Name______________



Dates of Rotation____________


Student Evaluation of Family Medicine Inpatient Clerkship (FPM 441)

Please fill in the appropriate experience immediately after completing it, while the session is still fresh in your mind.  Your comments are very important to us.  You will not receive a grade until this evaluation is turned in.

Please rate all categories.  Use a numerical rating according to the following scale.  Feel free to use the back of the sheet if more room is needed for comments.  Thank you for your valuable input!

0-Not applicable
 1-Poor
    2-Below Average
 3-Average
4-Above Average

5-Excellent

1. Faculty Attending

Name of Attending:




0….1….2….3….4….5


(Please write a comment on each attending that you worked with)

_____________________________________________________________________


_____________________________________________________________________


_____________________________________________________________________

2. Faculty Attending

Name of Attending:




0….1….2….3….4….5


_____________________________________________________________________


_____________________________________________________________________

_____________________________________________________________________

3.
Faculty Attending




Name of Attending:




0….1….2….3….4….5

______________________________________________________________________


______________________________________________________________________


______________________________________________________________________

4.
Ward Resident



Name of Resident:




0….1….2….3….4….5


(Please write a comment on each resident that you worked with)


Comments:_______________________________________________________________


_______________________________________________________________________


_______________________________________________________________________

5.
Ward Resident



Name of Resident:




0….1….2….3….4….5


Comments:_______________________________________________________________


_______________________________________________________________________


_______________________________________________________________________

6.
Night Float


Name of Resident:




0….1….2….3….4….5


(Please write a comment on each resident that you worked with)


Comments:_______________________________________________________________


_______________________________________________________________________


_______________________________________________________________________

7.
Night Float


Name of Resident:




0….1….2….3….4….5


Comments:_______________________________________________________________


_______________________________________________________________________


_______________________________________________________________________
8.
Attending Ward Rounds



0….1….2….3….4….5


Comment:________________________________________________________________


_______________________________________________________________________


_______________________________________________________________________


The best thing:_____________________________________________________________


The worst thing:____________________________________________________________

7.
Call Schedule:

Insufficient call
Sufficient
Excessive call


Comments:________________________________________________________________


_______________________________________________________________________


_______________________________________________________________________


The best thing:_____________________________________________________________


The worst thing:____________________________________________________________

8.
Patient Load:

Too few patients
Sufficient 
Too many patients


How many patients followed during entire rotation?

What was the maximum number of patients you followed at one time?

Did you evaluate any patients in the OB ER on the labor deck?   Yes   No

Did you follow any laboring patients?  

Yes   No   
How Many?

Did you participate in any deliveries?

Yes   No
How Many?

Did you see any postpartum patients? 

Yes   No
How Many?

Did you see any newborn patients?  

Yes   No     
How Many?


Comments:_______________________________________________________________


_______________________________________________________________________


_______________________________________________________________________

9.
Level of Responsibility:

Not enough
    Sufficient
    Too much

Comments:_______________________________________________________________


_______________________________________________________________________


_______________________________________________________________________

10.
Other learning experiences



0….1….2….3….4….5


Comments:____________________________________________________________________________


_______________________________________________________________________


_______________________________________________________________________













_____


The best thing:_____________________________________________________________


The worst thing:____________________________________________________________

11.
Overall Experience




0….1….2….3….4….5

Please include improvements or changes you would like to see in the rotation for the future.


Comments:______________________________________________________________


_______________________________________________________________________


_______________________________________________________________________


_______________________________________________________________________

_______________________________________________________________________


The best thing:_____________________________________________________________


The worst thing:____________________________________________________________

Please return this form to Carol Whitener, Department of Family and Preventive Medicine (0696), La Jolla, CA 92093-0696.

