SOUTH CAROLINA AHEC

Student Rotation Form
NAME:  Last ________________________________ First _____________________ MI____

CURRENT SEMESTER/YEAR DURING ROTATION:  Fall __ Spring __ Summer __ 20__

COURSE NUMBER & TITLE: ___________________________________________________

DATES OF CLINICAL ROTATION:   Begin: _________________ End: _________________

NAME OF ROTATION SITE: _________________________________________

CITY/TOWN OF CLINICAL ROTATION:  _________________________________________

Will you require housing during this rotation:   Yes _____   No _____

Have you received AHEC funding or assistance for other clinical rotations?


Yes ___     No ___     Don’t know ___     If Yes, when (semester/year)? ______________

Please submit completed rotation form to Kristin Cochran.

Kristin C. Cochran
Program Coordinator
South Carolina Area Health Education Consortium
Medical University of South Carolina 
19 Hagood Street
MSC 814, Suite 802
Charleston, SC 29425 
(p) 843-792-6977   I  (f) 843-792-4430 
www.scahec.net
