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CENTER FOR HAITIAN STUDIES, HEALTH

& HUMAN SERVICES / GMHETC

Clinical Rotation

Required Documentation

· Demographic Form 1 
· Demographic Form 2

· Immunization Form
· Drug Screening (no more than a year)

· Police/Criminal Background (original Hometown Certifiicate)

· Physical Examination (no more than a year)

Student will not be admitted to rotation without all the required documentation, there is no exception to this rule.

CENTER FOR HAITIAN STUDIES, HEALTH

& HUMAN SERVICES / GMHETC
DEMOGRAPHIC FORM 1
The Center for Haitian Studies, Health and Human Services/GMHETC is dedicated to expanding the educational experience of student health professionals by supporting clinical settings that serve the medically underserved populations and areas of Miami Dade County. In order to continue to provide preceptorship, CHS/GMHETC needs information about each student who participates in CHS/GMHETC training activities. This information will be kept confidential and will only be used, in aggregated form, to meet state and federal reporting requirements and to improve student training experiences.
Please complete the form below and return it to CHS/GMHETC’s staff as directed. 
PLEASE PRINT
Last Name




First Name



Middle Initial

Street Address



City   


State


Zip Code

____________________                    _______________              __________________

Phone Number                                    Gender                                Race/Ethnicity
___________________

Date of Birth:

___________________                 ____________________         __________________

Social Security                               e-mail address                         Anticipated

                                                                                                       Graduation  Date

_______________________________                    _____________________________

Date Rotation at Site Begins(Mo/Day/Yr)            Date Rotation at Site Ends (Mo/Day/Yr)

Thank you for your assistance!

CENTER FOR HAITIAN STUDIES, HEALTH 

& HUMAN SERVICES / GMHETC

DEMOGRAPHIC FORM 2
The Center for Haitian Studies, Health and Human Services/GMHETC is dedicated to expanding the educational experiences of student health professionals by bringing students into community health clinics and other settings serving medically underserved residents of Miami Dade County. Through these experiences students learn first-hand about primary health care medicine.

CHS/GMHETC program provides you with training in community health during your doctoral experience in Miami at CHS/GMHETC and/or its affiliated sites. We are required to report information on our students’ participation to the board of CHS/GMHETC. We need you to complete this form in its   entirety.

CHS/GMHETC uses the data collected exclusively for review in aggregated form and not for sale for other use made by outside parties. Several levels of security mechanisms are in place to insure that individual data are maintained confidentially and are not available to anyone other than the limited authorized CHS/GMHETC staff.
Thank you for your cooperation!
Last Name



First Name




MI

UM/GMHETC ID #                  Gender              Ethnicity                             DOB

PERIOD OF TRAINIG FROM (MONTH/DATE/YR) TO (MONTH/DATE/YR)

Anticipating Graduation Date*                     Name of Medical School currently attending
Please circle year/level--- 1  2  3  4
CENTER FOR HAITIAN STUDIES, HEALTH 

& HUMAN SERVICES / GMHETC

Certificate of Immunization Compliance

(Required for Clerkship Rotation)

Student Name: _____________________________________________________________

Student Address:____________________________________________________________
City, State, Zip:_____________________________________________________________

Student DOB:______________________________________________________________

Student SS #:_______________________________________________________________

Student Phone:______________________________________________________________

Student Insurance Co. Name:___________________________________________________

Student Policy #:_____________________________________________________________

Immunization Dates:

	
	1st
	2nd
	3rd

	Hepatitis A
	
	
	

	Hepatitis B
	
	
	

	MMR
	
	
	

	TB (PPD)
	Result
	ppd to be done 3 months prior to clerkship
	


Important Documents needed: 9Attach documents to this form)

Police / Criminal background (original hometown)

Physical Exam (no more than a year)

Drug Screen 9no more than a year)

*You can obtain screening at the following location 

Quest Diagnostic Center                              Phone # : 305-438-0258

3415 NE 2nd Ave. ( suite 100)

    Mon-Fri : 8am-6pm

Miami, FL

Medical Privider :

Print Name :__________________________________   Stamp:_________________

Signature :___________________________________   Date:____________________

CENTER FOR HAITIAN STUDIES, HEALTH 

& HUMAN SERVICES / GMHETC

CLINICAL ROTATION TRAINING LOG
Student Name: _____________________________  Site: _____________________________

List of cases encountered during clinical clerkship rotation

	Patient’s Age 7 Sex
	Chief Complaint
	Treatment / Work-up

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Preceptor Name:_____________________________________________ 
Preceptor’s Signature:_________________________________________

Date:_______________________________________________________

Please fill out this form and return to the office of The Center for Haitian Studies, Health and Human Services/GMHETC, 8260 N.E. 2nd Avenue, Miami, FL 33138 at the end of the rotation

CENTER FOR HAITIAN STUDIES, HEALTH 

& HUMAN SERVICES / GMHETC

ROTATION PRECEPTOR EVALUATION

(To be completed by student)

ROTATION: _______________________________
DATE: ______________    


DURATION:  _________________________   to   ____________________________
STUDENT LAST NAME                        
FIRST NAME

	
	


PRECEPTOR NAME                        

	


Please respond by inserting a number in the space before each statement, using the following codes:

	5 strongly Agree
	4 Agree
	3 undecided
	2 Disagree
	1 Strongly Disagree


My Preceptor:

__ a. Integrated me into the practice well with appropriate explanation  and instructions.

__ b. Supervised my performance appropriately but delegated responsibility in keeping
 with my level of skills.

__ c. There was a good balance between my participation and observation.
__ d. Provided constructive critique at appropriate times and circumstances.

__ e. Was available when needed and seemed genuinely interested in teaching.

__ f. Seemed to have a good relationship with personnel and other physicians.

__ g. Demonstrated cultural competence in providing patient care.

__ H. Overall was a good role model.
YOUR COMMENTS ARE IMPORTANT INPUTS TOWARDS THE SUCCESS OF THIS TRAINING PROGRAM. (Please use reverse side as needed)
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