
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 ci tizen of the United States please 

indicate the status of your Visa at the 

present time:   

Contact Address:  

Home Address:  

Preferred Phone #:  

Cell/Home Phone #  
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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 

Undergradua te Educat ion:  

College/University  Attendance from Date:  
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Residencies/ PGY 2 and above:  

Name of Institution  Program Type  
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Medical Licensure:  

Type:  

Number:  

State:  

NPI #  

Education, Tr aining, a nd 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 investi gation (explain below)?  

Licensure:  

ACLS: Expiration Date:  

PALS: Expiration Date:  

DEA Reg.# Expiration Date:  

Board Certification: Date of Board Certification:  

Sub-  Board:  Date of Board C ertificat ion:  
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5. Work Experi ence  (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   
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8. Malpractice Claims Information:

Malpractice Claims Information:  Yes**  No 

Have any profes sional li ability 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 bod y? 

9. Professional Liability Insu rance Coverage History�ʛ˦˨˕ˠ˜˧�˔�˖ˢˣˬʜ:

Professional Liability Insurance Coverage History : Yes**  No 
Has y our professional l iab ility in suranc e coverage ev er 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 eve ry restr icted, limited or delineated th e 

p roc edu res yo u may perform or the scope of your practice as  a 

co ndi t ion of providing insurance (pls explain below)? 

Yes** -  please explain  
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