Graduate Medical Education

Inova Fairfax Medical Campus

Last Name First Name M.I.

SSN (FULL NUMBER REQUIRED) Date of Birth Sex (Male, Female, X. Other)

Have you rotated to an Inova facility in the past: O Yes O No

Home Program (Inova, GW, Georgetown, NCC, etc...) Specialty
Medical School Attended Degree (o, vsss, 0o, pPiv) City, State Grad Date
PGY Level Residency/Fellowship Start Date Anticipated Residency/Fellowship Completion Date

Previous Residency/Fellowship Experience (Program, Specialty, Yrs Completed, Completion Dates)

Personal Street Address City State Zip

Preferred Personal Phone Number

E-Mail Address NPl Number

My Virginia Medical License is: [0 A Training License ONLY O A Full/Unrestricted License

If ‘Full/Unrestricted’, please provide your Non-Institutional Federal DEA number:

Virginia State License Number Date Issued Expiration Date
ECFMG Certification Number (If Applicable) Date Issued US Citizen (Yes or No)
*Are you a current visa holder? O Yes [ No If so, please select visa type: 00 H1-B [0J1

*You will be required to provide a copy of your valid Virginia driver’s license and car registration annually to the GME Office

**By signing below, | hereby certify that all of the information on this form is true and correct. | also
understand that | need to return at the start of each academic year to update my records with the Office
of Graduate Medical Education.

Signature Date



