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John H. Stroger, Jr. Hospital of Coo1k County 

Fourth Year Medical Student Elective Clerkship Application 
{PLEASE PRINT} 
Name in Full: 

(Last) (First) (Middle) 
Date of Graduation: 
Date of Birth:        ___________________________________________________________________________________________ 
E-Mail address:
Permanent Address:
Telephone: Sex: 
Medical School:

Medical School Registrar's Office Phone Number:  _ 

Please indicate ONE choice only. You must apply separately for each program 
REQUESTED DATES:   TO  _ 
YOU MUST CONTACT THE RELEVANT DEPARTMENT TO DETERMINE DATE AVAILABILITY BEFORE COMPLETING THIS APPLICATION. 

Burn __ 
Emergency 
Medicine _ 
Family 
Medicine _ 

            Medicine 
          Cardiology ____            

    Dermatology _____ 
          Endocrinology ____       
          Gastroenterology____ 
          Hematology ____  
          Infectious Disease ___ 
          Intensive Care ____      
         IM Sub-I ____ 
         Nephrology   
         Oncology ____         

Neurology __ 
Radiology 
Toxicology___ 
Trauma _____ 
Surgery                

Colon and Rectal __       
General Surgery   
Neurosurgery   
Oncology   
Ophthalmology   
Oral Surgery  
Orthopedics 
Otolaryngology  
Plastic Surgery   
SICU  
Thoracic ____ 
Urology   

             JOHN H. STROGER, JR. HOSPITAL 
APPROVAL 

MEDICAL SCHOOL APPROVAL 
The applicant is a current medical student in good standing. I certify that the information 
recorded herein is true and correct to the official records of this situation. 

Program Chairperson 

OR    

Date Signature of School Official Date 

Department Head (Print and Sign)   Title  Date 

     AFFIX SCHOOL SEAL OR STAMP HERE 

DENIAL 

Denied/ Signature (Print and Sign) Date: 
School Official: Return this application to the Department of 
Professional Education 

Student's Signature Date 



 

 
 

COOK COUNTY HEALTH (CCH)- INFECTION CONTROL SCREENING COMPLIANCE FORM 
MEDICAL EDUCATION 

  
_____________________________________________________________________________________________ 
Last Name                                                 First Name                                          Date of Birth 
 
_____________________________________________________________________________________________ 
Program/School                                     Start Date                                                  End Date 
  
 
Below you will find the CCH health infection control screening requirements. All students must meet the requirements listed before 
starting a rotation at CCH. Annual updates are required.   
  

• Tuberculosis (TB) Screening: All rotators must complete a TB questionnaire (below). Those who have no history of 
TB should provide a negative Quantiferon TB test from the past 12 months (preferred) or negative two-step TB skin 
test within the past 12 months. If you have a history of TB or test positive for TB, please provide a copy of your TB 
result and chest x-ray within the past 6 months.    

  
TB Symptom Screen: Have you had any of these problems in the past 2 months without a known cause?  
  

1. Fever that lasted 7 days or longer?                            Yes___     No____  
2. Cough lasting more than 3 weeks?                            Yes___     No____  
3. Increased or excessive sweating at night?                 Yes___     No____  
4. Bloody sputum?                                                         Yes___     No____  
5. Weight loss of 10 pounds or more without trying?   Yes___     No____  

  
  
Vaccination or Titers  

• Hepatitis B titers: Positive surface antibody testing after completion of 3 doses is recommended. If antibody testing 
is negative, Hepatitis B surface antigen testing must be completed. 

• Measles immunity: 2 doses of MMR vaccine or positive titers (required)  
• Mumps immunity: 2 doses of MMR vaccine or positive titers (recommended)  
• Rubella immunity: 1 dose of MMR vaccine or positive titers (required)  
• Varicella immunity: 2 doses of varicella vaccine or positive titers (recommended)  
• Influenza vaccine: Required between 10/1-3/31 of each year  
• COVID-19 vaccine: please bring a copy of your vaccination record (if available). No exemption letter is necessary if 

you are unvaccinated.  
 
Urine Drug Screen 

Negative urine drug screen test (testing for amphetamines, cocaine, opiates, PCP) within 90 days of start date 
 
**************************************Staff Only****************************************************** 
TB: TB negative TB positive with negative CXR & symptom questionnaire TB Other: eval needed    

Measles    Mumps   Rubella   Varicella  Hepatitis B   Influenza (in season)  COVID-19 UDS 
 

 





    

https://drive.google.com/file/d/1_nzTjN8XCkUbItFngGF1ZT9QWX_aT3gO/view

  

 
 

 
 

 













HIPAA/FIRE/SAFETY ACKNOWLEDGEMENT AND AGREEMENT FORM 

AGREEMENT FOR 
(ROTATION/CLINICAL PROGRAM) 

I, 
(FIRST NAME / LAST NAME 

A,  STUDENT AT 
(TYPE OF STUDENT) (INSTITUTION) 

Upon approval by the department, I hereby agree to accept the position of student at Cook County Health 

location for the period starting   and ending  . 

I hereby agree to return by ID Badge to the Department of Medical Education and, if relevant, library books, at the 
end of my rotation. I further agree to abide by the rules and regulations of Cook County Health & Hospitals System 
while here on my rotation. 

I affirm that I have received basic HIPAA training at my home institution. 
Initial Here 

Initial Here 

Initial Here 

Initial Here 

I affirm that I have received basic fire safety training at my home institution. 

I affirm that I reviewed, and agree to abide by the HIPPA and fire safety 
Materials provided to me by the Department of Medical Administration. 

If I have a blood-borne pathogens exposure, I agree that it is my responsibility 
to report it to my clinical supervisor, and immediately report to Stroger’s 
employee Health Service (EHS 3rd Floor, Harrison Square, 8:00 am – 3:30 pm) or if 
after hours, to the Emergency Room. If EHS is closed at the time of exposure, I 
agree to report to EHS the following business today. 

Signature:   Date: 

Current Address:  

Current Phone Number: 

Revised 2/2025 
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