Salisbury University Health Professions Advising Program
Application for Medical Shadowing

Introduction:

Students who plan medical careers are strongly urged to shadow professionals in their chosen field of study. While Salisbury University is in contact with alumni and local professionals who can offer shadowing experiences, there are not enough professionals to provide these opportunities to all students who desire them.  Therefore, Salisbury University will only provide contact information to students who meet the appropriate criteria.  This application was developed to insure that students are treated equably. Decisions by health providers to accept students are external to the university and even students who meet all criteria cannot be guaranteed a placement.
 
All students can arrange any experience they want on their own, and they are encouraged to do so. In order to be considered by the SU HPAP, students must first demonstrate their own initiative by volunteering/working in a health care setting or conducting health-related research.  A meaningful number of hours should be accrued prior to submitting this application which will be accepted no earlier than the spring of the sophomore year. Matches between students and professionals will be made on a composite basis of GPA, intended area of study, prior volunteer/work/research experience and time remaining until graduation.

This application is due by March 15 for fall experiences and by October 15 for spring experiences.

Application:
	Class standing

	

	Number of earned credits
	

	Current GPA

	

	Intended post-baccalaureate study (Be specific. 
Example: MD vs. DO)
	

	Intended semester of graduation
	

	Intended date of application to post- baccalaureate study
	

	Research projects completed or in process, if applicable.  Describe the project and list faculty mentor(s).
	




	Volunteer experiences
	

	
	Describe the experience.


	

	
	Estimate the total hours spent.
	

	
	List a reference person and phone number.
	

	Health-related work experiences
	

	
	Describe the experience.


	

	
	Estimate the total hours spent.
	

	
	List a reference person and phone number.
	

	Please indicate days/times/
Semesters you prefer to shadow
	



I understand that by signing my name below I attest that 
1. The above information is truthful and accurate.
2. I am giving permission for the Health Professions Advising Program to contact my references. 
3. I am in good health and my immunizations are up-to-date. 
4. I understand that I could do serious harm to myself or others if I participate in a health care shadowing opportunity if I am not in good health. 
5. I understand my responsibility to attend hours scheduled for me unless I am ill, in which case I will notify the health care site promptly.
6. I may encounter confidential medical information as part of this experience and I have a legal and moral obligation to keep the information confidential.
_________________________________ 	_________________________________	________________
Printed Name					Signature					Date
