College of Medicine and Life Sciences MD Program

PRECLINICAL ELECTIVE REQUEST FORM

‘ ‘ ‘ ‘ ‘ ‘ ‘ 10 = Spring Please indicate which year in the program you are enrolled:
30 = Summer .
Year Term 40 = Fall ...Year 1 Medical Student

...Year 2 Medical Student

Rocket ID: R Phone:

Student Name:

Last Name, First MI

Student Email: @rockets.utoledo.edu

Student Instructions
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Further information on preclinical electives in the College of Medicine and Life Sciences MD Program can be found at:

Requested Preclinical Elective

Subject Code ‘ Course Numbel{ Course Title
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All the requirements have been completed for the above elective, and | am requesting that this preclinical elective be

recorded on my academic record.

Date:

Student Signature
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Date:

Director/Coordinator Signature

Department
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