M SFC Reproductive Health Externship Program

Host Facility Externship Confirmation

Thank you for your commitment to providing medical studentswith training in abortion
careasit relatesto thefull spectrum of reproductive health careservices. Please provide
the following infor mation about the clinical opportunity arranged by the medical student
listed below to observe/train at your facility. Thisinformation isintended to verify the
clinical opportunitiesthat will be provided to the student requesting funding through the
M SFC Reproductive Health Externship Program.

Extern’s Name:

Extern Start Date; Extern End Date:

Procedures

Please estimate the number of Surgical Abortionsand Medical Abortionsthe student will
receive exposureto during their externship at your facility. Also, please list the range of
other reproductive health servicesthis student will receive exposureto during their
externship at your facility.

Number of Surgical Abortions:
Number of Medical Abortions:
Other Reproductive Hedlth Services:

Pregnancy Options Counseling
Pelvic exams

Pap smears

Breast exams

Contraception

Ultrasound

STD testing/counsdling
Pre-Natal/Post-Natal Care

Colposcopy
Other(s):

Facility Name:
Facility Address:
Signed:
Signed By:
Title:
Phone number: E-mail:
Date:
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