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Oregon Health & Science University
University Hospital & Affiliated Hospitals

APPLICATION FOR:

Portland, OR 97239

INTERNSHIP [ ]
RESIDENCY []

FELLOWSHIP []
IN
for period beginning at year level
(1,2,3,4,5,6,7,8)
All questions must be answered in full.
Name
Surname First Name Middle Name Maiden Name
Present address
Number Street City State Zip
Home address
Number Street City State Zip
Current Email Address:
Social Security # 6. Present telephone
Place of Birth 8. Home telephone
Date of Birth 10. Country of Citizenship

If not US Citizen, list Visa type and number

ECFMG # (If appropriate)

College(s) or University(s)

Valid through

Date(s) of Graduation

Degree(s)

Medical or Dental School

Dates Attended

(Expected) Date of Graduation

Previous Internship: Hospital

Degree

Service

(If Any)  Dates

Previous Residency: Hospital

Service

(If Any)  Dates

Staff Positions: Hospital

Service

(If Any)  Dates
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21.

22.

23.

24,

USMLE: Grade Step 1 Grade Step 2 Grade Step 3
Percentage Step 1 Percentage Step 2 Percentage Step 3
Licensure (States and Numbers)

Research experience, publications, special skills

Electives, foreign travel, special medical experiences

Honors

Future plans in medicine

Major extracurricular interests

Signature Date

The following are required from each applicant applying for first postgraduate year (PGY-1) positions:

One signed copy of this application and
Letters of recommendation from the Dean of your Medical School, including dates.

The following are required from each applicant applying for positions at the second post graduate year or above:

One signed copy of this application and

Letters of recommendation from the Dean of your Medical School, including dates;

Letters of verification from the Program Director(s) of prior residency training, including dates, location
and verification of completion;

Verifications of any previous staff positions.

All applications and letters should be sent to:

Program Director

Department of Division to which you are applying (i.e. Neurology, Surgery)
Oregon Health & Science University

3181 SW Sam Jackson Park Road

Portland, OR 97239-3098



	RESIDENCY___
	     FELLOWSHIP ___


	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	field of study: 
	start date: 
	year level: 
	surname: 
	first name: 
	middle name: 
	maiden name: 
	street address: 
	home street address: 
	state: 
	hm state: 
	zip code: 
	hm zip code: 
	city: 
	home city: 
	email adress: 
	ssn: 
	place of birth: 
	present telephone: 
	home telephone: 
	d: 
	o: 
	b: 


	country: 
	Visa type and number: 
	ECFMG: 
	valid through: 
	colleges or univ 1: 
	colleges or univ 2: 
	date of grad: 
	degrees: 
	med or dent sch: 
	m or d dates: 
	dt of grad: 
	degree: 
	prev int hosp: 
	prev int serv: 
	prev int dates: 
	prev res hosp: 
	staff pos hosp: 
	prev res serv: 
	staff pos serv: 
	prev res dates: 
	staff pos dates: 
	grade step 2: 
	grade step 1: 
	grade step 3: 
	pcnt stp 2: 
	pcnt stp 1: 
	pcnt stp 3: 
	lic states and no: 
	s: 

	res exp, pubs, skills ln 2: 
	res exp, pubs, skills ln 3: 
	res exp, pubs, skills ln 4: 
	res exp, pubs, skills ln 1: 
	electvs, for trav, spec med exp ln 3: 
	electvs, for trav, spec med exp ln 4: 
	electvs, for trav, spec med exp ln 2: 
	electvs, for trav, spec med exp ln 5: 
	electvs, for trav, spec med exp ln 1: 
	honors ln 2: 
	honors ln 4: 
	honors ln 3: 
	honors ln 5: 
	honors ln 1: 
	future plans in med ln 3: 
	future plans in med ln 4: 
	future plans in med ln 2: 
	future plans in med ln 5: 
	future plans in med ln 1: 
	mj extracurric activ's ln 1: 
	mj extracurric activ's ln 2: 
	mj extracurric activ's ln 3: 
	Signature: 
	Date: 


