
_________________________ ____________________________ 
Signature  Name (printed) 

Please return the signed agreement by mail or fax to: 

CREST Office  
University of California, San Diego 
9500 Gilman Drive, Mail Code 0170X 
La Jolla, CA  92093-0170X 

Fax: 858-534-9168 
Email: schernet@ucsd.edu 

CREST Program 
Clinical 
Research 
Enhancement through 
Supplemental 
Training 

Program Director 
Ravindra L. Mehta, M.D., FACP 
UCSD Medical Center 
rmehta@ucsd.edu  

Associate Program Director 
Allen McCutchan, M.D., M.Sc. 

amccutchan@ucsd.edu   

Directors, 
Epidemiology Courses 
Balambal Bharti, PhD
bbharti@health.ucsd.edu
& John Bellettiere, MD, 
jbellettiere@health.ucsd.edu

Director, 
Health Services Research Course Raphael 
E. Cuomo, PhD racuomo@ucsd.edu

Director, 
Informatics Course 
Hogarth, Mike  M.D. 
mihogarth@ucsd.edu

Director, Biostatistics Courses Florin 
Vaida, Ph.D. 
fviada@ucsd.edu  

CREST Website : 
http://crest.ucsd.edu 

Student Name: ____________________________ 

Agreement of Primary Supervisor (e.g. Program Director, 
Research Advisor, Division Chief, Clinical Supervisor) 

I support the applicant’s participation in the CREST program; CREST core 
courses are offered Wednesdays/Thursdays from 4-6 PM and additional 
modules are offered once a week on Mondays/Tuesdays from 4-7pm. 

I certify that participation in the CREST program on Monday/ 
Tuesday/ Wednesdays/Thursdays will not conflict with her/his research, 
clinical or other duties. 
I will provide protected time for her/him to participate in CREST activities.  I 
understand that there is a fee associated with the program that will be paid by 
the scholar---- / department--- 




