Electives/Sub-Internships


Course Title:     
Course Number:     
Prerequisite:     
Department:     
Department URL:      
Type: FORMDROPDOWN 

Faculty:     
Location:     
Duration: FORMDROPDOWN 

Credits:     
When Offered:     
Visiting Students: FORMDROPDOWN 

Contact Information

Coordinator:     
Coordinator E-mail:     
Coordinator Phone:     
Course Description:      
Objectives & Goals:     
Instruction:     
Evaluation:     
Special Notes:     
     
APPROVAL

Directions: Please print form and have Department Chair and Sponsor sign. ( Clinical Education will submit to Eric Shirley for signature)
__________________              ________________________                  ____________
Department Chair                                Signature                                                  Date         

 (Please print)

__________________               ________________________                  ____________
Elective Sponsor                                Signature                                                  Date         

(Please print)

Eric A Shirley                           ________________________                  ____________
Assistant Dean for Medical Education                     Signature                           Date         

Return signed copy to:
Office of Clinical Education 

HB 7015

Please send electronic copy to: Clinical.Education@dartmouth.edu
