2010
Application for Clinical Affiliation

Providence Alaska Medical Center

Student’s Name:                      ____________________________________

Permanent Address: 

____________________________________





____________________________________





____________________________________

____________________________________

Current Address:

____________________________________

(If different from above)
____________________________________





____________________________________





____________________________________

Name of School:

____________________________________

Type of Affiliation:

Acute _____
Rehab_____ Pediatrics _____




Outpatient Ortho_____ Outpatient Neuro______
Clinical Dates:




1st Choice:


____________________________________

2nd Choice


____________________________________

Previous Clinical Rotations
____________________________________

(setting & length of rotation)
____________________________________





____________________________________

Briefly tell us why you would like a student affiliation at Providence Alaska Medical Center.

