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Name:_____________________________________________________________________
	Academic Information

School: ____________________________________________________________________________

Area of Study: _____________________________________________________________________

Clinical Rotation Requirements on file (@ HM AHEC):        Yes         No




	Contact Information

Current Address: __________________________________________________________________

City: __________________________________  State: ____________  Zip: ___________________

Permanent Address (if different from above):________________________________________

City: __________________________________  State: ____________  Zip: ___________________

Phone: ____________________________________  Cell: __________________________________

Email (required): ___________________________________________________________________




	Rotation Information

Discipline: _________________________________________________________________________  

Rotation Dates: _____________ to ________________  

Rotation Duration Requirement: _____days/wk. ______ hrs./day  ______Total Hours 

Preceptor Requested: ______________________________________________________________

Site (Clinic) Requested: ____________________________________________________________




	Please mail, fax or email completed form to: 

Hudson Mohawk AHEC  ●  9 Carey Road
Queensbury, NY 12804
Phone:  518.480.AHEC (2432)  ●  Fax:  518.793.5356

Email:  apalmer@gohealthcareer.org




HMAHEC SHARED WORK FOLDERS/PROGRAMS-WORKFORCE INITIATIVES/CLINICAL TRANING PROGRAMS/PRECEPTING/ HM AHEC Clinical Rotation Request Form doc.


