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HOSPITAL

Instruction for Completionof Applicationfor
Ap point ments to the Housestaff of the

University of North Carolina Hospitals
Cha pel Hill, North Carolina 27514

Completeall requiredinformationontheap plication form. Se lectapositionand ser vice from the list be low and in di cate it on the

applicationform.

Optionsfor Positionand Service Desired:

Position Service
1%Year Post Grad u ate Anesthesiology Rheumatology Pathology-Anatomical & Physical Medicineand
2n Year Post Grad u ate AnesthesiologyPediatrics GeriatricMedicine Clinical Rehabilitation
3rdYear Post Grad uate AnesthesiologyPainMgmt  |nterventional Cardiology Blood Banking/ PlasticSurgery
4" Year Post Graduate Dentistry _ Clinical Cardiac. Electro. TransfusionMed. PreventiveMedicine
5tYear Post Grad uate General Practice Hematology/Oncology Cytopathology Psychiatry
6tYear Post Graduate PediatricDentistry PulmonaryDisease, ForensicPathology Adult
;ﬁ\\((::rrlgoossttgr;%duuaat‘ge De?r%lt'(\)/llgg)l/lomdal Surgery CriticalCare Hematology/Pathology Child&Adolescent
- oo - NeurologicalSurgery Neuropathology DiagnosticRadiology
Subspecialty Resident: EmergencyMedicine Neurology Pediatrics(Lyr) Neuroradiology
Year 1 FamilyPractice AdultNeurology Pediatrics (3yrs) Vascular/Interventional
Year2 Medical Genetics ChildNeurology PediatricCritical Care RadiationOncology
Year3 Internal Medicine(1yr) MolecularGeneticPathology ~ PediatricEndocrinology ~ Surgery-General
|ntern§|Medlcme(?fyrs) NuclearMedicine PediatricHematology/ Surgery-Critical Care
Cardloyascul_aerlsease Ob/Gyn Oncology Surgery-Vascular
Endocrine, Diabetes, Ophthalmology Neonatology/Perinatal CardiothoracicSurgery
Metabolism Otolaryngology PediatricPulmonary Urology
Gastroenterology PediatricGastroenterology  InternalMedicinePediatrics
InfectiousDiseases PediatricSportsMedicine
Nephrology

The following documentation must be mailed directly to the
Training Programtowhichyouareapplying.

1

2

Application for Housestaff Appointment.
Three letters of reference.

a. One letter of reference should be mailed from the
Dean of the School of Medicine/Dentistry from

which the applicant graduated certifying the
degree awarded or anticipated date.

b. One letter of reference must be mailed from the
Chairman in the chosen specidty a the
Medical/Dental School from which the applicant

graduated.

c. A third letter of reference.

In case of advanced applicants, one letter should be

mailed from the hospital in which the applicant is on
the medical staff or intraining.

UNC Hospi talsHousestaff Appli cation 2003/2004

The responsibility for securing letters of reference
rests with the applicant and all letters of reference,
transcripts and supporting documents should be
addressed directly to the Chief of Service or Director
of the Training Program in which the applicant is
interested. DO NOT have recommendation | etters sent
directly tothe Director of Graduate Medical Education
or just to UNC Hospitals. Thishospital doesnot havea
central office where applications are reviewed. Each
clinical department handles its own applicants.

An official Medical/Dental School transcript from the

Registrar of the School of Medicine or Dentistry. A
photocopy is not acceptable. The transcript must be
mailed directly to the department.

A recent photograph is helpful but not required.

Read carefully and sign the Authorization for Release
of Information.
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Applytoonlyonedepart ment onasingleappli cation.

PositionApplyingfor

TrainingProgram

AnticipatedStartingDate

Name

Last First Middle

M edical/Dental Education
School

Degree

Date

ApplicantAddress

School or Hospital Ad dress

PresentHomeAddress(mail ing)

PresentHomeAddress

Telephone

Dean’s Of fice or School # where you can be reached

Home #

Fax Number

Internet Address

Date of Birth

Place of Birth

Soc. Sec. No.

U.S.Citizen
Yes 0 No O
If notaciti zen,

Type of Visa

Areyouregisteredwith:
NRMP OMP NMS (circdeone)

Yes OO # No O

UNC Hospi talsHousestaff Appli cation2003/2004

University of North Carolina Hospitals
Applicationfor Housestaffap pointment

AttentionCouples:

If youwantyour appli cationconsideredinconjunctionwiththat
of another person, please provide the following information

about that per son:

Name

Service

CollegeEducation

School
Major

Degree
Date
ClassStanding

Other Graduate School and Postgraduate Education and
Training

Pleaselist resi dences(type), subspeciaty training (type), teach-
ing ap point mentsor ex peri encesingeneral practice.

Program

Place
Date

DegreeEarned/
SatisfactorilyCompleted

Program
Place
Date

DegreeEarned/
SatisfactorilyCompleted

Program

Place

Date

Degree Earned/
SatisfactorilyCompleted

Program

Place
Date

Degree Earned/
SatisfactorilyCompleted
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Namesof ref er encesfrom whom wemay ex pect let ters:
1. Dean’slet ter will befrom:

Name

Title

2.Chair man’ sletter will befrom:

Name

Title

3.Third ref er ence;

Name

Title

Honors, Professional Awardsand Mem ber ships

Haveyou taken Part |1 of theMed i cal National Boardsor
USMLE?

Yes I No I Not Ap pli cable TJ

Date Score

Medi cal or Dental National BoardsPartsl & Il or USMLE
dates and scor es:

Part |l
Partll

Have you taken any parts morethan once? If so, give dates
and scores:

For eign Grades:
Have you taken and passed VISA Qualifying Exams or
FMGEMS?

Yes 0 No [ Score

Have you taken and passed ECFM G Exam?
Yes O No OJ

Score

UNC Hospi talsHousestaff Ap pli cation 2003/2004

Attacharecentphotograph
(optional)

Areyou Li censed topracticein any states? Pleaselist:

Researchor Exper imental Work*:

Publicationsand Presentations*:

Statement of Career Goalsand typeof Grad u ate
Educational Programsdesired*:

Extracurricularinter ests*:

Statement regardinggeneral healthand physi cal abil ity*:

* You may wish toat tach adetailed per sonal state ment.
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MilitaryExperienceor National Health Programs
(NIH, PHS, IHS, etc.)

Type of Discharge
Subjecttoactiveduty? Yes [

No [

Areyouable, physi callyand mentally,topracticesafely and
com petentlywithor withoutreasonableaccommodation?

Yes O No O (explain) Uncertain O (explain)

Have you ever been warned by the Drug En force ment Ad-

ministration (US or State) or hasany por tion of your Con-
trolled Substances Registration Certificate been denied,
revoked, suspended, or sur rendered?

Yes O (explain) No O

Have you ever been con victed or pleaded guilty toavi ola-
tion of Fed eral, State, or Local L aw other than mi nor traf fic
violations?

Yes O (explain) No I

Haveyou ever beenvol untarily or invol untarily suspended
fromaResi dency Programor Medi cal Staff?

Yes [ (explain) No I

If it took morethan four yearstocom pleteMed i cal Schoal,
pleaseexplain:

Pleasenotify your depart mentimmedi atelyif any of your re-
sponseson thisappli cation change.

HD 4893 Rev 09/02

Authorizationfor Releaseof | nfor mation

By ap ply ing to the Housestaff of the Uni ver sity of North Carolina
Hospi tals, | hereby signify my will ingnesstoap pear forinter views
inconnectionwithmy appli cation. | hereby authorizetheHospi tal,
the Schools of Medicine/Dentistry of the University of North
Carolinaat Chapel Hill andtheir representativestoconsultwithad
ministratorsand membersof themedi cal staffsof other hospi tal sor
insti tutionswithwhich| havebeenassoci atedandwithany andall
others,including but not limited to: past and present mal practice
carriers, educational in sti tutionsandresi dency programswhich
may haveinfor mationbearingonmy professional competenceand
ex peri ence, my char acter, my mental and/or emotional health, my
physi cal hedth, my ethi cal qual i fi cations, and my abil ity towork
withothers. | consenttotheinspectionby theHospi tal, the Schools
of Medi cine/Dentistry of the Uni ver sity of North Carolinaat Cha
pel Hill andtheir representativesof any andall doc u ments, includ-
ingmedi cal recordsat other hospi tals, that may berel evant toan
eval uationof my professional, moral andethi cal qual i fi cations.

| hereby releasefromli abil ity all representativesof theHospi tal
and the Schoolsof Medi cine/Dentistry for their actsper formedin
goodfaithineval uating my ap pli cation, my credentialsand my
qualifications. | aso hereby releasefromliabilityalindividuals
andor gani zationswhoprovideinformation, includingotherwise
privileged or confidentia information to the Hospital and the
Schools of Med i cine/Den tistry in good faith and with out mal ice
concerningmy professional status or other qudifications, and
hereby con sentto therelease of suchinfor mation.

| certify that all statementsonthisap pli cationaretrueand complete
to the best of my knowl edge. | un der stand that any mis state ments
in,omissionsto, orfal si fi cationof,any documentrelatedtothisap

pli cationmay resultinrejectionof my appli cationor my dismissal
If | amem ployed. | under standif | amem ployed by theUni ver sity
of North CarolinaHos pi tals or the Uni ver sity of North Carolina
Schoolsof Medi cine/Dentistry, | will berequiredtoproduceorigi
nal documents verifying (1) my identity, and (2) either United
StatesCiti zenshipor authori zationtowork intheUnited States, in
compli ancewith Federal Immi grationReformand Control Act of

| un der stand that it isman datory that UNC Hospi talsdisclose my
Social Security Number pur suanttovari ousfedera and statelaws

involv ing taxes, in come, and debts owed to the state. | vol untary
authorizeUNCHospi talstousemy Social Security Numberinthe
futureasaper sonal identi fier forinter nal record keeping and data

processingpurposes/

Signature

Date

Com pleted ap pli cation should bemailedto:
Resi dency ProgramDi rector

(Clini cal Departmentname)

University of North Carolina
Chapel Hill, NC 27599 USA
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HOSPITALS

Author ityfor Releaseof Infor mation

Name (First, Middle, L:ast)
Maiden Name(if appli cable)

Current Address How Long?

City, State, Zip

Previ ousAddress#1 How Long?

City, State, Zip

Previ ousAd dress#2 How Long?

City, State, Zip

ApplicantSocial Security Num ber / / Date of Birth - -

Driver Li cense Num ber and State | ssued

ApplicantAuthorization

| hereby authorize UNC Hospitals' Of ficeof Graduate Medical Educationto uti lizeaCon sumer Reporting Agency
(CRA)toverify my past and present driving recordsand any infor mation | haveprovided. | alsoauthorizetheCRA to
performacrimi nal recordssearch.

| under standthat theCRA doesnot guar anteetheac curacy or timeli nessof theinfor mation obtained from other sources
andthat the Of ficeof Grad uateMedi cal Ed u cationshall not be liableforanyinaccuracy intheinformation ob tained
from other sourcesthat isin cluded in the con sumer re port.

Further, | authorizemy cur rentandfor mer employ ersaswell asother or gani zationstop rovidesuchinfor mationtothe
CRA and| hereby releaseand holdharmlessUNC Hospi tals, the CRA, and my cur rent and for mer em ploy ersaswell as
other or gani zationswho haveprovidedinfor mation onac count of thecol lectionor useofsuchinfor mationin con nec
tionwith my con sumer report.

Consumer Disclosure

| un der stand that apre-employment con sumer re port may be ob tained by UNC Hospi talsfromaConsumer Reporting
Agency for employ ment pur poses.

Ap pli cants Sig nature Date

DepartmentName

For of ficeuseonly Fax to Insight at 1-800-888-3487
Faxed OGMEAccountNumber ZZ65855
UNCHospitas

[ crimina History [] MotorVehi deRecord

Crimina (1) 2 (3)

Uni ver sity of North Carolina Hos pi tals, 101 Manning Drive, Cha pel Hill, North Carolina 27514



