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Date Submitted:

Name of Student

. Titie of Pr'JDosed Elective

Coordinator

Location

Objective(s)

Planned Resources (Books, Internet, etc.)

Student iD .

De partment/Su bspecialty

Proposed Month(s)

- STUDY PL.6..N-

(~:12SS of

Evaluation Methods (Written/oral exam, paper, cfinical, etc.)

STUDENT SIGNATURE:

GOORDINATOR'S SIGNATURE:

DATE:

DATE:

I agree to supervise this medical student tor this independent study course to assist him/her in reaching the stated
objectives using the plan, resour.ces and evaluation methods as described above.
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Documentation from coordinator RECEIVED 0 YES. 0 NO

Approved }\ssistant Dean for Clinical Education DATE:

Please return this for-mto Mrs.JaE-:>ta Jones, Supervisor, Office of Records and Registration,
WSU Scilool of Medicine, Room 1272 Scott Hall, 540 E2st Canfield, Detroit, MI 43201 . Fax Number: (313) 577·3434


