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STUDENT APPLICATION FOR ADMISSION 

(For elective rotation, clerkship, observership, or shadowing)

Directions:  
Thank you for your interest in pursuing a student rotation at The Children’s Mercy Hospital (CMH).  This application must be filled out in its entirety.  Our office must receive applications at least 4 weeks prior to rotation start.
APPLICANT INFORMATION




Have you rotated at CMH before?    Y     N
Last Name ________________________________       First Name _____________________________         MI ____

Social Security No. _________ - ________ - __________        Birth Date  ______ / _______ / ____________ 







                              mo     /   day       /       year
Phone _______ - _________ - ____________
Email _____________________________________________________

Address:  ________________________________________________City______________________ State________ 

Zip_____________  Phone (______) __________ -  ___________   
Currently enrolled at ______________________________________ as a _________________________ year student
List of Requested Rotations in order of choice:

______________________________        ______________________
______________
________________
Rotation title                                               Physician Name  

Period Begins

Period Ends
______________________________       _______________________
______________
________________
Rotation title                                              Physician Name   

Period Begins

Period Ends
______________________________        ______________________
______________
________________
Rotation title                                               Physician Name  

Period Begins

Period Ends
SCHOOL INFORMATION (to be completed by Applicant’s School Dean or Designee)
The student is in good academic standing.






⁪ Yes
⁪ No 
⁪ N/A
School is LCME Accredited.








⁪ Yes
⁪ No
⁪ N/A
A criminal background check has been completed for the medical student applying for rotation.
⁪ Yes
⁪ No
⁪ N/A
Malpractice Insurance will cover the student during this rotation period.



⁪ Yes
⁪ No
⁪ N/A
Personal health insurance is in effect while student is away from school.



⁪ Yes
⁪ No
⁪ N/A
The student has completed HIPAA training.






⁪ Yes
⁪ No
⁪ N/A
An evaluation report is required upon completion.





⁪ Yes
⁪ No
⁪ N/A
Student is approved to take this rotation and will receive credit.




⁪ Yes
⁪ No
⁪ N/A
A clinical evaluation will be required. (Please attach form if evaluation is requested.)

⁪ Yes
⁪ No
⁪ N/A
The student will have completed the following prior to the start of the requested rotation (indicate completion date). 

Medicine ___ / ____ / _____; OB/GYN ___ / ____ / _____; Surgery ____ / _____ / _____; Pediatrics ___ / ____ / _____; and Psychiatry ___ / ____ / _____, or ⁪ N/A.
Dean or Designee:     ______________________________    Title:             ______________________________  
THE CHILDREN’S MERCY HOSPITAL 
STUDENT IMMUNIZATION/HEALTH VERIFICATION FORM 
All students must have completed the following required immunizations prior to applying for a Student rotation. This form must be completed by your campus student health center or your physician.   
Student Name: _____________________  ____________________  ____   Gender (circle): F  M
                         Last Name                          First Name

      MI

Check box to indicate item completed :( DO NOT SEND IMMUNIZATION RECORDS.)
TUBERCULIN/PPD TEST: 


􀂉 Negative TB/PPD test within the past 12 month period. OR 

Date: ___________ 

􀂉 Converters: Negative Chest X-ray, INH (isoniazid) x 6 months. 
Date: ___________ 

TETANUS/DIPHTHERIA: 
􀂉 Primary series with TDAP AND 




Date: ___________ 

􀂉 TD booster within the last 10 years 




Date: ___________ 

MEASLES: 
􀂉 2 positve serologies OR 





Date:___________ 

􀂉 2 doses of vaccine after 1968 





Date:___________ 

MUMPS: 
􀂉 One Immunization OR 





Date:___________ 

􀂉 History of Physician diagnosed-disease 



Date: __________ 

RUBELLA (GERMAN MEASLES) 
􀂉 One Immunization OR 





Date:___________ 

􀂉 Positive antibody titer 





Date:___________ 

HEPATITIS B: 
􀂉 Series of 3 inoculations and follow-up titer 



Date:___________ 

Date:___________ 

Date:___________ 

VARICELLA: 
􀂉 Definite History of Chicken Pox or 




Date:___________ 

􀂉 Positive Varicella antibody or 





Date:___________ 

􀂉 2 Doses of Vaccine at lease after age 13 years 



Date:___________ 

I verify that the above student is in compliance with the School’s immunization and health requirements as described above. 

 ___________________________________________                              
SIGNATURE OF AUTHORIZED OFFICIAL 







