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	Scholarly Concentrations Program

Summer Report



Name:________________________________ 
Sponsor :_____________________________

Date started:_________________________    
Date Completed:_______________________

Summary (not to exceed 500 words; extra material may be appended)

Signature____________________________

Sponsor Signature_____________________

Date________________________________         
Date_________________________________

Please return to our office no later than October 1.

Office of Undergraduate Medical Education, Health Sciences Center, Level 4, Room 158

Phone 631.444.1030 / Fax 631.444.9521
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