Los Angeles County + University of Southern California Medical Center

APPLICATION FOR RESIDENT PHYSICIAN GY-2/GY-7

Return completed applications directly to the specialty department to which you are applying.  In addition, complete the upper section of the Dean’s Report and the Program Director’s Report and forward these forms to the appropriate persons without delay.  Contact the department for deadline dates for receipt of these forms.  
Timothy E. Botello, M.D., M.P.H.

P.O. Box 86125

Los Angeles, CA 90086-0125
(323) 226-4942
------------------------------------------------------------------------------------------------------------

Specialty Desired: _____________________________________________________________________________________

Year Desired: (circle)
GY-2

GY-3

GY-4

GY-5

GY-6 

GY-7

Name:  ________________________________________________________________________________________________


(last)





(first)



(middle)
Address: (Street) _________________________________________________________________________________________


(City) ____________________________________ (State) _______________________ (Zip Code) _______________

Telephone (            ) ________________________________    Social Security #: _____________________________________

Citizenship: ______________________________________  Visa Status (if applicable): ________________________________

Do you possess a California State Physician’s & Surgeon’s Certificate?

Yes __________

No __________

If yes, License #: ___________________________
Issued: _____________________
Expiration: ______________________

If no, have you applied for a Certificate:  
Yes ________________
  No _______________

--------------------------------------------------------------------------------------------------------------------------------------------------------------

Foreign Medical Graduates:  (please attach copies of the following forms or exam scores)

Do you have an ECFMG Certificate which is currently valid?
Yes _________________
  No _________________

Have you taken and passed the FLEX, National Board Exam, or the USMLE?
Yes _______________
No ________________

Do you have an authorization letter from the Medical Board of California to train in this state or do you have a currently valid California Medical License?
Yes __________________
No _________________
---------------------------------------------------------------------------------------------------------------------------------------------------------------

Have you ever been convicted of anything other than a minor traffic violation?    Yes ____________
No ___________

If yes, please attach an explanation.  (This will not necessarily prevent consideration of your application).  

I certify that the statements on this form are true and correct and are made without any mental reservation whatsoever.  I have not omitted or withheld any information.  I also authorize my former employers and other individuals to give any information concerning me, whether or not it is on their records and I hereby release them and their companies from any liability whatsoever.  I understand I will be subject to dismissal if any information on this application is found to be untrue.  

Signature:  ________________________________________________________
Date ________________________

APPLICATION FOR RESIDENCY TRAINING – PAGE 2

Name: ___________________________________________________________________________________________________


(last)





(first)




(middle)

Medical School Training

Medical School: ___________________________________________________________________________________________

Address: _________________________________________________________________________________________________

Dates of Attendance

From: ________________________
To: _________________________

Remarks: ________________________________________________________________________________________________

Prior Postgraduate Training or Experience

Hospital: _________________________________________________________________________________________________

Address: __________________________________________________________________________________________________

Title of Position Held: ___________________________________________________

Dates of Training


From: _________________________   
To: __________________________

Remarks: __________________________________________________________________________________________________

Additional Training or Experience

School or Hospital: _________________________________________________________________________________________

Address: __________________________________________________________________________________________________

Title of Position Held: ___________________________________________________

Dates of Training


From: _________________________    
To: ___________________________

Remarks: __________________________________________________________________________________________________

Availability:  If you were offered an appointment, when would you be available to begin your residency?



_______________________________________________________________




(month)


(day)


(year)

The County is an Equal Opportunity Employer.

4/10 MD App  

