'~ | College of Osteopathic Medicine
Michigan State University

CLINICAL ENRICHMENT EXPERIENCE FORM

Return completed form to COM.Clerkship@msu.edu PRIOR to the start of experience

Part I: Student Information (to be completed by the student):

Student Name (First & Last Name): Class Year:

Scheduled Rotation Information (primary priority):

Rotation Dates: Service: Location:

Enrichment Experience Information:

Dates: Service: Location:

By my signature below, | acknowledge that my first priority is the requirements of my scheduled rotation. Additionally, |
understand that if | do not complete this form and submit it with all required approvals prior to the enrichment
experience, | will not have medical liability coverage during the experience and may not be allowed to complete future
clinical enrichment experiences. | understand that| cannot participate in clinical enrichment experiences if | have already
worked 80 hours a week.

Student Signature: Date: Phone Number:

Part II: Required Rotation Approval (skip to part lll if on vacation time):

By my signature, | acknowledge and grant permission for the above noted student to participate during off duty times in
the requested educational enrichment opportunity. | further acknowledge that participation in this enrichment will not
interfere with commitments of the required rotation and the student will not exceed 80 hours between their scheduled
rotation and the clinical enrichment experience.

Director of Medical Education/Graduate Medical Education Coordinator

Printed Name: Signature: Date:

Supervising Attending

Printed Name: Signature: Date:

*All signatures (DME/GME Coordinator AND Supervising Attending) required for participation*

Part lll: Enrichment Experience Approval

By my signature, it is my understanding that participation in this educational enrichment opportunity will take place
during off duty time when the above noted student is not committed to requirements of a required rotation. | further
understand that without approvals prior to participation, the above noted student will not be covered by medical liability
insurance. | understand that the student cannot participate in the clinical enrichment experience if they have already
worked 80 hours.

Director of Medical Education/Graduate Medical Education Coordinator

Printed Name: Signature: Date:

Supervising Attending

Printed Name: Signature: Date:

*All signatures (DME/GME Coordinator AND Supervising Attending) required for participation*

Part IV: MSUCOM Clerkship Education Approval:

MSUCOM Official Signatory

Printed Name: Signature: Date:

Please confirm the experience does not take place in Missouri or Nebraska: ™

To view MSUCOM'’s Clinical Enrichment Policy,
please scan the QR Code

Last updated: 2/26/2025
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