
APPLICATION FOR HOUSESTAFF TRAINING 
IN PEDIATRIC CRITICAL CARE 

 
Staple here 

 
 

Please attach 1 recent 
photograph 

 
Write name and address on 
the back of the photograph 
 

 

 
 
VCU Medical Center 
Children's Medical Center  
Division of Critical Care 
Department of Pediatrics  
P.O. Box 980530 
Richmond, Virginia 23298 
 
 
 
 
 
 
Full Name _______________________________________________________________
   LAST   FIRST   MIDDLE  
 
Social Security Number   ___________________________________________________ 
 
Date of Birth _________________________   Place of Birth   ____________________ 
 
Medical School   ___________________________ Citizenship   ___________________ 
 
Phone Number (Hospital)_____________________  (Home) _________________ 
 
Permanent Phone Number __________________________________________________ 
 
Mailing Address  _________________________________________________________ 
 
Permanent Address  _______________________________________________________ 
 
Marital Status ______________________ Spouse's Name _________________________ 
 
Spouse's Occupation ______________________________________________________ 
 
Indicate the year of training for which you are applying ___________________________ 
 
Indicate whether also applying for Combined Medicine/Pediatrics __________________ 
 
Starting Date Requested ____________________________________________________ 
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Pre-Medical Education 
Name of School  Dates of Attendance   Degrees  
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Medical Education 
Name of School  Dates of Attendance   Degrees 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Other Formal Post Graduate Education 
Name of School  Degree Conferred   Date 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Internship Served 
Name of Hospital  City, State    Date  
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Residency or Fellowship Training 
Name of Hospital  City, State    Date  
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
Other Medical Experience  _________________________________________________ 
 
Military Service ___________ Dates if applicable ______________________________ 
 
Are you currently a commissioned officer? Yes ______________ No  ______________ 
 
Are you in a deferred military or National Health Service plan?Yes__________ No ____ 
 
Expected dates of active service if obligated: 
 
________________________________________________________________________ 
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List any honors received during premedical or medical education. Include societies, 
medical course honors, awards and scholarships. 
 
________________________________________________________________________ 
 
While you may not have definite career plans, please indicate which of the following 
area(s) most interest you at the present time 
 
Academic - Basic Research Emphasis _________________________________________ 
Academic - Clinical Research Emphasis_______________________________________ 
Uncertain _______________________________________________________________ 
 
Publications (use additional sheet if necessary or enclose complete C.V.)  
________________________________________________________________________ 
 
Please indicate numerical results and attach a notarized true and exact copy.  
USMLE Scores  

Step I: ______________ Date: _______________  
 
Step II: ______________ Date: _______________ 
 
Step III:_____________ Date: ________________  

 
ECFMG Certificate #:________________Date issued _________Valid through _______ 
 
Visa Status: 

Current Status: _____________________________________________________ 
  

Future Plans: ______________________________________________________ 
Licensure:  

State    Number    Date 
________________  _______________________  __________________ 
 
________________  _______________________  __________________ 
 
List three faculty who have supervised your performance recently and their phone 
numbers 
1. 
 
2. 
 
3. 
 
 
___________________________________  ______________________________ 
SIGNATURE      DATE 
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	Richmond, Virginia 23298
	Starting Date Requested ____________________________________
	Step I: ______________ Date: _______________


