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University of Kentucky College of Medicine 
Application for Visiting Student Elective 

 
TO COMPLETE THE APPLICATION 

1. Fill in name, current mailing address, social security number, phone, email, current medical school, expected 
date of graduation and sign application. Please print clearly.

2. Under Clerkship request, list the course number and title of the elective(s) you prefer. Please list minimum of 
(2) alternatives, in case your preferred course is not available.  Please list alternate dates as well to increase 
the probability of meeting your request.  

3. Have the Dean or authorized official from your medical school complete the remaining section regarding your 
insurance coverage, academic standing, immunizations, etc., sign and place school seal on the document. 

4. Send completed application along with a non-refundable $50.00 application fee made payable to University of 
Kentucky to: Renee Seidel, University of Kentucky College of Medicine, Office of the Dean, 138 Leader Ave.,
Lexington, Kentucky 40506-9983. Phone: (859) 323-5261, email: renee.seidel@uky.edu 

5. Completed applications are due at least six to eight weeks prior to the start of the elective. 

6. Applications will be processed beginning May 1st for the following academic year. Normally the process will 
take at least three to four weeks to complete. 

7.  Your school must be accredited by the United States Liaison Committee on Medical Education (LCME) or the 
American Osteopathic Association. 

 
 Name ________________________________________________________________________________ 

              (Last)                                                                (First)                                                      (Middle In.)
   
__________________________________________________________________ ___________________ 
  Address                                                                                                                                  Apt. #                                  
 
 ______________________________________________ __________________  ___________________               
   City                                                                                                State                              Zip 
 
 
_______________________(____)__________________   ________________________________________ 
  S.S. #                                  Phone                                             Email  
 
 
Current Medical School __________________________________________________________________  
 
                         
Date of Birth____________ Expected Date of Graduation_________________________ Date_________                                            
 
Is your home school accredited by the accredited by the United States Liaison Committee on Medical 
Education (LCME) or the American Osteopathic Association (AOA)?   Yes  No  
 
 
 
Student Signature_______________________________________________________________________ 
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University of Kentucky College of Medicine 

Application for Visiting Student Elective 
 
 
Student Name___________________________________________________________________________________ 
                            Last name                                                    First Name                                                         Middle IN.                            
CLERKSHIP REQUEST     
List course number and title of the elective course you prefer. List alternate courses and dates. A list of courses is on 
the web site. 
 
 

 
Course Number 

 
                           Course Title 

 
   Date  
   Begin 

 
      Date  
      End 

 
1) Preferred  

    

 
2) Preferred 

    

 
3) Preferred  

    

 
1) Alternate  

    

 
2) Alternate  

    

 
3) Alternate 

    

Must be completed by the or Authorized official of the student’s medical school  
 1) Is the school accredited by the United States Liaison Committee on Medical Education
(LCME) or the American Osteopathic Association? 

Yes No  

 
2) Is the student in good academic standing at your institution? 

  

 
3)  Is the student officially enrolled at your institution and in his/her 4th year of medical school at the time of 
the clerkship?  

  

 
4) Will the student have completed your required clinical training in the area(s) relevant to the requested 
elective prior to beginning study at the University of Kentucky? 

  

 
5) Will the student’s personal health insurance coverage be in effect while studying at University of 
Kentucky? 

  

 
6) Will the student’s professional liability insurance be in effect while studying at University of Kentucky? 

  

 
7) Is he/she approved to take this course for credit? 

  

 
8) Has the student completed training in HIPAA regulations? 

  

 
9) Has student has been instructed in safety measures and infection control precautions? 

  

 
10) Please verify  immunization :        Measles: Y /N,   Mumps Y /N,  Rubella: Y/ N,    Varicella: Y/ N,     Hepatitis B: Y/ N,   
Tuberculosis: Date                            results  
 

Signature of the Dean or Authorized official ________________________________________________ (School Seal)      
                                           

Name of Dean or Authorized official________________________________________________________________ 

      

School Address________________________________________________________________________________  

  

City__________________________________                    State_______________             Z i p _____________________                           D a t e________________                                          



Updated10/11/07 3

 

   Email_______________________________________________  

 

Fax_______________________________________________ Phone_______________________________                                

 
 
 
 

 
 

 

Univesity of Kentucky College of Medicine 
Application for Visiting Student Elective 

 
 
 
 
Student Name __________________________________________________________________________________ 
                          Last name                                              First Name                                                              Middle IN. 
 
 
 
              
                                                                                                                                                      
 

 
 TO BE COMPLETED BY THE UNIVERSITY OF KENTUCKY COLLEGE OF MEDICINE  

 

Approved _________________________ Denied _____________________ 

 

Approved/Denied by: ____________________________________________________________________________ 
                          (Signature) 
 
 
Approved/Denied by; ____________________________________________________________Date_____________                 
                                                              (Print) 
 
 
 If approved, please complete the following information: 
 
 
Course# ___________________ Course Title ___________________________________________________ 
 

Dates of attendance________________________________________________________________________ 

 

Departmental Contact_______________________________________________________________________  

 

Phone____________________________________ Email __________________________________________  
 

Please return to: Renee Seidel,
University of Kentucky College of Medicine
Office of Medical Education 
MN 104 UKMC, 800 Rose Street
Lexington, KY 40536-0298
 
 

email : renee.seidel @uky.edu  
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