UT Medical Center. I understand that he/she will be in contact with patients and situations in the hospital environment, which may expose him/her to contagious diseases.  

________________________


______________________
Parent or Guardian (printed)


Parent or Guardian Signature

Relation to Student:__________________________________________

Address:_____________________________________________________

Home Phone: ____________________________Work Phone:________________________

Cell Phone:____________________E-mail:_______________________________

*if you are under 18 your parents must sign and complete this form.  If you are over 18, please provide your parent’s contact information.  
Please mail application materials to

Mitchell H. Goldman, M.D.

Attn:  Brittany Nauta
1924 Alcoa Highway, Box U-11

Knoxville, TN  37920

