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RESIDENCY/FELLOWSHIP APPLICATION
SELECT PROGRAM:

(  CARDIOLOGY

(  INTERVENTIONAL CARDIOLOGY

(  RHEUMATOLOGY

(  INTERNAL MEDICINE
(  FAMILY PRACTICE



(  GENERAL SURGERY

(  GASTROENTEROLOGY
(  Neuromusculoskeletal Medicine



(  Neuromusculoskeletal Plus One
NAME:

_________________________________________
SSN #:
_____________________
ADDRESS:
_________________________________________ 
PHONE:____________________ 



_________________________________________ 
EMAIL:
_____________________ 

AOA NUMBER:
_________________________________________ 
DATE OF BIRTH:_____________ 

MEDICAL SCHOOL:
__________________________________________________________________ 

YEAR OF GRADUATION:
________________________________

CURRENT PROGRAM:
__________________________________________________________________ 

PROGRAM DIRECTOR:__________________________________________________________________ 

EXPECTED GRADUATION:
________________________________ 

Have you ever been prosecuted for or convicted of a felony or a misdemeanor (excluding minor traffic violations but including driving while intoxicated or under the influence)?  Include any deferred adjudication, deferred prosecution, or pleas of no contendre.  


(  YES

(  NO

Are any such felony or misdemeanor proceedings pending?



(  YES

(  NO  

To complete your file, please submit copies of your original medical school transcript, COMLEX/USMLE scores, Dean’s letter, CV, Personal Statement, picture, three letters of recommendation including one from your current program director, medical school diploma, current ACLS, driver’s license and SS card.
I hereby authorize any prior employers to provide such information concerning my employment with them as may be requested, and also authorize the Registrar/Placement Office of all educational institutions attended to release an official copy of my transcript and, if available, faculty appraisals. I also authorize any appropriate licensing board to release full information concerning my licensure status and my licensure history.
APPLICANT SIGNATURE:
_________________________________DATE:
_____________________
Plaza Medical Center of Fort Worth, 900 Eighth Avenue, Fort Worth, Texas  76104

