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	Scholarly Concentrations Program

Work Acknowledgement



Student Name _________________________________________   Track ______________________

Class of ________________

Title of My Project________________________________________________________________________

________________________________________________________________________________________

I________________________________ will spend two months during the summer between my first and second year working on my Scholarly Concentrations Project at Stony Brook and will be under the mentorship of: 

Mentor   ____________________________________________

                                                                                           (print)
Additional Mentor (if required by track)   ____________________________________________




                                                                                              (print)

For those receiving funding:  I understand if I receive the summer stipend and subsequently fail to complete the program, without extenuating circumstances beyond my control, I will be required to repay the summer stipend. (_______ initials)
Student Signature __________________________________________    Date   _______________

Mentor Signature___________________________________________    Date   ________________

Additional Mentor Signature__________________________________    Date   ________________

Return signed form to the Office of Undergraduate Medical Education by May 31.
Office of Undergraduate Medical Education, Health Sciences Center, Level 4, Room 158
Phone 631.444.1030 / Fax 631.444.9521
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