Department of Epidemiology and Public Health
University of Maryland School of Medicine 
Application for Residency Training in Preventive Medicine

	Name: Click or tap here to enter text.
	Start Date: Click or tap here to enter text.


	
	Full time:☐
	Part time: ☐

	Address: Click or tap here to enter text.
	US Citizen:          Yes ☐           No:☐
Visa status: Click or tap here to enter text.

	Phone: Click or tap here to enter text.
	Email: Click or tap here to enter text.

	Birthdate: Click or tap here to enter text.
	Birthplace: Click or tap here to enter text.



	
	SCHOOL
	LOCATION
	DEGREE
	DATE

	PREMEDICAL
EDUCATION
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	MEDICAL 
EDUCATION
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	RESIDENCY
TRAINING
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	POSTDOCTORAL
FELLOWSHIP
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.


	MEDICAL BOARD
EXAMINATIONS
	WHERE TAKEN
	DATE
	SCORES

	USMLE
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	FLEX
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	ECFMG
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	OTHER
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.


	MEDICAL LICENSURE

	STATE
	LICENSE NUMBER
	EXPIRATION DATE

	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.	Click or tap here to enter text.


	PGY-1 RESIDENT TRAINING 
PROGRAM DIRECTOR
(address and phone number required)
	Name:Click or tap here to enter text.

	
	Address: Click or tap here to enter text.

	
	Click or tap here to enter text.
	
	Phone: Click or tap here to enter text.



	REFERENCES:
	At least three are required, including one from your medical school dean’s office and one from your PGY1 Program Director. Please request that letter be sent directly to the Preventive Medicine Residency Program.

	NAME AND TITLE
	ADDRESS
	TELEPHONE NUMBER

	1. Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.
	2. Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.
	3. Click or tap here to enter text.
	Click or tap here to enter text.	Click or tap here to enter text.


	How did you learn about our program? [Check appropriate box(es).]

	☐Directory, Graduate Medical Education Programs
	☐Directory, Preventive Medicine Residency Programs 
	☐Brochure
	Website
☐UMB  ☐ACPM
☐Other: Click or tap here to enter text.


	☐Current/ Former resident
	☐Colleague
	☐Advertisement 
	☐Other: Click or tap here to enter text.



	Transcripts: 
	Both undergraduate and medical school transcripts are required. Please have TWO official copies of your transcripts sent directly to the Preventive Medicine Residency Program.

	Biographical Sketch:
	Please specify your reasons for selecting residency training in Preventive Medicine and include information about your special skills, interests, and career goals.  Also provide your CV. 

	Date of Application: Click or tap here to enter text.
	Signature of Applicant: Click or tap here to enter text.



Submit application and all supporting documents to:
Preventive Medicine Residency Program
Via lschmand@som.umaryland.edu 
Please include your last name and the month and year of your application in the subject line.
