KENT HOSPITAL

Department of Internal Medicine

Internal Medicine Clinical Rotation Request

Name:    
Address:                                                                         

Telephone:  (      ) __________________

Email: ____________________________
Medical School: ______________________________

Anticipated date of graduation: __________________
Rotation dates requested: 

       Start date:    1st choice: _____________       2nd choice: ____________
       Finish date:   1st choice: _____________      2nd choice: ____________
Reason for Kent IM rotation requested: _____________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________

COMLEX Step 1 score(s): ______________________*

 * if taken more than once, please indicate ALL scores
Please fax or email completed form to the attention of:

Ms. Rebecca Gaumitz
Graduate Medical Education Office

Kent Hospital

455 Toll Gate Road, Warwick, RI 02886

Fax: (401) 736-1975

rgaumitz@kentri.org
