RESIDENT CRITIQUE OF ROTATION FORM

OCCUPATIONAL MEDICINE RESIDENCY ROTATIONS

USAF SCHOOL OF AEROSPACE MEDICINE
RESIDENT:

___________________________________________________

ROTATION NAME:
___________________________________________________

ROTATION DATE:
___________________________________________________


PRECEPTOR:

___________________________________________________

Please rate your rotation in each category below. Provide written comments for any unsatisfactory rating. Return to the Occupational Medicine Residency Program Director (USAFSAM/GE, 2602 West Gate Road, Brooks AFB TX, 78235‑5252).

Circle the Appropriate Rating




Unsatisfactory           Satisfactory
      Excellent

1.  The rotation met the stated
1
2
3

     educational objectives.

2.  Facilities and resources
1
2
3


    available.

3.  I was able to interact with
1
2
3


    various key personnel in the


    delivery of occupational/


    preventive health care services.

4.  The rotation content provided
1
2
3


     a variety of experiences.

5.  I was given an appropriate amount
1
2
3


    of responsibility.

6.  Duration of rotation.
1
2
3

7.  Quality of instruction.
1
2
3

8.  The preceptor(s) was (were)
1
2
3


    actively involved in teaching.

9.  Overall evaluation of rotation.
1
2
3
Comments/Suggestion: ______________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

It is important to complete and return this evaluation so that the quality of the program can be assessed and enhanced.

