
APPLICATION FOR GRADUATE TRAINING 

1. Personal Information:
Department/Division: 
Dates of training: 
Last Name: 
MI: 
First Name: 
Previous Names: 
SSN #: 
Date of Birth: 
Place of Birth: 
Citizenship: 

If not a citizen of the United States please 
indicate the status of your Visa at the 
present time:   

Contact Address: 
Home Address: 
Preferred Phone #: 
Cell/Home Phone # 
E-mail address:

2. Medical/Professional Education: (Attach a copy of your diploma)
Institution & Location Attendance from Date: 
Address 1 Attendance to Date: 
Address 2 Date of Graduation: 
City/State/Zip Code Degree type: 

Medical Education/Training Extended or Interrupted?    ___ No   ___ Yes 
Reason: 

If a graduate of a medical school outside of the US or Canada, please provide a copy of 
your ECFMG Certificate. 

PLEASE MOUNT HERE 
A SMALL RECENT 

PHOTOGRAPH 
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3. Examinations: (please attach copies) *You must have passed Step 3 to apply for a
PGY4 level position.

Examination Status Date 
USMLE Step 1/COMLEX 
USMLE Step 2/COMLEX 
USMLE Step 3/COMLEX 

Undergraduate Education: 
College/University Attendance from Date: 
Address 1 Attendance to Date: 
Address 2 Date of Graduation: 
City/State/Zip Code 

Medical School/Residency Awards: 

Membership in Honorary/Professional Societies: 

4. Post Graduate Medical Training:  List all post-graduate medical training for the
following categories, regardless of completion.  (Attach a copy of your training
certificate).

 Internship/PGY 1: 
Name of Institution Program Type 
Address 1 Start Date 
Address 2 Completion Date 
City/State/Zip 
Director’s Name 
Email/Telephone 

 Residencies/ PGY 2 and above: 
Name of Institution Program Type 
Address 1 Start Date 
Address 2 Completion Date 
City/State/Zip 
Director’s Name 
Email/Telephone 
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Residencies/ PGY 2 and above: 
Name of Institution Program Type 
Address 1 Start Date 
Address 2 Completion Date 
City/State/Zip 
Director’s Name 
Email/Telephone 

Fellowships: 
Name of Institution Program Type 
Address 1 Start Date 
Address 2 Completion Date 
City/State/Zip 
Director’s Name 
Email/Telephone 

Fellowships: 
Name of Institution Program Type 
Address 1 Start Date 
Address 2 Completion Date 
City/State/Zip 
Director’s Name 
Email/Telephone 

Training Program Actions: Yes** No 
During your internship(s), residency(s), or fellowship(s) were you 
ever suspended disciplined, placed under probation, formally 
reprimanded, or asked to resign in order to avoid disciplinary 
action? 
Have you ever voluntarily or involuntarily left a training program 
prior to its completion? 
Have you ever, while under investigation, voluntarily withdrawn or 
prematurely terminated your status as a student or employee in 
any internship, residency, fellowship, preceptorship or other 
clinical education program.? 
Any YES** please provide explanation below: 
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Medical Licensure: 
Type: 
Number: 
State: 
NPI # 

Education, Training, and Board Certification: Yes No 
Have you ever voluntarily or involuntarily been denied board 
certification and or re-certification by a specialty board?   
Have you ever surrendered your board certification(s) 
while under investigation (explain below)?  

Licensure: 
ACLS: Expiration Date: 
PALS: Expiration Date: 
DEA Reg.# Expiration Date: 
Board Certification: Date of Board Certification: 
Sub- Board: Date of Board Certification: 
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5. Work Experience (List all periods of time since receiving your medical degree not 
otherwise accounted on this application): 

 
Current Employer: 
Employer’s Name  Start Date  
Address 1  End Date  
Address 2  Phone Number  
City/State/Zip  Fax Number  
Department  Email  
Supervisors Name  Reason for leaving  
 

 Prior Employer: 
Employer’s Name  Start Date  
Address 1  End Date  
Address 2  Phone Number  
City/State/Zip  Fax Number  
Department  Email  
Supervisors Name  Reason for leaving  

 
Employer’s Name  Start Date  
Address 1  End Date  
Address 2  Phone Number  
City/State/Zip  Fax Number  
Department  Email  
Supervisors Name  Reason for leaving  

 
Employer’s Name  Start Date  
Address 1  End Date  
Address 2  Phone Number  
City/State/Zip  Fax Number  
Department  Email  
Supervisors Name  Reason for leaving  

 
Employer’s Name  Start Date  
Address 1  End Date  
Address 2  Phone Number  
City/State/Zip  Fax Number  
Department  Email  
Supervisors Name  Reason for leaving  
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Military Service: Yes No 

Have you ever served in the military? 

If Yes:  Please list the name/address last assignment 
Date entered military? 
Date of discharge? 

6. Volunteer Experience:
Employer’s Name Start Date 
Address 1 End Date 
Address 2 Phone Number 
City/State/Zip Fax Number 
Position 
Reason for leaving 

Employer’s Name Start Date 
Address 1 End Date 
Address 2 Phone Number 
City/State/Zip Fax Number 
Position 
Reason for leaving 

7. Research Experience:
Employer’s Name Start Date 
Address 1 End Date 
Address 2 Phone Number 
City/State/Zip Fax Number 
Department Email 
Supervisors Name Reason for leaving 

Publications (you may list publications on a seperate sheet): 
Description PUBMED # 
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8. Malpractice Claims Information:
Malpractice Claims Information: Yes** No 
Have any professional liability claims or malpractice claims ever 
been filed against you or settled by you or on your behalf – 
whether in a court or before an administrative body? 

9. Professional Liability Insurance Coverage History (submit a copy):
Professional Liability Insurance Coverage History: Yes** No 
Has your professional liability insurance coverage ever been 
terminated or has an individual surcharge been asses by 
action of an insurance company (pls explain below)? 
Have you ever been denied professional liability 
insurance coverage (pls explain below)? 
Has any insurance company every restricted, limited or delineated the 
procedures you may perform or the scope of your practice as a 
condition of providing insurance (pls explain below)? 

Yes** - please explain 

10. Ability to Perform:
Ability to Perform: Yes No 
Are you able to perform all of the mental and physical functions 
related to the scope of the fellowship? 

11. Professional Status:
Professional Status: Yes** No 
Either involuntarily or voluntarily have any of the following ever been 
or are currently being denied, revoked, suspended, relinquished, 
reduced, limited, placed on probation, withdrawn, not renewed or 
investigated.   

Licensure:  Has your application or license to practice medicine 
(training included) DEA registration, or an applicable narcotics 
registration in any jurisdiction ever or involuntarily or voluntarily 
denied, revoked, suspended, relinquished, reduced, limited, placed on 
probation, withdrawn, not renewed or investigated have you ever been 
subject to a consent order, probation or any conditions or limitations 
by any license board? 

Has any state licensing board or DEA fined you, reprimanded you, 
or found you to be in violation of any law or regulation.  

Have any disciplinary actions or investigations been initiated and 
or are any such actions or investigations now pending against you 
by any state licensing board or the DEA? 

 (any **Yes responses, pls provide explanation)
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12. Criminal/Civil History:
Criminal/Civil History: Yes No 

Have you ever been convicted of a criminal offense, if yes, please 
explain 

13. These 3 sections are voluntarily.
Language Fluency (other than English): 

  Hobbies & Interests: 

Other Awards/Accomplishments: 

14. Professional References:
Name Address Phone Number 

15. Certification:
I certify that all information in this application is true and no material omissions have been
made. I understand that a condition of this application is that any misrepresentation,
misstatement or omission from this application, whether intentional or not, is cause for
possible rejection of this application.

Signature of Applicant Date 

Please attach copy of updated CV and personal statement. 

Revised 1/2022 
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