MEDICAL SCHOOL

« UNIVERSITY OF MINNESOTA

Department of Radiology

ABR Alternate Pathway Fellowship Years:

Last Name: First Name: Middle Initial:

Address:

City, State & Zip:

Country:

Phone:

Email:

Preferred Contact Method: Phone[ ] Email [ ]

Visa Status:

US or Permanent Resident: Currently on a Visa: Type of Visa: Expiration Date:

Yes [] No [] Yes [] No [] F1[] HiB[] J1[]

Education:

Medical School: Degree: Year Completed:

If foreign trained, do you have an ECFMG Certificate No: Date:
Certificate:

Yes [] No [ ]

Medical License(s):

State: License # Expiration Date:

Have you ever been denied or lost a state license? If yes, explain why:

Training:

Internship (Post-Graduate Year 1):

Hospital: Type of Training: Dates:

Other education, training or hospital research: Please list in chronological order, including your present position.
Name: Type of Training: Dates:

Name: Type of Training: Dates:

Name: Type of Training: Dates:

References: Please list the names and institutions.

1 (Program Director):

2 (Radiologist):

3 (Letter writer of your choice):

Date: Signature:




