
INTERNAL MEDICINE RESIDENCY TRAINING PROGRAM 

EDUCATIONAL SUPERVISORS’ COMMENTS/FEEDBACK FORM 

 
 

 
Name of Resident: ______________________________________________ Date: ______________ 
OMSB #:  ___________   Residency Level:  ______________ Training Center: _______________ 
Name of Rotation Supervisor: _______________________________________________________ 
 
 
Resident’s Issues/Concerns: 
 

 

 

 

 
Feedback/Comments from Educational Supervisor: 
 

 

 

 

 

 
Agreed Action: 
 

 

Name of Supervisor: _________________________________  Signature: __________________ 
 

 

 

 

Name of Resident: _________________________________ Signature: ______________________ 

Educational Supervisor:_____________________________ Signature ______________________ 

-created 22.01.14 


