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GMAN MEDICAL SFEGIALTY BOARD

Date:

INTERNAL MEDICINE RESIDENCY TRAINING PROGRAM
EDUCATIONAL SUPERVISORS’ COMMENTS/FEEDBACK FORM

Name of Resident:

OMSB #: Residency Level:

Training Center:

Name of Rotation Supervisor:

Resident’s Issues/Concerns:

Feedback/Comments from Educational Supervisor:

Agreed Action:

Name of Resident:

Educational Supervisor:

Signature:

Signature
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