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Application for Admission
Advanced Education Program in

Oral and Maxillofacial Surgery
MEHARRY MEDICAL COLLEGE

	Applicant Information

	Name: 

	Date of birth:      
	SSN:      
	Phone:     

	Permanent address:      

	City:         
	State:                       ZIP Code:      
	Place of Birth:     

	U.S. Citizen:  Y  FORMCHECKBOX 

    N  FORMCHECKBOX 

	Marital Status:   S  FORMCHECKBOX 
   M FORMCHECKBOX 
    D FORMCHECKBOX 
    W  FORMCHECKBOX 

	Number of Dependents   

	If you are not a citizen of the United States, please provide visa status here:

Country of Citizenships              Classification of Visa      
(e.g. F-1 Visa, J-1 Visa, Immigrant, H-1 Visa,  Other)

Visa number             Are you a resident of Tennessee?     FORMCHECKBOX 
   No   or   FORMCHECKBOX 
  Yes  



	Have you served in the U.S. Armed Forces?    No  FORMCHECKBOX 
  or   Yes FORMCHECKBOX 
  (Please check one)      Date Discharged:       

	ethnic background

	 FORMCHECKBOX 
 African American                              FORMCHECKBOX 
 Hispanic                                   FORMCHECKBOX 
Caucasian    

 FORMCHECKBOX 
 Asian/Pacific Islander                        FORMCHECKBOX 
 American Indian                        FORMCHECKBOX 
Other

	EMPLOYMENT Information

	Current Employer:      
	Date Hired?      

	Private Practice:    No FORMCHECKBOX 
   or   Yes FORMCHECKBOX 
      If yes, provide details of practice on separate sheet
	Phone:      

	Address:      
	Fax:      

	City:      
	State:                       ZIP Code:      
	Other:      

	dental education

	School Attended:      

	From:      
	To:      
	Degree:      

	School Attended:      

	From:      
	To:      
	Degree:      

	National Board Scores:
	Average Part 1:    
	Average Part 2:    
	Average Total:    

	Oral Surgery\Anesthesia                
	Score:    
	Year Taken:     

	Dental School Class Standing (If ranked)     

	post graduate training

	Program Attended:      

	From:      
	To:      
	Degree:      

	Program Attended:       

	From:      
	To:      
	Degree:      

	college education

	College Attended:      

	From:      
	To:      
	Degree:      

	College  Attended:      

	From:      
	To:      
	Degree:      

	References

	Name
	Address
	Phone

	     
	     
	     

	     
	     
	     

	     
	     
	     

	academic honors

	     
	     

	     
	     

	     
	     

	organizations/memberships

	     
	     

	     
	     

	     
	     

	goals and objectves

	(Please provide the committee with a brief overview of your decision to become an Oral and Maxillofacial Surgeon. Include any factors you think may affect your progress through this program. (Use additional pages if necessary)

	     

	     

	     

	     

	     

	Are you available for on-site interview? No FORMCHECKBOX 
   or   Yes FORMCHECKBOX 
  (Please check one)     

	Submit the completed application, printed or typewritten only, along with the following supporting documents.

SUBMIT TO:                                                                                     SUBMIT BY: December 30, 20___

Charles W. Williams, Jr. DDS., Program Director, Admission Committee or
Lenore Hamilton, Residency Coordinator
Oral and Maxillofacial Surgery Post Graduate Residency Training Program

Meharry Medical College

Department of Oral and Maxillofacial Surgery

School of Dentistry

1005 Dr. D. B. Todd Boulevard

Nashville, TN  37208


	

	Only an individual whose credentials are complete will be reviewed for admission please submit:
· Recent passport photograph notarized and signed on back. Staple to application

· Dental School transcript and ranking

· Copy of National Board scores

· Three letters of recommendation, one of which should be from the Dean of the Dental School from which you graduated

	signatures

	I certify that the above information is true and accurate to the best of my ability.  I understand that any misrepresentation of the facts presented herein will jeopardize my chances for admission to this program, and may carry legal implications.

	Signature of applicant:
	Date:

	program use only

	Date of Receipt:
	Date of Review:
	Reviewer’s Signature:

	Action Taken:
	Additional materials solicited:
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PLEASE PLACE REQUIRED PHOTO HERE
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