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	Applicant’s Information

	Full Name
	
	     
	     
	Date:
	     

	                           Last
	First
	MI

	Address:
	     

	
	     

	Country of Origin:
	     
	Phone (area/country code):
	     

	Fax:
	     
	Cell:
	     
	E-mail:
	     

	Date of Birth:
	     
	Gender:
	Male          Female
	Passport No:
	     

	Emergency Contact:
	Name:
	     
	Relationship:
	     

	
	Address:
	     

	Are you allergic to any medications?
	Yes  No

    
	If Yes, please state type of allergy______
	Medical history (check all that apply)
· Seizures/Epilepsy

· Cardiovascular Disease

· Diabetes with Insulin Requirements

· Renal Disease

· Immune-suppressive state     

	Education/Training/Observership

	Medical School:
	     
	Country of Medical School:
	     

	Specialty area:
	     
	Country of Practice:
	     

	Area(s) of Interest for Observership:
	     

	MCH Attending Physician Oversight:
	     

	Dates Requested
	From:      
	To:      

	Immunization and Immigration Status
Documented evidence of below information is REQUIRED

	Measles:
	 Vaccinated (or)  Measles Titers 

	Tuberculosis
	 PPD negative (or)  Chest X-ray negative

	 Immigration
	 Permanent Resident
	 Visitor’s (B) Visa
	 J-Visa
	 H-Visa
	 US Citizen

	
	 Other Type of Visa (Specify):
	     

	Please provide two(2) names and telephone numbers of reference physicians in your country of origin:
1.                                                                                            2.

	I have read and understand the rules and regulations of this program and agree to observe and comply with the rules and regulations of Miami Children’s Hospital for the extend of my participation with the hospital. I attest that the information provided in this application is accurate

.

	Signature: 
	
	Date:
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