
 

Please scan and email to COMcredentials@shsu.edu and/or the Regional Clinical Coordinator 

 

2026-2027 Preceptor Schedule and Availability Form  
Group Name (if applicable)  

 
First Name and Last Name of physician(s) 

 
 

 

Practice/Clinic Name  
What hospitals/surgery centers will students need to 

be onboarded according to preceptor privileges? 
(if applicable)  

 

 

Please select the rotation/specialty that the physician(s) are currently practicing: 
☐ Adult Inpatient Medicine ☐ Traditional Family Medicine ☐ Pediatrics 
☐ Internal Medicine Outpatient Clinic ☐ General Surgery ☐ Psychiatry 
☐ Emergency Medicine ☐ Obstetrics and Gynecology ☐ Rural & Underserved 
☐ Critical Care Specialty: ______________________ ☐ Other: 

 

Provide the number of medical students your preceptors can accept per rotation.  
Students will work a minimum of 40 hours per week and a maximum of 80 hours per week (averaged over a 4-

week period and including in-house call). Students are permitted to take call, night float, and to work weekends.  
2026‐2027 Rotation Dates Number of Students 

Clinical Rotation 0 & 13 6/29/2026 - 7/24/2026  
Clinical Rotation 1 & 14 7/27/2026 - 8/21/2026  
Clinical Rotation 2 & 15 8/24/2026 - 9/18/2026  
Clinical Rotation 3 & 16 9/21/2026 - 10/16/2026  
Clinical Rotation 4 & 17 10/19/2026 - 11/13/2026  
Clinical Rotation 5 & 18 11/16/2026 - 12/11/2026  
Clinical Rotation 6 & 19 12/14/2026 - 1/8/2027  
Clinical Rotation 7 & 20 1/11/2027 - 2/5/2027  
Clinical Rotation 8 & 21 2/8/2027 - 3/5/2027  
Clinical Rotation 9 & 22 3/8/2027 - 4/2/2027  

Clinical Rotation 10 & 23 4/5/2027 - 4/30/2027  
Clinical Rotation 11 5/3/2027 - 5/28/2027  
Clinical Rotation 12 5/31/2027 - 6/25/2027  

 

Please complete any information that needs to be updated.  
Preceptor’s Phone Number  
Preceptor’s Email Address  

Practice/Clinic Name  
Practice/Clinical Address, City, State, Zip Code  

Office Manager’s Name  
Office Manager’s Phone Number  
Office Manager’s email address  

☐   By checking the box, I attest to having and maintaining current professional liability coverage. 

 

Signature: ________________________________________________________      Date: _____________________ 
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