
Each applicant must answer all questions

THE GEORGE WASHINGTON UNIVERSITY MEDICIAL CENTER
Director, Psychiatry Residency Programs

2150 Pennsylvania Avenue, NW,
Washington, DC 20037

202-994-2956

Date of Application _______________

1. APPLICATION FOR:

 a. RESIDENCY in _________________________________________  to begin ___________

(Name of department in which you seek appointment)

b. Specialty Program

Within that Residency _____________________________________ to begin ___________

c. FELLOWSHIP in _________________________________________ to begin ___________

(Name of department in which you seek appointment)

d. Level of training for which you are applying for in program, 1st yr. 2nd yr. 3rd yr. other

2. Name in full __________________________________________________________________________________   ________________________
Last (Family) First Middle     Social Security Number

3. Address (mailing) _______________________________________________________________________________________________________
Street No. City State Zip Phone

4. Address (permanent) ____________________________________________________________________________________________________
Street No. City State Zip Phone

5. Date of birth ______________________________ Birthplace ______________________________ Citizenship ____________________________

6. If foreign citizen, type of visa _____________________________________________________________ visa number ______________________

7. Sex ___________ Next of kin _____________________________________________________________________________________________
Name Relationship

_____________________________________________________________________________________________________________________
Address

8. Do you have or have you ever had a serious illness? ______________ If yes, please describe on separate attachment.
Statement of Health (check one)
_______ I am in good health and have no physical or mental limitations.
_______ My health is such that I have limitations,but I believe that this would not significantly impair my fulfilling the responsibilities of a house officer.

9. If you are a graduate of a foreign medical school: Have you passed the ECFMG examination? Yes No
Have you passed the VQE (Visa Qualifying Examination)? Yes No
ECFMG Certificate No. ______________ Interim        Standard         (A copy of ECFMG certificate and score report must be attached)

EDUCATIONAL BACKGROUND

10. a. College ______________________________________________________________________ 19 ______ to 19 ______ Degree __________

_______________________________________________________________________________ 19 ______ to 19 ______ Degree __________

b. Medical School ________________________________________________________________ 19 ______ to 19 ______ Degree __________

_______________________________________________________________________________ 19 ______ to 19 ______ Degree __________

(1) Approximate class standing ____________________________________________________________________________________________

(2) Honors and awards ___________________________________________________________________________________________________

c. AMA-approved first-year Residency (Internship): Type _____________________________________________________________________

___________________________________________________________________________________ ________19 ____ to ________ 19 ____
Name of Hospital City State or Country    Month      Month

Type _________________________________________________________________________________________________________________

___________________________________________________________________________________ ________19 ____ to ________ 19 ____
Name of Hospital City State or Country    Month      Month

PHOTOGRAPH
( Required)

Approx.
2 .5 " x 3'



d. Subsequent hospital experience _________________________________________________________________________________________
Residency, Fellowship, other Specialty

______________________________________________________________________________________  ________19 ___ to ________ 19 ___
Name of Hospital City State or Country Month Month

_____________________________________________________________________________________________________________________
Residency, Fellowship, other Specialty

______________________________________________________________________________________  ________19 ___ to ________ 19 ___
Name of Hospital City State or Country Month Month

e. Graduate work completed (institutions and dates)____________________________________________________________________________

_____________________________________________________________________________________________________________________

11. Professional practice (place & dates) _______________________________________________________________________________________

_____________________________________________________________________________________________________________________

12. List publications and scientific work in which you have participated ________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

13. Military service and status ________________________________________________________________________________________________

14. Other relevant experience ________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

15. Medical Licensure ______________________________________________________________________________________________________

16. Has your license to practice medicine in any jurisdiction ever been limited, suspended, or revoked? __Yes __No __N.A.

17. Has your Narcotics Number ever been rescinded? __Yes __No __N.A.

18. Has any hospital ever suspended, diminished, revoked, or failed to renew, your privileges? __Yes __No __N.A.

19. Have you ever been denied membership or renewal thereof, or been subject to disciplinary
           proceeding, in any medical organization? __Yes __No __N.A.

20. Have you had any malpractice judgments against you within the past five years? __Yes __No __N.A.

21. Have you ever been convicted of a felony? __Yes __No __N.A.

If you have answered Yes to any of items 16 - 21 a full statement of explanation must be attached.

22. At the present time, do you plan to take training beyond your first post-graduate year? _________________________________________________

_____________________________________________________________________________________________________________________

23. Area of interest within the specialty _________________________________________________________________________________________

24. Have you agreed to participate in the Matching Plan if you are applying for a first-year position? _________________________________________

25. Do you agree that, if you accept this appointment, you will not resign for a similar position in another institution? __________

(Signed) _____________________________________

Return one copy of this application to the director of the program to which you are applying. A photo copy should be sent to the dean of your medical school.

UNIVERSITY POLICY ON EQUAL OPPORTUNITY

The George Washington University does not unlawfully discriminate against any person on the basis of race, color, religion, sex, national origin, age, disability, veteran status, or sexual orientation.  This
policy covers all programs, services, policies and procedures of the University, including admission to education programs and employment.  The University is subject to the District of Columbia Human
Rights Law.

Inquiries concerning application of this policy and federal laws and regulations regarding discrimination in education or employment programs and activities may be addressed to Susan B. Kaplan,
Associate Vice President for Human Resources, The George Washington University, Washington, DC 20052, (202) 994-4433, or to the Assistant Secretary for Civil Rights of the U.S. Department of
Education.

Disabled individuals who need special information should call the Office of Disability Support Services (202) 994-8250 (TTD/voice).

UNIVERSITY POLICY ON DRUG TESTING

The Board of Trustees of The George Washington University are committed to making the University Hospital a drug-free environment.  Within one week of beginning training, all housestaff will be tested and
any house officer who is positive will be required to have counseling and/or monitoring and/or referral to the Medical Society of the District of Columbia.


