[image: image1.png]SAINT Louts
UNIVERSITY.



Saint Louis University Health Sciences Center

Application for Postgraduate Training

in the Department of

C-STARS Saint Louis


1. NAME:     ____________________________________________________________________

Last 



First



 Middle 

2. ADDRESS:   _________________________________






             Present 
___________________________________________________________________________________ 
Permanent Address (if different from above) 
____________________



E-mail Address 
_______






_______



 
Home Telephone Number 





Work Telephone Number 
_______






_______




Date of Birth 






Place of Birth 
_______












Social Security Number 





Citizenship 
3. PREVIOUS EDUCATION AND TRAINING: 
	
	Name & Location 
	        From 
	           To 
	Major & Degree 

	Colleges 
	
	
	
	

	Medical/ Professional  School 
	
	
	
	

	Internship 
	
	
	
	

	Residencies 
	
	
	
	

	Fellowship 
	
	
	
	


4. LICENSURE (If you are currently enrolled in medical school, skip #7): 

Do you have a permanent or temporary license to practice medicine in the 
State of Missouri? 







Yes 

No 

List any and all licensures (temporary and/or permanent) you have held in other jurisdictions:

__________________     ________________     __________________     __________________ 
State 


       Date Issued 

Number 

Type 
__________________     ________________     __________________     __________________ 
State    


      Date Issued 


Number 

Type 
__________________     ________________     __________________     __________________ 
State 


     Date Issued 


Number 

Type 
__________________     ________________     __________________     __________________ 
State 


     Date Issued 


Number 

Type 
DRUG NUMBER:

DEA (Federal) _________________________ 

     _______________________ 
Number 



      Date Issued 
BNDD (Missouri)  _______________________ 

_______________________ Number 



     Date Issued 

5. 
Has your licensure to practice medicine in any jurisdiction ever been 
Suspended, revoked, or placed under investigation? 



Yes 
No
Has your licensure or registration to prescribe narcotics ever been 
Suspended, revoked, or placed under investigation? 



Yes 
No
Have you ever been named or otherwise involved in any 
Malpractice claim or settlement? 





Yes 
No

Have you ever been convicted of a felony, pled “NOLO CONTENDRE”, 
or have you ever been placed on probation for any offense other than a 
traffic violation? 







Yes 
No 

If you answered “Yes” to any of the above, please provide the details on a separate sheet of paper.

Have you ever been licensed to practice medicine under a different name? 
Yes 
No
If yes, please indicate name: _______________________________________________________ 

6. Please identify any medical practice or employment as a physician since graduation from medical school other than postgraduate training listed on pages 1 and 2. Please indicate dates. 
7.  INTERNATIONAL MEDICAL GRADUATES:

Do you have a valid visa? 





Yes 

No 

If yes: Type _______________ Number __________________ Date Issued ____________________ 

Do you have a permanent ECFMG Certificate? 



Yes 

No 
If yes, please provide a copy of the certificate. 

________________________________________ 
____________________________________ 
       Certificate Number 





Date Issued 

Have you passed the ECFMG / VQE / FLEX / TOEFL Examination?

If yes, indicate exam and score(s): _______________________________________________________ 
   _______________________________________________________ 
   _______________________________________________________ 
Are you scheduled to take any of the above-listed tests? 


Yes 

No

If yes, indicate type and scheduled dates: 
__________________________________________ 


_______________________ 
Type 






      Date 

8. 
Please attach a one-paragraph bio-sketch describing your background and experiences, which have led to your interest in C-STARS. 
In making application for appointment to the C-STARS program of Saint Louis University School of Medicine, I certify that the information contained on this application is true and correct. I fully understand that any significant misstatements in or omissions from this application constitute cause for summary dismissal. 
_____________________________________________        

_______________________

Signature of Applicant 





      Date 
