Nuclear Medicine Residency/ Fellowship Application 
Memorial Sloan-Kettering Cancer Center 
Department of Radiology 
Check one:  Residency □ / Fellowship □
	Name: 
	 

	Date of Birth: 
	 

	Address 1: 
	 

	Address 2: 
	 

	Address 3: 
	 

	Telephone (Home): 
	 

	Telephone (Work): 
	 

	E-mail: 
	 

	Pager # 
	 
	 

	Citizenship:  YES/ NO 
	US/ Other 
	Specify: 

	Visa Type (J1, H1, F1, etc.) 

(proof of visa status must accompany application) 
	Expiration Date: 
	Permanent Resident: YES/ NO 

 

	Education: 

	Premedical College: 

Degree:  

Year Completed: 

	Medical School: *Submit official certified copy
Degree: 

Year Completed: 

	If foreign trained, have you taken:  
	*ECFMG EXAM: YES/ NO 
	Certificate No.: 

Expiration date: 

	POST GRADUATE TRAINING: 

	*1st Post Graduate Year (Internship): 

	Hospital: 

 
	Type of Training: 
	Dates: 

	Other Education, training or hospital research: 

	Name: 
	Address: 
	Type of Training: 

Dates: 

	Name: 
	Address: 
	Type of Training: 

Dates: 

	Name: 
	Address: 
	Type of Training: 

Dates: 


	USMLE or LMCC EXAM: 
(copies must be included) 

Step 1 

Step II 

CS 

Step III  
	Dates passed   Attempts 

 
	Scores 
Total:                   Percentile 
 

	Are you board certified?  

YES/ NO 
	Board: 

Certificate No.: 

 
	Expiration date: 

Date of issuance: 

 

	STATES IN WHICH YOU ARE LICENSED TO PRACTICE MEDICINE 
	State: 

License #: 

Expiration date: 

 

	REFERENCES: Please list the names and institutions of three physicians who will be writing letters for you: 

	1. 

	2. 

	3. 

	Signature  

Date: 












