M4 Elective/IDS Course Template
Course# & Course Title
Course Director:

FACULTY NAME
 


Course Contact:


COURSE CONTACT NAME 

Address:


C/O DEPARTMENT NAME, ADDRESS 

Telephone:


_________________



Fax: _______________
Students/Block:


Minimum 1, Maximum 1
Duration:


___ weeks
Report To:


ADDRESS AND TIME TO REPORT ON DAY ONE
Dates Offered:


SPECIFY DATES OR ROTATION BLOCKS
Overall Course

Goal:
__________________________________________________________ 

Educational Objectives:

Required Course 
Readings:  

The following materials will be used; assignments will be as individualized
Describe the course activities:

· Lectures, clinics, conferences to be attended?

· In what location will students be observed on this elective?

· How will students receive mid-course, formative feedback on their performance?

· Oral presentation, written assignments required?

· Research requirement?

Describe on call requirements, if applicable (including specific duty hours):
Describe how student performance will be assessed and how the course grade will be determined:
Please provide any other pertinent information below:

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

Certification Statement:
I certify that this course will be directed by the identified Course Director, who is a member of the faculty of the Brody School of Medicine or has otherwise been approved to direct this activity.  I also certify that the Department or site will provide the needed resources to conduct this during the rotation blocks shown.
________________________________



___________________

Course Director or Preceptor/BSOM



Date Signed

________________________________



___________________

Course Director or Preceptor/SITE




Date Signed

________________________________



___________________

Year Curriculum Committee Chair




Date Signed

________________________________



___________________

Department Chair OR





Date Signed
Associate Dean, Medical Education
This course will meet the following requirement (check all that apply):



Primary Care ________
Ambulatory ________
Elective ________

Approved Executive Curriculum Committee

October 12, 2006
STUDENTS:  all of the signatures below may or may not be required, depending on the nature of the elective experience & where it will take place.  Student Affairs staff members will advise you in this regard.








