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Office of Undergraduate Medical Education

School of Medicine, Office of the Dean
MD with Scholarly Concentrations Program

To be completed by advisor(s) at completion of project (4th Year)

This is to certify that _____________________________________________ (student’s name) has been supervised by me/us and has satisfactorily completed all aspects of her/his project.  I understand that an aggregate time requirement of six months* must be met.

Grade (H=Honors, P=Pass, F=Fail) ___________

Advisor Name:   _________________________________________
Date:  ______________________

Signature:  _______________________________________________

Advisor Name:  _________________________________________
Date:  ______________________

Signature:  ______________________________________________

*This is usually met by full-time work:  two months in the summer between first and second years and four months in the fourth year.  In special circumstances, particularly for those in the Arts and Humanities, other arrangements are acceptable (e.g., nights and weekends).  Time must not be claimed doubly (e.g., you cannot claim weekend time on call for a subinternship or while on another elective).

This form is due to the Office of Undergraduate Medical Education the day after the MD-R Research Day, which is the first Thursday in May.
Dean’s Office - School of Medicine, HSC L4-158, Stony Brook University Medical Center, Stony Brook, NY  11794-8432
Office:  631-444-1030 / Fax: 631-444-9521

