RESIDENT REQUEST FOR AWAY ELECTIVE ROTATION

	Date of Request:
	

	RESIDENT NAME:
	

	Date of Rotation:
	

	Name of Rotation:
	

	Affiliation Institution Name:
	

	Affiliate Institution Address:
	

	
	

	Affiliate CEO Name:
	

	Affiliate Program Director Name:
	

	Address where Resident will provide patient care:
	

	
	

	Affiliate Coordinator’s Name:
	

	Telephone #: 
	

	Fax #:
	

	Email Address:
	

	Chief Resident Approval:
	


	Program Director Approval:
	

	Program Director’s explanation for the request for away elective:
	

	DIO Approval:


	


