
DEMOGRAPHIC SHEET FOR RESIDENT OR CLINICAL FELLOW INTERVIEW 
OFFICE OF GRADUATE MEDICAL EDUCATION 

 
To be completed by resident applying for position: 
 
Full Name:________________________________________________________________________________ 
  Last     First    Middle 
 
Cell Phone: ________________________ E-mail: _____________________________ 
 
Home Mailing Address:   
 
__________________________________________________________________________________________ 
Street      City   State  Zip Code 
 
Birth Date: ____________________ Place of Birth: ______________________________________________ 
  mm/dd/yyyy    City   State   Country 
 
Gender:  Female Marital Status:  Single  Ethnicity:  Asian/Pacific Islander 
  Male    Married     Black 
           Caucasian 
           Hispanic 
           Native American/Alaskan Native 
           Other → ___________________ 
 
ARE YOU A   Yes 
U.S. CITIZEN?  No → Country of citizenship? ________________________________ 
 
   Are you a permanent resident?  Yes → Attach a photocopy of your “green card” 
        No → VISA?___________  Attach photocopy of EAD card 
 
Medical School:_____________________________________________ Expected Graduation Date:  ____________ 
             Mm/dd/yyyy 
 
Social Security Number:  ____________________________  ECFMG #: __________________ 
 
EMERGENCY CONTACT
 
Name:  __________________________________________________________ Relationship:  ____________________ 
 
Mailing Address:  
__________________________________________________________________________________________________ 
 
Home Telephone:  ____________________________________ Other Telephone:  ______________________________ 
 
 
I certify that the above information is accurate and complete. 
 
_______________________________________________  ____________________________________ 
Signature        Date 
 


	OFFICE OF GRADUATE MEDICAL EDUCATION

