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SC THE UNIVERSITY of NORTH TEXAS
HEALTH SCIENCE CENTER o/ FORT WORTH
Texas College of Osteopathic Medicine Office of Osteopathic Clinical Education

ROTATION CANCELLATION

SECTION I: STUDENT CONFIRMATION

S/D Name Student ID # Class of
Mobile Number Advisory College

Period_ ExactDates: From [ [ To / /

Rotation Type: Required EM D Elective D Non-credit Rotation D

Clerkship

Example: Pediatrics, Surgery, etc.

Site and/or Preceptor Name

Student Signature Date

SECTION II: SITE/PRECEPTOR CONFIRMATION

Please sign to acknowledge notification of cancellation.

Preceptor/Site Signature Date

Phone Email

SECTION lil: DEPARTMENT CONFIRMATION (REQUIRED EM, ELECTIVES at HSC, and ELECTIVES
SCHEDULED THROUGH CLINICAL EDUCATION ONLY)

Cancellation Request:  Approved d Denied (J

Coordinator Signature Date
*Signed by appropriate Clerkship/Elective Coordinator

Please return this cancellation form via one of the following:
EMAIL: clinicaleducation@unthsc.edu FAX: 855-574-0798

]
An EEO/Affirmative Action Institution

3500 Camp Bowie Blvd., Fort Worth, Texas 76107 Office: 817-735-2537 05/24/2022
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