Clinical Affairs Use Only: SIS CODE______________


     Attach Photo

East Tennessee State University

James H. Quillen College of Medicine

Office of Graduate Medical Education
Application for Observership

Full Name:_______________________________

Social Security #________________

Mailing Address: _______________________________________________________________

_____________________________________________________________________________

Email Address: ________________________________________

Date(s) of Observation:_________________

DOB: ____-____-____
Gender: ____M ____F
Marital Status:__________________

Citizenship:_____________________
Country of Origin:___________________________

Current Visa Status:_____________
Visa#:__________________ Expiration:_______________

Date of First US Entry:___________ INS Classification held on first Entry:_________________

Attach copy of visa

UNDERGRADUATE AND GRADUATE EDUCATION PRIOR TO MEDICAL SCHOOL

Institution:__________________________
Location:__________________________________

Field of Study:__________________ Dates:_____________________ Degree:______________

MEDICAL EDUCATION

Institution:___________________________
Location:____________________________

Degree:_______________________


Year:__________________

Did you ever take a leave of absence or break from your medical education: 
___yes ___no
Was formal disciplinary action ever taken against you?:



___yes ___no
Were any limitations or special requirements imposed on you because of academic performance, disciplinary actions, or other reasons?



___yes ___no

FOR QUESTIONS ABOVE, (YES( ANSWERS MUST BE ACCOMPANIED BY COMPLETE DETAILS ON A SEPARATE SHEET.

If foreign medical graduate, are you certified by the Education Council for Medical School Graduates?___Yes ___No    ECFMG Expiration Date:___________(copy must be attached)
ADDITIONAL POSTGRADUATE MEDICAL EDUCATION

Complete Name of Hospitals Where Training Was Conducted (Do NOT abbreviate)

_____________________________________________ Dates Attended:__________________

Address: 
__________________________________________________________________

City, State/Province:____________________________________________________________

Country (U.S. or Canada only), Zip/Postal Code:____________________________________

Complete Name of Affiliated University or College (Do NOT abbreviate)

_____________________________________________ Dates Attended:__________________

Address: 
__________________________________________________________________

City, State/Province:____________________________________________________________

Country (U.S. or Canada only), Zip/Postal Code:____________________________________

IMPORTANT: List all training in chronological order.  Report each postgraduate year (PGY) separately.


PGY____
____Internship
____Residency 
____Fellowship

Department____________________________________________

From: _______
______
To:_______
______

Month      
Year

      Month      Year
Successfully Completed? ____Yes
____No _____in progress

________________________________________________________________________

PGY____
____Internship
____Residency 
____Fellowship

Department____________________________________________

From: _______
______
To:_______
______

Month      
Year

      Month      Year
Successfully Completed? ____Yes
____No _____in progress

________________________________________________________________________

PGY____
____Internship
____Residency 
____Fellowship

Department____________________________________________

From: _______
______
To:_______
______

Month      
Year

      Month      Year
Successfully Completed? ____Yes
____No _____in progress

PGY____
____Internship
____Residency 
____Fellowship

Department____________________________________________

From: _______
______
To:_______
______

Month      
Year

      Month      Year
Successfully Completed? ____Yes
____No _____in progress

________________________________________________________________________

IN RELATION TO YOUR GRADUATE MEDICAL EDUCATION: (Please circle)

Did you take a leave(s) of absence or break(s) from your graduate medical education?  Yes/No

Were you ever place on probation:






       Yes/No
Were you ever disciplined?







       Yes/No
Were any negative reports ever filed against you?




        Yes/No

Were any limitations or special requirements imposed on you because of academic 

difficulties, disciplinary actions, or for any other reason?



         Yes/No

FOR QUESTIONS ABOVE, (YES( ANSWERS MUST BE ACCOMPANIED BY COMPLETE DETAILS ON SEPARATE SHEET.

OTHER EDUCATIONAL OR EMPLOYMENT EXPERIENCES

Type:_________________________________
Location:____________________________

Dates:    From:______________
To:______________

Reference:_____________________________________________________________________

Type:_________________________________
Location:____________________________

Dates:    From:______________
To:______________

Reference:_____________________________________________________________________

LICENSING EXAMINATIONS (State, National Boards, Flex, etc.)

Type of Exam:___________________________
Location:____________________________

Date:____________________
License #:_______________    Expiration Date:_________

Type of Exam:___________________________
Location:____________________________

Date:____________________
License #:_______________    Expiration Date:_________

ADDITIONAL INFORMATION

Have any of the following ever been restricted, suspended, revoked, or voluntarily surrendered?

Hospital Privileges


_____Yes
_____No

State Medical License

_____Yes
_____No

License to prescribe narcotics 
_____Yes
_____No

Do you have or have you ever been treated for alcoholism, narcotic addiction, mental illness or any other chronic illness or physical defects which would impair your ability to safely and competently practice medicine?
_____Yes
_____No

Have you ever been convicted of a felony or misdemeanor other than routine traffic offense?  _____Yes
_____No

Has any claim or suit for alleged malpractice ever been brought against you?  _____Yes_____No

FOR QUESTIONS ABOVE, YES ANSWERS MUST BE ACCOMPANIED BY COMPLETE DETAILS ON SEPARATE SHEET.

In case of an emergency contact:

Name:

__________________________________________________

Address:
__________________________________________________

__________________________________________________

Telephone #:
___________________
Relationship: _______________

I certify that the information I have given is complete, true, and correct to the best of my knowledge.  I also affirm that I have not knowingly withheld any facts or circumstances in completing this data sheet.  I consent to references and former employers being contacted regarding this information.  I understand that any misrepresentation of information by me may be cause for my termination.

Applicant’s Signature:_____________________________
  
Date:_______________
Program Director:_________________________________
  
Date:_______________

Program Chair:___________________________________
  
Date:_______________

Note:  If you have applied to our Family Medicine Residency Programs through ERAS and have on ERAS the supporting documents requested, please circle appropriate choice(s) below:

I have applied to Kingsport, Bristol, Johnson City on ERAS.  My 

AAMC ID # is: _________________________________
