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Department of Microbiology & Immunology 

 
Rotation Approval 

 
Date:___________________________ 
 
Name             Signature 
 
________________________________        ________________________________ 
Student 
 
 
________________________________        ________________________________ 
Rotation Director 
 
 
 
 
Lab location    ___________________________________________ 
 
Lab phone number   ____________________________________________ 
 
 
 
 
Check term rotation will be completed: 
 
____  fall 2009 semester first half 
 
_____ fall 2009 semester second half 
 
Goal/Objective: 
 
 
 
 
 
 
 
 
 
 
Approved: 
 
 
_____________________________________     _________________________ 
Department Chair                                                                                        Date 


