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BOSTON UNIVERSITY SCHOOL OF MEDICINE
INTERNATIONAL GRADUATE PROGRAM IN DERMATOLOGY
Department of Dermatology
609 Albany Street

Boston, Massachusetts 02118-2394

Tel:  617-638-5500   ♦   Fax:  617-414-1363   ♦   Email:  dermtrng@bu.edu
Please type in and complete all shaded fields:
Section I:  Program information

Application to begin the program:  July 1,      (enter year)
Program applying for:  (check one)

Degree Programs:


    Non-Degree Programs:



 FORMCHECKBOX 
  Masters of Science (2-yr)

 FORMCHECKBOX 
  Diploma (1-yr)



 FORMCHECKBOX 
  Doctorate of Science (4-yr)

 FORMCHECKBOX 
  Certificate in Clinical Dermatology (1-yr)
Section II:  Personal information

Name:  
Gender:   FORMCHECKBOX 
  Male         FORMCHECKBOX 
  Female

	Place of Birth:  
	Country of Citizenship:  


	Email Address:       @     .    
	**Email will be the primary mode of communication.  Please make sure enter a current email address that you check regularly.


Home Address:  
	Street1:
	     

	Street2:
	     

	City:
	     

	Country:
	     

	Mail code:
	     


Work Address:  
	Company:
	     

	Street1:
	     

	Street2:
	     

	City:
	     

	Country:
	     

	Mail code:
	     


Current Professional Position:  
Telephone Numbers:  (Country Code + City Code + Number)


Home:
      +       +      

Work:  
      +       +      

Fax:  
      +       +      
Name of person always able to contact you:       
	Street:
	     

	City:
	     

	Country:
	     

	Phone:
	     

	Email:
	     


Section III:  Professional Education

List all colleges and universities attended.  All dates must be in month/year format:

	
	Institution
	Dates Attended
	Degree
	Date of Graduation

	1.
	     
	      -      
	     
	     

	2.
	     
	      -      
	     
	     

	3.
	     
	      -      
	     
	     


List all training and hospital experience and dates.  Include complete addresses.

	Institution and Address
	Dates

	    Internship:
	     
	      -      

	
	     
	

	    Residency:
	     
	      -      

	
	     
	

	    Fellowship:
	     
	      -      

	
	     
	


	Other professional experience:       


Section IV:  Health Status:
Are you aware of any health impairments that would affect your ability to perform professional duties fully?  


 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No
	If yes, please provide an explanation:       


Section V:  Checklist

Before your application can be reviewed, the following must be completed:

 FORMCHECKBOX 

Application form
 FORMCHECKBOX 

TOEFL scores must be sent directly to our office from ETS
 FORMCHECKBOX 

Minimum of three letters of recommendation.  One should be from your current supervisor.
 FORMCHECKBOX 

Personal Statement: Attach a second sheet explaining why you would like to attend the 
Program.  Please relate your interest in dermatology, professional experience, current 
responsibilities and career goals.
 FORMCHECKBOX 

Application fee ($100.00 USD)

 FORMCHECKBOX 

Curriculum Vitae

 FORMCHECKBOX 

Notarized copy of medical degree translated into English

 FORMCHECKBOX 

Medical school transcripts – either notarized or sent directly from the medical school

 FORMCHECKBOX 

Financial documentation:  (Please check one of the following)

 FORMCHECKBOX 

I will be funded by my government or another organization or an international agency.  They will submit an official letter of sponsorship indicating what costs they will certify to pay.

SPONSOR:       
 FORMCHECKBOX 

I will be funded by my parents/legal guardian.  I will submit a notarized letter indicating that my sponsor is willing to pay tuition and living expenses AND *bank statements or credit references for the amount of tuition and living expenses.  
 FORMCHECKBOX 

I will be self-funded and will submit official documentation (*bank statements or credit references) for the amount of tuition and living expenses.  
*All bank statements should be translated into English and converted to U.S. dollars.
Section VI:  Signature

Please print out completed application and sign below.

I declare that all statements made on this application are true. 

______________________________________________

_____________________________

                                   Signature (must be original)
                                       Date

Send completed application form and personal statement by AIRMAIL to:


Thomas M. Ruenger, MD

c/o Daniella Adrien

Department of Dermatology


Boston University School of Medicine


609 Albany Street


Boston, MA  02118  USA

Boston University prohibits discrimination on the basis of race, color, national or ethnic origin, religion, sex, age, handicap and veteran status.  This policy extends to all rights, privileges, programs, and activities, including admissions, employment, financial assistance, educational and athletic programs, and is required by Federal Law, including Title IX of the Educational Amendments of 1972, Section 504 of the Rehabilitation Act of 1973, and the Vietnam Readjustment Act of 1974, and regulations thereunder.  Inquiries regarding application of these laws to Boston University should be addressed to the Affirmative Action Officer, 19 Deerfield Street, Boston, MA 02215, (617) 353-4475 or to the Director of the Federal Contract Compliance Programs, U.S. Department of Labor.
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