	Sioux Falls Family Medicine Residnency
Student Elective Application

	Applicant Information

	Name:
	Phone:

	Current Mailing Address:

	City:
	State:
	ZIP Code:

	Email Address:

	Educational Information

	Undergraduate School: 

	Medical School:

	Mailing Address:

	City:
	State:
	ZIP Code:

	Expected Date of Graduation:

	

	Does your school require the completion of its own evaluation for this elective?  If so, please fax a copy to (605) 335-1006 along with this application.

	Elective Information

	Elective Requested:

· Family Medicine Inpatient Team

· Geriatrics

· Ambulatory Family Medicine

        Any specific area of focus? _______________________
	Planned dates:



	Why are you interested in completing a Family Medicine Elective in Sioux Falls:


	What is your primary residency interest?



	We will need proof of your medical school’s professional liability coverage as well as documentation of HIPAA training and required immunizations .



	Signature

	Signature of applicant:
	Date:


Please return by email to jo.erickson@usd.edu  or fax to (605) 335-1006.

