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Visiting Student Registration Form for UT Southwestern Electives

TO BE COMPLETED BY VISITING STUDENT:
1.  Name: ____________________________________________________ 2.  SSN:_____________________

3.  Mailing Address: ____________________________________________________ 4.  Gender: M F

____________________________________________________ 5.  Date of Birth _____/_____/________

6.  Email Address: ____________________________________________________

7.  Phone number: _________________________ 8.  Local/Cell Phone Number: ________________________

9.  Home Med. School: ______________________________________________ 10.  Year MD expected: ________

11.  Emergency Contact: _______________________________________ 12.  Phone: ________________________

13.  US citizen?    Yes No (if No, provide applicable information in 13.a. - 13.e. below.)

a. Do you hold permanent residence status for the US? Yes No

b. Date permanent resident card issued: ___/___/___ c. Number: ________________________

d. What visa type do you hold? ___________________ e. Number: ________________________

14. Requested Elective(s) Course Number Requested Date(s)

Example Clinical Cardiology – PMH IMED 0506 6/30/03-7/25/03

a.

b.

c.

TO BE COMPLETED BY VISITING STUDENT’S STUDENT AFFAIRS OFFICE
Yes No

15.  This student listed above is in good standing at the school listed above.
16.  This student has my approval for the electives listed above.
17.  This student will be covered by malpractice while taking this elective. (amount: _________single/_________aggreg.)
18.  This student will be covered by health insurance while taking this elective.
19.  This student has been trained in safety and precautions for infection control.
20.  This student has received all vaccinations and other preventive measures required by UT Southwestern.
21.  This student is scheduled to have completed the following clerkships prior to the above elective:
Clerkship Yes No Clerkship Yes No
Internal Medicine Surgery
Obstetrics and Gynecology Pediatrics
Psychiatry Family Medicine

________________________________________________ ____________
Signature of Authorized Official Date
________________________________________________
Printed Name and Title of Authorized Official

22.  TO BE COMPLETED BY UT SOUTHWESTERN DEPARTMENT:
Approved Elective(s) Course Number Approved Date(s)

a.

b.

c.

________________________________________________ ____________
Signature of UT Southwestern Department Official Date
________________________________________________
Printed Name and Title of UT Southwestern Dept. Official


