
New York University School of Medicine 
550 First Avenue, New York, NY 10016 

 
APPLICATION FOR RESEARCH ELECTIVE 

 
 

 
NAME: ___________________________________________________ CLASS: __________________ 
 
EMAIL ADDRESS: _________________________________  CELL PHONE: ____________________ 
 
APPLICATION INSTRUCTIONS: 
 

1. Complete all the required information on both sides of the application. 
2. Provide a full description of the research project.  The description should encompass the relevant 

details of the project, be no less than two or three paragraphs in length and clearly state your role 
in the project. 

3. The application must be signed by the supervising preceptor. 
4. Return the completed application no less than two weeks prior to the beginning date of the   

project.  Applications submitted after that will not be accepted. 
5. Applications submitted with insufficient data will be returned to the student. 
6. You may request a maximum of 12 weeks of elective credit for research completed in the third or 

fourth years.  However, the minimum number of weeks necessary to complete the honors 
program is 18.    

 
 

SECTION 1: (To be completed by the student) 
 
PROJECT TITLE: ____________________________________________________________________________________ 
 
 
DEPARTMENT:  _____________________________________________________________________________________ 
 
 
PROJECT DESCRIPTION: (Provide a separate sheet if necessary) 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 

APPLICATION CONTINUES ON REVERSE SIDE 
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RESEARCH DATES:  FROM _________________________________  TO _________________________________________  
 
 
 
NUMBER OF WEEKS ELECTIVE CREDIT REQUESTED: _____________________________________________________ 
 
 
STUDENT’S SIGNATURE: ___________________________________________ DATE: _________________________ 
 
 
 
 

SECTION 2: (To be completed by the preceptor) 
      

 
_________ _____________________________________________  _______________________________ 
Title  First Name      Last Name 
 
 
Department: _____________________________________________________________________________________________  
 
 
Telephone #____________________________________    Email address: __________________________________________ 
 
 
________________________________________________________________________________________________________ 
In-House Location-Building   Room/Floor Number Hospital/Medical School Address 
 
 
I agree to supervise this student in the performance of the research elective described above, including the 
design, execution and report of the project. 
 
 
PRECEPTOR’S SIGNATURE: __________________________________________ DATE: _________________________ 
 
 
 
 
 
 
 

**OFFICE USE ONLY** 
 

Approved:     _______ yes   _______ no  NUMBER OF WEEKS ELECTIVE CREDIT: _______________ 
 
COMMENTS: __________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
 
SIGNATURE: __________________________________________            DATE: ___________________________________ 
                               Senior Associate Dean for Education  
 
 
 
 
Return this form to The Office of Registration/Student Records (SLH4-44N)  


