University of Mississippi Medical Center
Department of Family Medicine
Preceptor Profile

Please complete all items.  This information is necessary to obtain your appointment as an affiliate clinical instructor and to complete the contracts necessary for you to be paid.  If you have any questions, please do not hesitate to contact the Division of Medical Student Programs by emailing Beth Wilson (mpwilson@umc.edu) or calling 601-984-5447.  Please fax completed form and current CV to 601-984-5411.

Personal Information
Full Name:  ____________________________________________________________________

Date of Birth:  _____-_____-_____		      Social Security Number:  _____-_____-_______

Contact & Practice Information
Practice Address:   ______________________________________________________________

		        ______________________________________________________________

		        ______________________________________________________________

Practice Phone Number:  _____-_____-_____   	        	       Practice Fax:  ____-_____-_____

Physician Phone number: (for emergency use only): ____ - _____- _____

Contact Person:  ________________________________________________________________

Email Address:  _________________________________________________________________

Number of half-days worked per week: _____________________________________________

Education & Training
Medical School:  ________________________________________________________________

Year Graduated:  _________________ 	Degree:       	 MD 		       	DO

Residency Program:______________________________________________________________

Year Graduated:  ________________

Licensure & Certification
State License Number:  ____________________  

ABFM Diplomate:  YES	NO   		Year Last Certified:  ___________________

Practice Profile

This information is used to help our students select Preceptors that fit their personal learning objectives.  We understand that it may change over time.

Preceptor Name:  _______________________________________________________________

Partners/Other providers in group at location: ________________________________________

Practice Name and City:  ______________________________________________________

Practice Phone:  ______________________	

Type of Practice:  _____________________	Number of Physicians:  _______________________

Average Daily Provider Volume:  ________	Average Daily Practice Volume: ________________

Contact Person: ________________________________________________________________

Fellowships/CAQs:  ______________________________________________________________

Ambulatory Practice Content:			Does your practice include:
	Geriatrics 		_____%			Inpatient Medicine 	Y	N
	Gynecology 		_____%			Emergency Room	Y	N
	Obstetrics 		_____%			Nursing Home		Y	N
	Internal Medicine 	_____%			Housecalls		Y	N	
	Pediatrics 		_____%			Office Surgery		Y	N   

Types of office procedures performed:  ____________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________

Does your office use an HER?					Y	N
	If yes, which one: ________________________
Will students be able to log into it?				Y	N
Does your office have high-speed internet/Wi-Fi?		Y	N
Can students arrange to access it?				Y	N
Does the area hospital have high-speed internet/Wi-Fi?	Y	N
Can students arrange to access it?				Y	N


For students requiring housing, can the above hospital(s) provide housing or can other arrangements be made?  Please explain below:
