
     

 
 
 

INFORMATION SHEET FOR HOUSE OFFICERS 
 

Please return to the address indicated below. 
 
Barbara Westerfield, Registrar 
University of Mississippi Medical Center 
2500 North State Street 
Jackson, MS 39216 
 
Name:                
 Last           First     Middle 
(Your name should conform with that on your birth certificate and other educational records.  Certificates will be 
issued in this name.  Please circle the name by which you wish to be called.) 
 
Email address:_________________________________ 
 
Date of Birth:         Birthplace:         Age:     
   
Social Security No.:      Sex:        Race:    Religion:       
 
Circle One:       Single         Married    
 
Permanent Address:               
   Street    City  State  Zip 
 
Telephone:  ( )    Country:         
 
Mississippi Address:               
   Street    City  County  State  Zip 
 
Telephone: ( )    Spouse:         
 
Father’s Name:               
   Last    First    Middle 
 
Father’s Address:              
   Street    City  State  Zip 
 
Mother’s Name (including maiden):            
     Last    First   Maiden 
 
Mother’s Address:              
   Street    City  State  Zip  
 
Father’s Telephone Number: (    )                   Mother’s Telephone Number: (        )    
 
Name, address and phone number of person you wish notified in case of an emergency:       
 
           (         )    
Street    City  State  Zip   Phone Number 
Languages read/spoken other than English:            



     

………………………………………………………………………………………………………………………... 
 
Are you:  Resident of Mississippi:  Yes      No        U.S. Citizen:  Yes           No        
 
Permanent Resident Alien (green card): Yes           No           Non-resident Alien: Yes           No    
If yes, please attach copy of card. 
Permanent Resident Alien Certificate Number:                 Date Issued:          
 
If not U.S. Citizen or Permanent Resident Alien, what type of visa do you hold?: __________________________  
 
Date of entry:              Country of Citizenship:         
 
Type of ECFMG certificate:         Number:         Date:   
    standard or interim  
 
Year Training Began in the United States:     
………………………………………………………………………………   
 ………………………………………... 
 
Licensed to practice (if any):        Date Licensed:      License Number:     
    State 
 
Drug Enforcement Administration License Number (if any):         
               
 
Check program in which you are starting:    
 
   (post-graduate year)    Internship    Residency                 Fellowship 
 
Program:       Beginning Date:      

Expected Completion Date:      
EDUCATION 
 Institution     Dates Attended   Degrees & Dates 
 
        from       to            
 College or University       (months & years)    
        from      to            
 
        from      to            
 Professional School      (months & years) 
        from      to            
 
POSTGRADUATE TRAINING (any training previously completed): 
 
Internship:      Type      Dates:     
   Hospital        (from) (to) 
Residency:      Type      Dates:     
   Hospital        (from) (to) 
           Type      Dates:     
   Hospital        (from) (to) 
Fellowship:      Type      Dates:     
   Hospital        (from) (to) 
 

 


	EDUCATION

