
Ap pli cants ap ply ing for 1st Year Post Grad u ate Po si tions must
mail di rectly to the Train ing Pro gram to which you are ap ply ing 
the fol low ing doc u ments:

1. Application for Graduate Medical Education at the
University of North Carolina Hospitals; and

2. Three letters of reference.

a. One let ter of ref er ence must be mailed from the
Dean of the School of Med i cine/Den tistry from
which the ap pli cant grad u ated, cer ti fy ing the de -
gree awarded or an tic i pated date of de gree; 

b. One let ter of ref er ence must be mailed from the
Chair in the cho sen spe cialty at the Med i cal/Den tal 
School from which the ap pli cant grad u ated; and

c. A third let ter of ref er ence from some one who has
knowl edge of your ex pe ri ence, abil ity, ed u ca tional 
ac com plish ments and char ac ter.

3. An official Medical/Dental School transcript from the
Registrar of the School of Medicine or Dentistry. A
photocopy is not acceptable. The transcript must be
mailed directly to the program.

4. A current CV that includes the date or anticipated date
of medical/dental school graduation and name of UNC 
Hospitals residency program the applicant will enter.

5. A recent photograph is helpful but not required.

6. Read carefully and sign the Authorization for Release
of Information.

Ap pli cants ap ply ing for po si tions above 1st Year Post Grad u ate, 
in clud ing Ap pli cants who are chang ing spe cial ties, must mail
di rectly to the Train ing Pro gram to which you are ap ply ing the
fol low ing doc u ments:

1. Application for Graduate Medical Education at the
University of North Carolina Hospitals; and

2. Three letters of reference.

a. One let ter of ref er ence must be mailed from the
pro gram di rec tor of the res i dency pro gram in
which the ap pli cant has most re cently served; and

b. Two let ters of ref er ence must be mailed from
mem bers of the med i cal or den tal staff of the hos -
pi tal af fil i ated with the spon sor ing in sti tu tion of
that res i dency pro gram

3. An official Medical/Dental School transcript from the
Registrar of the School of Medicine or Dentistry. A
photocopy is not acceptable. The transcript must be
mailed directly to the program.

4. A current CV that includes the date or anticipated date
of medical/dental school graduation and name of UNC 
Hospitals residency program the applicant will enter.

5. A recent photograph is helpful but not required.

6. Read carefully and sign the Authorization for Release
of Information.

1st Year Post Grad u ate
2nd Year Post Grad u ate
3rd Year Post Grad u ate
4th Year Post Grad u ate
5th Year Post Grad u ate
6th Year Post Grad u ate
7th Year Post Grad u ate
8thYear Post Grad u ate
Subspecialty Res i dent:
   Year 1
   Year 2
   Year 3
Fel low
   (non ACGME Pro gram)

Al lergy & Im mu nol ogy
An es the si ol ogy

An es the si ol ogy Pe di at rics
An es the si ol ogy Pain Mgmt

Den tistry
Gen eral Prac tice
Pe di at ric Den tistry
Oral Maxillofacial Sur gery
   6 Year Program

Der ma tol ogy
Emer gency Med i cine

Pe di at ric Emer gency Med.
Fam ily Medicine
Med i cal Ge net ics
In ter nal Med i cine (1yr)
In ter nal Med i cine (3yrs)

Car dio vas cu lar Dis ease
En do crine, Di a be tes,
    Me tab o lism

Gastroenterology
In fec tious Dis eases
Nephrology
Rheumatology
Ge ri at ric Med i cine
Interventional Car di ol ogy
He ma tol ogy/On col ogy
Pul mo nary Dis ease,
    Crit i cal Care

Neu ro log i cal Sur gery
Neu rol ogy

Adult Neu rol ogy
Child Neu rol ogy
Vas cu lar Neurology

Mo lec u lar Ge netic Pa thol ogy
Nu clear Med i cine
Ob/Gyn
Oph thal mol ogy
Or tho pae dics

Oto lar yn gol ogy-
  Head & Neck Sur gery
Pa thol ogy - An a tom i cal & 

    Clin i cal
Blood Bank ing/
    Trans fu sion Med.
Cytopathology
Fo ren sic Pa thol ogy
He ma tol ogy/Pa thol ogy
Neuropathology

Pe di at rics (1yr)
Pe di at rics (3yrs)

De vel op men tal/Be hav ioral
Pe di at ric Crit i cal Care
Pe di at ric En do cri nol ogy
Pe di at ric He ma tol ogy/
    On col ogy
Neo na tol ogy/Perinatal
Nephrology
Pe di at ric Pul mo nary

Phys i cal Med i cine and
Re ha bil i ta tion

Plas tic Sur gery
Pre ven tive Med i cine
Psy chi a try

Adult
Child & Ad o les cent
Fo ren sic

Di ag nos tic Ra di ol ogy
Neuroradiology
Vas cu lar/Interventional

Ra di a tion On col ogy
Sleep Med i cine
Sur gery - Gen eral

Sur gery - Crit i cal Care
Sur gery - Vas cu lar
Cardiothoracic Sur gery

Urol ogy
In ter nal Med i cine Pe di at rics
Non-ACGME Pro gram

Service

Instruc tion for Com ple tion of Ap pli ca tion for
Ap point ment to Grad u ate Med i cal Ed u ca tion at

Uni ver sity of North Carolina Hos pi tals
Cha pel Hill, North Carolina 27514

Com plete all re quired in for ma tion on the ap pli ca tion form. Se lect a po si tion and ser vice from the list be low and in di cate it on the ap pli ca tion
form.

Op tions for Po si tion and Ser vice De sired:

Po si tion
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The re spon si bil ity for se cur ing let ters of ref er ence rests with the ap pli cant. All let ters of ref er ence, tran scripts and sup port ing doc u -
ments should be ad dressed di rectly to the Chief of Ser vice or Di rec tor of the Train ing Pro gram in which the ap pli cant is in ter ested. DO 
NOT have rec om men da tion let ters sent di rectly to the Di rec tor of Grad u ate Med i cal Ed u ca tion or just to UNC Hos pi tals.



Ap ply to only one de part ment on a sin gle ap pli ca tion.

Po si tion Ap plying for ______________________________

Training Pro gram _________________________________

An tic i pated Starting Date ___________________________

Name ___________________________________________
                                Last                                         First                                              Mid dle

Med i cal and Den tal Ed u ca tion

School ___________________________________________

De gree ___________________________________________

Date _____________________________________________

Ap pli cant Ad dress

_________________________________________________

_________________________________________________
School or Hospital Ad dress

_________________________________________________

_________________________________________________
Pres ent Home Ad dress (mail ing)

_________________________________________________

_________________________________________________
Pres ent Home Ad dress

Tele phone

_________________________________________________
Dean’s Of fice or School # where you can be reached

_________________________________________________
Home #

_________________________________________________
Fax Num ber

_________________________________________________
Internet Ad dress

Date of Birth ______________________________________

Place of Birth ______________________________________

Soc. Sec. No. ______________________________________

U.S. Cit i zen        Yes  £    No  £
If not a cit i zen,

Type of Visa_______________________________________

*Note: The H-1B visa is not ac cepted for grad u ate med i cal ed u -
ca tion pro grams at UNC Hos pi tals.

Are you reg is tered with any Match ing pro gram? 

Yes  £    No  £       If yes, which one?

NRMP _____   Other ____________________________ (list)

#_____________________

At ten tion Cou ples:
If you want your ap pli ca tion con sid ered in con junc tion with
that of an other per son, please pro vide the fol low ing in for ma tion 
about that per son:

Name ____________________________________________

Ser vice ___________________________________________

Col lege Ed u ca tion

School ___________________________________________

Ma jor ____________________________________________

De gree ___________________________________________

Date _____________________________________________

Class Stand ing ____________________________________

Other Grad u ate School and Post grad u ate Ed u ca tion and
Train ing

Please list all res i dency and subspecialty train ing:

Pro gram _________________________________________

Place ____________________________________________

Date _____________________________________________

Sat is fac torily Com pleted ___________________________

Pro gram _________________________________________

Place ____________________________________________

Date _____________________________________________

Sat is fac to rily Com pleted ___________________________

Pro gram _________________________________________

Place ____________________________________________

Date _____________________________________________

Sat is fac to rily Com pleted ___________________________

Pro fes sional Ex pe ri ence - Teach ing Ap point ments and Practice
(Other Than Med i cal/Den tal Trainee Sta tus)

Em ployer ______________________________________________

_________________________________________________
Ad dress (City, State and ZIP Code)

Phone__________________________________________________

Po si tion ________________________________________________

Full or Part Time_________________________________________

_________________________________________________
Dates Em ployed: From (Month/Day/Year) to (Month/Day/Year)

Rea son for Leav ing ________________________________

Em ployer ______________________________________________

_________________________________________________
Ad dress (City, State and ZIP Code)

Phone__________________________________________________

Po si tion ________________________________________________

Full or Part Time_________________________________________

_________________________________________________
Dates Em ployed: From (Month/Day/Year) to (Month/Day/Year)

Rea son for Leav ing ________________________________

Uni ver sity of North Carolina Hos pi tals
Ap pli ca tion for Grad u ate Med i cal Education
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Em ployer ______________________________________________

_________________________________________________
Ad dress (City, State and ZIP Code)

Phone__________________________________________________

Po si tion __________________________________________

Full or Part Time ___________________________________

_________________________________________________
Dates Em ployed: from (Month/Day/Year) to (Month/Day/Year)

Rea son for Leav ing ________________________________

Names of ref er ences from whom we may ex pect let ters:
See re quire ments on page 1

_________________________________________________
Name

_________________________________________________
Ti tle

_________________________________________________
Name

_________________________________________________
Ti tle

_________________________________________________
Name

_________________________________________________
Ti tle

Honors, Pro fes sional Awards and Mem ber ships

_________________________________________________

_________________________________________________

_________________________________________________

Have you taken Part III of the Med i cal Na tional Boards or
USMLE?

Yes  £      No  £            Not Ap pli ca ble  £

Date ___________________  Score 

Med i cal or Den tal Na tional Boards Parts I & II or  USMLE
dates and scores:

Part I ____________________________________________

Part II ____________________________________________

Have you taken any parts more than once? If so, give dates
and scores:

_________________________________________________

_________________________________________________

_________________________________________________

At tach a re cent pho to graph
(op tional)

For eign Grad u ates:
Have you taken and passed VISA Qual i fy ing Ex ams or
FMGEMS?

Yes  £       No  £       Score _____________________________

Have you taken and passed ECFMG Exam?

Yes  £          No  £

ECFMG Cer tif i cate Num ber: ________________________

Date: ____________________________________________

Licensure/DEA Reg is tra tion
Have you ever been li censed in any state prior to the date of this
ap pli ca tion?   Yes  £     No  £ 
If yes, please pro vide the fol low ing for each:

Type of Li cense/State/Num ber _______________________

_________________________________________________

Do you have or have you ever had any li cense re voked, sus -
pended, de nied, re stricted, lim ited or is sued/placed in a pro ba -
tion ary Sta tus or vol un tarily re lin quished? 
Yes   £     No  £     N/A  £ 
If yes, at tach a full ex pla na tion to this ap pli ca tion.

Have you ever been is sued a Fed eral DEA num ber?
Yes  £     No  £ 
If yes, pro vide num ber: _______________________________

Has your Fed eral DEA reg is tra tion ever been lim ited, sus -
pended or re voked?   Yes  £    No  £     N/A  £ 
If yes, at tach a full ex pla na tion to this ap pli ca tion.

Re search or Ex per i men tal Work*:

_________________________________________________

_________________________________________________

Pub li ca tions and Pre sen ta tions*:

_________________________________________________

_________________________________________________

State ment of Ca reer Goals and type of Grad u ate
Ed u ca tional Pro grams de sired*:

_________________________________________________

_________________________________________________

_________________________________________________

Ex tra cur ric u lar in ter ests*:

_________________________________________________

_________________________________________________

State ment re gard ing gen eral health and phys i cal abil ity*:

_________________________________________________

_________________________________________________

_________________________________________________

*  You may wish to at tach a de tailed per sonal state ment.

Mil i tary Ex pe ri ence or Na tional Health Pro grams
(NIH, PHS, IHS, etc.)

_________________________________________________

_________________________________________________

Type of Dis charge _________________________________

Sub ject to ac tive duty?     Yes  £      No  £
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Are you able, phys i cally and men tally, to prac tice safely and 
com pe tently with or with out rea son able ac com mo da tion?

Yes  £       No  £  (ex plain)       Un cer tain  £  (ex plain)

_________________________________________________

_________________________________________________

Have you ever been con victed or pleaded guilty to a vi o la -
tion of Fed eral, State, or Lo cal Law other than mi nor traf fic 
vi o la tions?
Yes  £  (ex plain)       No  £

_________________________________________________

_________________________________________________

Have you ever been CHARGED with driv ing un der the in -
flu ence or while im paired?
Yes  £  (ex plain)       No  £

_________________________________________________

_________________________________________________

Have you ever been vol un tarily or in vol un tarily placed on
pro ba tion, sus pended or ter mi nated from a Med i cal School
Res i dency Pro gram or Med i cal or Den tal Staff?
Yes  £  (ex plain)       No  £

_________________________________________________

_________________________________________________

If it took more than four years to com plete Med i cal or Den -
tal School, please ex plain:

_________________________________________________

_________________________________________________

Pro fes sional Sanc tions/Charges/Vi o la tions
Are you now, or have you ever been, in volved in any lit i ga tion,
law suits, claims or ar bi tra tion re lated to your pro fes sional ac tiv -
i ties?       Yes   £  (ex plain)   No  £ 

_________________________________________________

_________________________________________________

Have judg ments or set tle ments been made against you in pro -
fes sional li a bil ity cases or are you in volved in any pend ing lit i -
ga tion?      Yes   £  (ex plain)   No  £ 

_________________________________________________

_________________________________________________

Have you ever been de nied li a bil ity in sur ance?    Yes   £  (ex -
plain)   No  £ 

_________________________________________________

_________________________________________________

Has your mem ber ship or re newal thereof in any med i cal or ga ni -
za tion ever been re voked, sus pended, di min ished or de nied? 
Yes   £  (ex plain)   No  £ 

_________________________________________________

_________________________________________________
Have your priv i leges in any hos pi tal ever been sus pended, di -
min ished, re voked or not re newed?   Yes   £  (ex plain)   No  £ 

_________________________________________________

_________________________________________________

_________________________________________________

Please no tify your de part ment im me di ately if any of your re -
sponses on this ap pli ca tion change.

_________________________________________________

_________________________________________________

Au tho ri za tion for Re lease of In for ma tion

By ap ply ing to the Housestaff of the Uni ver sity of North Carolina
Hos pi tals, I hereby sig nify my will ing ness to ap pear for in ter views
in con nec tion with my ap pli ca tion. I hereby au tho rize the Hos pi tal,
the Schools of Med i cine/Den tistry of the Uni ver sity of North
Carolina at Cha pel Hill and their rep re sen ta tives to con sult with ad -
min is tra tors and mem bers of the med i cal staffs of other hos pi tals or 
in sti tu tions with which I have been as so ci ated and with any and all
oth ers, in clud ing but not lim ited to: past and pres ent mal prac tice
car ri ers, ed u ca tional in sti tu tions and res i dency pro grams which
may have in for ma tion bear ing on my pro fes sional com pe tence and
ex pe ri ence, my char ac ter, my men tal and/or emo tional health, my
phys i cal health, my eth i cal qual i fi ca tions, and my abil ity to work
with oth ers. I con sent to the in spec tion by the Hos pi tal, the Schools
of Med i cine/Den tistry of the Uni ver sity of North Carolina at Cha -
pel Hill and their rep re sen ta tives of any and all doc u ments, in clud -
ing med i cal re cords at other hos pi tals, that may be rel e vant to an
eval u a tion of my pro fes sional, moral and eth i cal qual i fi ca tions.
I hereby re lease from li a bil ity all rep re sen ta tives of the Hos pi tal
and the Schools of Med i cine/Den tistry for their acts per formed in
good faith in eval u at ing my ap pli ca tion, my cre den tials and my
qual i fi ca tions. I also hereby re lease from li a bil ity all in di vid u als
and or ga ni za tions who pro vide in for ma tion, in clud ing oth er wise
priv i leged or con fi den tial in for ma tion to the Hos pi tal and the
Schools of Med i cine/Den tistry in good faith and with out mal ice
con cern ing my pro fes sional sta tus or other qual i fi ca tions, and
hereby con sent to the re lease of such in for ma tion.
I cer tify that all state ments on this ap pli ca tion are true and com plete 
to the best of my knowl edge. I un der stand that any mis state ments
in, omis sions to, or fal si fi ca tion of, any doc u ment re lated to this ap -
pli ca tion may re sult in re jec tion of my ap pli ca tion or my dis missal
if I am em ployed. I un der stand if I am em ployed by the Uni ver sity
of North Carolina Hos pi tals or the Uni ver sity of North Carolina
Schools of Med i cine/Den tistry, I will be re quired to pro duce orig i -
nal doc u ments ver i fy ing (1) my iden tity, and (2) ei ther United
States Cit i zen ship or au tho ri za tion to work in the United States, in
com pli ance with Fed eral Im mi gra tion Re form and Con trol Act of
1986.
I un der stand that if I am ac cepted into Grad u ate Med i cal Ed u ca tion
at UNC Hos pi tals it is man da tory that I im me di ately pro vide my
So cial Se cu rity Num ber to the Of fice of Grad u ate Med i cal Ed u ca -
tion be cause UNC Hos pi tals must dis close my So cial Se cu rity
Num ber pur su ant to var i ous fed eral and state laws in volv ing taxes,
in come, and debt owed to the state. Ac cord ingly, upon my ad mis -
sion to UNC Hos pi tals Grad u ate Med i cal Ed u ca tion, I will im me -
di ately and vol un tarily pro vide my So cial Se cu rity Num ber to the
Of fice of Grad u ate Med i cal Ed u ca tion.

_________________________________________________
Sig na ture

_________________________________________________
Please Print

_________________________________________________
Date

Com pleted ap pli ca tion should be mailed to:
Res i dency Pro gram Di rec tor

_________________________________________________
(Clin i cal De part ment name)

Uni ver sity of North Carolina
Cha pel Hill, NC  27599   USA
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Au thor ity for Re lease of In for ma tion

Name (First, Mid dle, Last) _______________________________________________________________________

Maiden Name (if ap pli ca ble) _____________________________________________________________________

Cur rent Ad dress __________________________________________________ How Long? __________________

City, County, State, Zip _________________________________________________________________________

Pre vi ous Ad dress #1 ______________________________________________ How Long? ___________________

City, County, State, Zip _________________________________________________________________________

Pre vi ous Ad dress #2 ______________________________________________ How Long? ___________________

City, County, State, Zip _________________________________________________________________________

Ap pli cant So cial Se cu rity Num ber  _______ / _______ / _________            Date of Birth ______ - ______ - ______

Driver Li cense Num ber and State Is sued ____________________________________________________________

  *If you have a New Hamp shire Li cense, please con tact the OGME at 919-966-1072

Ap pli cant Au tho ri za tion

I hereby au tho rize UNC Hos pi tals’ Of fice of Grad u ate Med i cal Ed u ca tion to uti lize a Con sumer Re porting Agency
(CRA) to ver ify my past and pres ent driv ing re cords and any in for ma tion I have pro vided. I also au tho rize the CRA to
per form a crim i nal re cords search.

I un der stand that the CRA does not guar an tee the ac cu racy or time li ness of the in for ma tion ob tained from other sources
and that the Of fice of Grad u ate Med i cal Ed u ca tion shall not be li a ble for any in ac cu racy in the in for ma tion ob tained
from other sources that is in cluded in the con sumer re port.

Fur ther, I au tho rize my cur rent and for mer em ploy ers as well as other or ga ni za tions to pro vide such in for ma tion to the
CRA and I hereby re lease and hold harm less UNC Hos pi tals, the CRA, and my cur rent and for mer em ploy ers as well as
other or ga ni za tions who have pro vided in for ma tion on ac count of the col lec tion or use of such in for ma tion in con nec -
tion with my con sumer re port.

I fur ther au tho rize UNC Hos pi tals’ Of fice of Grad u ate Med i cal Ed u ca tion to share in for ma tion col lected pur su ant to
this ap pli ca tion pro cess that may be rel e vant to an eval u a tion of my pro fes sional, moral and eth i cal qual i fi ca tions as a
res i dent/subspecialty res i dent in a UNC Res i dency Pro gram with rep re sen ta tives from the Uni ver sity of North Carolina 
at Cha pel Hill, and in par tic u lar the UNC Schools of Den tistry and Med i cine, as ap pro pri ate.  I hereby re lease and hold
harm less UNC Hos pi tals in the event it shares such in for ma tion with rep re sen ta tives of the Uni ver sity of North
Carolina at Chapel Hill as part of evaluating my application.

Con sumer Dis clo sure
I un der stand that a pre-employment con sumer re port may be ob tained by UNC Hos pi tals from a Con sumer Re porting
Agency for em ploy ment pur poses.

__________________________________________                        ______ /______ /______
Ap pli cants Sig na ture                                                                                                     Date

__________________________________
De part ment Name

Uni ver sity of North Carolina Hos pi tals, 101 Manning Drive, Cha pel Hill, North Carolina  27514


