
PENNSYLVANIA STATE UNIVERSITY 
COLLEGE OF MEDICINE 

 
 

STUDENT PROFILE 
Fourth-Year Primary Care Electives 

PCMED 741, 742, 743, 744, 745, 746 
 

Please complete this questionnaire and return it to the course coordinator (Room C1613).  This 
gathers introductory information about yourself and will be sent to your preceptor before you begin 
your elective. 
 

Name:  Last                                First                  MI     
 
Current Address:           

                                           
 
Current phone #:        PSU Email Address:     
Home phone #:        Student Mailbox #:     
Gender:  __Female  __Male        Marital Status:  ___Single   ___Married 
 
CLASS OF: _________ UNDERGRADUATE EDUCATION: 

 
    Name of School:                                       Degree:  ______                  
 
LIST ANY SPECIFIC AREAS THAT YOU WOULD LIKE TO EXPLORE OR DISCUSS WITH YOUR 
PRECEPTOR DURING YOUR ELECTIVE EXPERIENCE (Adolescent Medicine, Sports Medicine, 
Geriatrics, Ob/Gyn, etc.).   
 
 
 
                                                                                                                                                              
 
WHAT CLINICAL EDUCATIONAL EXPERIENCES HAVE YOU HAD BEFORE BEGINNING THIS 
ELECTIVE?                                                                
 
                                                                                                                  
 
                                             
                                                                                                                                                            
                                                                                                                                                            
LIST/DESCRIBE ANYTHING IN YOUR PREVIOUS WORK EXPERIENCE, FAMILY LIFE, 
PERSONAL LIFE, HOBBIES, SPECIAL INTERESTS, ETC. THAT YOU WOULD LIKE TO SHARE 
AND FEEL IS IMPORTANT FOR THIS ROTATION.                                                                                                                                
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