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Trainee’s Name ____________________________________________________________________ 
 
Indicate your chosen option for fulfilling the required master’s project for the Medical Education program: 

□ Curriculum Development   □  Manuscript  □  Standard Thesis □  Grant Proposal 

 
What is the topic of your project? 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
The Review Committee includes the Program Director, your CETP Advisor, your Project Mentor, and at least 2 other 
faculty members.  Your project must be presented to the Review Committee in March of Year 2.  Please identify the 
members of your committee: 
 
Program Director (print name):  ____________________________________________________ 

Signature:    ____________________________________________________ 

Email Address:     ____________________________________________________ 

Phone Number:     ____________________________________________________ 
 
CETP Advisor  (print name):  ____________________________________________________ 

Signature:     ____________________________________________________ 

Email Address:     ____________________________________________________ 

Phone Number:     ____________________________________________________ 
 
Project Mentor  (print name):   ____________________________________________________ 

Signature:     ____________________________________________________ 

Email Address:     ____________________________________________________ 

Phone Number:     ____________________________________________________ 
 
Faculty Member #1  (print name):  ____________________________________________________ 

Signature:     ____________________________________________________ 

Email Address:     ____________________________________________________ 

Phone Number:     ____________________________________________________ 
 
Faculty Member #2  (print name): ____________________________________________________ 

Signature:     ____________________________________________________ 

Email Address:     ____________________________________________________ 

Phone Number:     ____________________________________________________ 


	Indicate your chosen option for fulfilling the required master’s project for the Medical Education program:

