
DEPARTMENT OF GRADUATE MEDICAL EDUCATION
St. John's Mercy Medical Center

615 South New Balls Road
St. Louis, MO  63141

APPLICATION FORM FOR ELECTIVES / EXTERNSHIPS*

Personal Data
Name: _________________________________________________________________________
                                      LAST                                                                          FIRST                                       MIDDLE

Present Address: __________________________________________________________________
_______________________________________________________________________________

Phone Number: __________________________________ Male ___________ Female ________

Social Security Number ____________________________ Single ___________ Married ________

Birth date ______________________________________

City & State of Birth __________________________________

Citizenship ________________________________________

Parent's Name ___________________________________________________________________

Parent's Address: _________________________________________________________________

Parent's Phone Number _______________________________

Education Data

University or College _______________________________________________________________

Dates Attended _________________________ Degree Awarded ____________________________

Medical School ___________________________________________________________________

Date Entered ___________________________ Current Level of Training ______________________

Health Data

Immunization Status:

Have you had Diphtheria - Tetanus Booster within the past ten (10) years?1.  

Have you had the Hepatitis B Vaccine series recommended by your Medical School?2.  

Yes          No
Circle One

Yes          No
Circle One

___________________________________________
                   Signature of Applicant                   

___________________________________________
Date                                    

*MUST BE FILED AT LEAST 8 WEEKS IN ADVANCE

St. John's Mercy Mercy Medical Center - OBGYN Residency Program
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Dates of Elective / Externship Period Requested ( No more than 2 electives - 4 to 6 weeks - per calendar year are
allowed per student): _______________________________________________________

Service Requested and Dates: Anesthesiology ______________ OB / GYN ______________

Burn Unit __________________ Pathology _______________
Cardiology _________________ Pediatrics _______________
Critical Care ________________ Psychiatry _______________

Emergency Medicine _________ Radiology _______________

Family Practice ______________ Surgery _________________

Internal Medicine ____________ Other __________________

Is This Externship For Credit? YES ____    NO ____

Preceptor's Name and Signature ______________________________________________________

 

Forward To:

 

Kay Edwards, Education Coordinator
St. John's Mercy Medical Center
Suite 2009 - B
621 S. New Ballas Rd
St. Louis, MO  63141
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