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Date 

/n\lllUIWll 

Cnord11wror Faculty l'(X' 

I request to PARTICIPATE in the following: 

I request to CANCEL the fo llowing: 

Department of:  

Adv. clin ical rotation/Sub- Internship:  

USUHS Course No:  

Requested Dates: 

Block(s): 

S111tle111 's NAAIE (I.a.it name, l·irst name) S111tle111 '.• ADDllliSS 

St11de111 's S/GNATUR/i S111de111 '.< li-AIAIJ. 

GRAD YEAR SliR I 'JCIi St11tle111 '.< PHON/i 

**************************************************** 

DO NO T W RITE BE LOW THIS LINE I DO N OT DETACH 
****************************************************  

The following information is to be completed by the coordinator/faculty POC:  

This confirms _____ _________ has [ ] scheduled to participate in I [ ] cancelled the 

---------------- Advance clinical rotation I Sub-Internship during the time frame of 

Signature (Coordinator/Faculty POC) Date 

Phone & FAX number I E-mai l 

Please return this fo rm to the O ffice of the Registra r, A TIN: M rs. Xochilth Torres, 430 I J ones Bridge Road, 

Bethesda, M D 20814-4799. Office: (30 I) 295-3448 I Fax: (30 I) 295-3545 I E-ma il: xochilth.torres@usuhs.edu 
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Learning to Care for Those in Harm's Way 


