TEMPLE UNIVERSITY SCHOOL OF PODIATRIC MEDICINE
FOURTH YEAR CLINICAL ROTATION SUMMARY SHEET

Student Name:






     Rotation Month: _________________________




(PLEASE PRINT)

Program Name:  _______________________________________________________________________________________

(Use clinical encounter sheets  to answer Items 1 - 9)

1.  Total Number of Patients:

Clinic:






In-House:






Private Practice:





Other:






2. Number of Hands-on Patient 

Contacts:  






3.    Number of Patients Managed:  



4.   Ages of Patients:

0-17







18-59






>60







5. Number of Patient Contacts with:

Forefoot Surgery




Rearfoot/Ankle Surgery




Orthopedics/Biomechanics




        Trauma





        Podiatric Medicine




        Practice Management




        Internal Medicine




        Neurology





        Musculoskeletal




        Dermatology




        Imaging





       Vascular





        Diabetes





        Infectious Diseases




        Other





6.     Number of H & Ps Performed:


        Full



______

        Lower Extremity


______

7.     Number of Scrub and Assists:
______

        Forefoot Surgery


______

        Rearfoot/Ankle Surgery

______

8.     Number of Practice Management Procedures Performed:





       Charting 



______

       Billing/Coding 


______

       Correspondence 


______

       OR Notes 



______

       Total



______

9.    Participation in Academic Activities (number)

Lecture/Presentation 


______

Journal Club 


______

Grand Rounds/Conferences 

______

Academic Paper 


______

Testing/Quizzing 


______

11.    Academic Activities (attended)

Lecture/Presentation 


______

Journal Club 


______

Grand Rounds/Conferences 

______

12.  Number of Patients Managed with (estimate):


 Forefoot Surgery




 Rearfoot/Ankle Surgery




 Orthopedics/Biomechanics




         Trauma





         Podiatric Medicine




         Practice Management



         Internal Medicine




         Neurology





         Musculoskeletal




         Dermatology




         Imaging





        Vascular





         Diabetes





         Infectious Diseases




         Other





13.   Exposure to Hospital Services (check all that apply  using the following scale 1=Low, 5=High):
Podiatric Clinic


______

Radiology



______

Pediatrics



______

General  Surgery


______

Laboratory



______

Emergency Room


______

Physical Therapy


______

Internal Medicine


______

Orthopedics



______

Please indicate other services on which you worked and time spent per week.  
















14 Frequency of Hands-on H & Ps Performed on Patients with the following conditions: (1 = Low,

5 = High)
Diabetes
   _____
         Vascular
_____

Arthritis  
   _____
         Neurology
_____

Dermatology   _____

15. Diagnosis and Management of Foot Conditions (indicate frequency of procedures performed: 1=Infrequent, 5=Frequently)

Forefoot Sx.    _____
      Rearfoot Sx.       _____

Orthopedics    _____        Primary Care       _____

Trauma
  _____

16. Diagnosis and Management of Medical Conditions (indicate the number of patient contacts:  1=Low, 5=High)

Neurology
_____
Infectious Diseases  _____

Dermatology
_____
Musculoskeletal 
     _____

Imaging
_____
Diabetes

     _____

Vascular
_____

17. Clinical Supervision:  please rate the attendings and residents whom you have had the most contact:  (1=Low, 5=High).  List Name and Degree

      ___________________________1   2   3   4   5

      ___________________________1   2   3   4   5

      ___________________________1   2   3   4   5

18.   Overall Rating: (1 = Poor; 5 = Excellent)   ______

Positive Aspects of Program:   









       Program Limitations:   


            

19. Please rate the following using a 5 point scale (1=Poor, 5=Excellent)

Academic atmosphere


_____

Quality of academic experience
_____

Attendings enjoyed teaching

_____

Residents enjoyed teaching

_____

Quality of podiatric lectures

_____

Quality of other lectures

_____

Respectfully treated


_____

Quality of library


_____

Hands on participation

_____

Friendly staff & atmosphere

_____

Level of stress (1=High, 5=Low)
_____
20 Weekday Hours:  



        Weekend Hours: 




        Travel Required?  




        Approx. mileage




21.   Estimate of Expenses:  

        Travel:
   

__________


        Parking:  


__________

        Housing:  


__________


        Meals: 


__________

        Other Expenses:     
 
__________

22.  Are there other clinical rotations at this site?  

        Yes  _____


No  _____

        Please list and describe experience at other rotations

23.   Additional Comments or Responsibilities:

REMINDER:  TO RECEIVE A PASSING GRADE FOR THIS EXTERNSHIP, YOU MUST SUBMIT THIS EVALUATION NO LATER THAN TWO WEEKS AFTER THE LAST DAY OF COMPLETION OF THE PROGRAM!


