THE CHILDREN’S H_OSPITAL * BOSTON
300 Longwood Avenue, Boston, Massachusetts 02115

Application for Housestaff (Internship/Residency) Department of Pediétrics

Namae PL Lavel for 19

Present Addrass

Presant Phone Numbers: Day { Yo Evening (

Permanent Address

Social Security Nurmber / / : Participating in Match _Yes ____ No

Optional:

Dato- of Birth Bwthplace

|

COLLEGE AND MEDICAL SCHOOL EDUCATION

INSTITUTION DEGREE DATE

REFERENCES

Eull address with each - Please have two references write directly to the Chief of the Department of Pediatrics and arrange for
your medical schoal 1o send a transcript of record and dean’s lettar. A list of publications, personal staternent and photograph
are optional.

HOSPITAL AND CLINICAL EXPERIENCE (PL-2 and PL-3 Applicants)

INSTITUTION POSITION [PL Levell FROM TO

PLEASE DX NOT WRITE BFLOW THIS LINE a0 WO



LICENSURE

Massachuserts: Parmanant  Number

. None _ timited Sponsoring Hoespital:

Date of Expiration:

Qther (stste where!

n

Al physicians must hold 2 Massachusetts medical icense in arder to treat patients at Children’s Hosgpital,

IF YOU ARE NOT A CITIZEN OF THE UNITED STATES

Da you currently hold a visa tfor the US.? I yes, dascribe:

What type of visa will you hold while you are at CH?

If you are cumently in the U_S. on an Exchange Visitor Program, give the name and program number of your present sponsor

¥ you are living outside of e LS. and contemplate entry as an exchange visitor, complste beiow:

_ . Male ____ Female Single __ . Mamed _ Widowed __ Divorced ____ Separated
Date of Birth Country of Birth
Wonth day yeat
Place of Binh Country of Citizenship
Fult name nf spouse
Have vou previousty been in the U.S. as an ex=hange visitor? Yes No
Wil dependents accompany you? Yes ____ No Will dependents travel with your Yes ___. No

List on 3 separate sheer: Names, relaiionships, cates and places of birth, and nationalities for each family member.

A gtadu:ita of a forsign medical school {except Canadal wha will treat patients is required o be certified by the Educational Council
* for Fereign Medical Graduates {(ECFMGI. |f you are cenified, please indicate below:

Stancard Certificate: Mumber iphotocopy must be enclosed}

tnterim Certificate: Number iphatocopy must be endosed). L.

Date of Passing ECFMG Exam:

Have you taken and passed the Visa Qualifying Examination (VQE? Yes Ng

Have you taken and passed the Foreign Medical Graduate Exam in the Medical Sciences [FMGEMS)?

Yes Na (first FMGEMS 7/24/84)

Signature of Appicant Date

PLEASE DX NOT WRITE BFLOW THIS LINE



