The University of Arizona THE UNIVERSITY OF ARIZONA

College of Medicine 11
1501 N. Campbell Ave. Couege Of MEdlClne
Tucson, Arizona 85724 & | Tucson

GRADUATE MEDICAL EDUCATION
TRAINING PROGRAM APPLICATION

Please designate the position for which you are applying:

Department:

Specialty:

PGY Level:

Start Date:

GENERAL INFORMATION

Last Name First Name Middle Name

Mailing Address

City State Zip Code

Contact Phone:

Email address:

Date of Birth:

US Citizen Yes No Permanent resident  Yes No

If no, Type of Visa

International Medical Graduate Yes No

ECFMG Certified? Yes No

If yes, please include a copy of your ECFMG Certificate

Have you ever been convicted of (or plea bargained to) a felony conviction? Yes No

If yes, please attach a written explanation stating the nature, resolution and date of the case(s).
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EDUCATION INFORMATION

UNDERGRADUATE INSTITUTION (Name and Location) Dates Attended Degree
To
To

MEDICAL SCHOOL(S) (Name and Location) Dates Attended Degree
To
To

GRADUATE TRAINING (Name and Location) Dates in Training Type of Program
To
To

GRADUATE MEDICAL EDUCATION TRAINING

Institution Name and Location Dates in Training Specialty

PGY 1 — Internship

To
PGY 2 — Residency

To
PGY 3 — Residency

To
PGY 4 — Residency

To
PGY 5 — Residency

To
Fellowship — First

To
Fellowship — Second

To
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STATE MEDICAL LICENSES

State Number Expiration Date State Number Expiration Date
SPECIALTY BOARD CERTIFICATION
Board Date Certified Board Date Certified
HOSPITAL UNIVERSITY APPOINTMENTS

Institution Title Dates

Institution Title Dates

Institution Title Dates

RESEARCH EXPERIENCE

Brief description, especially role, goal, results. You may attach additional pages if needed

CAREER GOALS

Describe briefly your professional career goals, and mention any facts that will support your
application. You may attach additional pages if needed
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LICENSURE INFORMATION

Has your medical license ever been suspended/revoked/voluntarily terminated?
YES NO

Have you been named in a malpractice case?
YES NO

Is there anything in your past history that would limit your ability to be licensed or would limit your ability to receive hospital privileges?
YES NO

If you answered “yes” to any questions in this section, please explain:

LIMITING FACTORS

Are you able to carry out the responsibilities of a resident or fellow in the specialties and at the specific training programs to which you
are applying, including the functional requirements, cognitive requirements, interpersonal and communication requirements, and
attendance requirements with or without reasonable accommodations?

YES NO

Have you ever been convicted of a misdemeanor?
YES NO

Have you ever been convicted of a felony?
YES NO

If you answered “yes” to any questions in this section, please explain:
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REQUIRED DOCUMENTATION

The following documents must be submitted with your application.

ECFMGQG certificate (if applicable)

Medical School Diploma (and translation if applicable)

Up-to-date CV (note: all dates from the date of graduation to present must be documented on the CV)
MSPE (Dean’s letter)

Transcripts

USMLE scores

3 letters of recommendation

Either a certificate of completion for your prior training or a letter from your current program director
indicating that you are in good standing and will graduate prior to the beginning of the
residency/fellowship

I certify that the information in this application is complete and accurate to the best of my knowledge. I understand that any false or
missing information may disqualify me from consideration for a position or may constitute cause for termination from the program.

Signature of Applicant Date

Printed Name
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