DESIRED DATE OF ROTATION:

January 1 – December 31

July 1 – June 31

Please specify year

1ST Choice:  





2nd Choice:  




POST-GRADUATE APPLICATION

Name:  












Last


First



Middle

Social Security Number: 










      Mark here if pending or not yet obtained  



Present Address:  














Street



  












City


State

Zip Code
Country




Area Code


Telephone Number

Address of Contact Person (who will always be able to reach you):
















Name
















Street



























City


State

Zip Code
Country




Area Code


Telephone Number

Are you eligible for employment in the United States?  






Undergraduate Education:

College or University:  










Location (City & State): 










Date of Graduation:  


  Degree:  

  Honors:  




Medical Education:

Medical School:  











Location: (City & State):  










Date of Graduation:  


  Degree:  

  Honors:  




Internship:  

Hospital:  












Location: (City & State):  










Dates of Internship:




  Type:  





Practitioners responsible for performance:  








Residencies:  

Hospital:  












Location: (City & State):  














Dates of Internship:




  Type:  





Practitioners responsible for performance:  








Hospital:  












Location: (City & State):  














Dates of Internship:




  Type:  





Practitioners responsible for performance:  








Other Training (Institution, Field of Endeavor, Dates & Degrees):

Academic Honors or Awards:

Examinations:  List dates and numerical scores of all National Boards (Part I & II), 

FLEX FMGEMS (basic/clinical), and other certification examinations:
Date



Examination




Scores

Present membership in Organizations (Professional):

Hospital, Research or Practical Experience (include publications, if any):

If the answers to any of the following questions are yes, please provide full details on 

a separate sheet of paper and attach as an addendum to this application:










YES

NO


Has your license to practice medicine in any jurisdiction 

Ever been limited, suspended, or revoked?







Have judgments or settlements been made against you 

in professional liability cases, or are pending?







Have you ever been refused membership on a 

hospital medical staff?










Has your request for specific clinical privileges ever 

been denied or granted with stated limitation?






Have your privileges at any hospital ever been 

suspended, diminished, revoked, or not renewed?






Has you narcotics registration ever been 

suspended or revoked?










Have you ever been denied membership or renewal 

thereof or been subject to disciplinary action in any

medical organization?










Post-Graduate Year:  






*Have you finished your training?  What are your future plans?  Please write in 

detail on a separate sheet of paper.

Please provide at least three letters of recommendation, a copy of your C.V. and a 

certified copy of all degrees and licenses.
Signature of Applicant

Date

