
 
 

FAMILY MEDICINE FACULTY DEVELOPMENT CENTER 
  

RRROOOTTTAAATTTIIIOOONNN   IIINNN   AAACCCAAADDDEEEMMMIIICCC   MMMEEEDDDIIICCCIIINNNEEE   AAAPPPPPPLLLIIICCCAAATTTIIIOOONNN   

 

Name _____________________________________  Social Security Number _______________________________  

Home Address ______________________________  Office Address ______________________________________  

__________________________________________  __________________________________________________  

Home Phone _______________________________  Office Phone ________________________________________  

Home Email _______________________________  Office Email ________________________________________  

If Non-U.S. Citizen, Date Type of 
of Admission to U.S. _________________________  Visa Held __________________________________________  
 
Civil Status (optional) ________________________  Number of Children (optional) __________________________  
 Single, Married, Widowed, Divorced 
 
I wish to do the Rotation during the following dates: _______________________________________________________  
 
 
EDUCATION Dates Attended 
Name and Address From To Major Field of Study   Degree 
 
____________________________  ________  ________  _____________________ ______________  
 
____________________________  ________  ________  _____________________ ______________   
 
____________________________  ________  ________  _____________________ ______________   
 
 
 
INTERNSHIP (if applicable)  Dates of Training 
Name and Address  From  To  Type 
 
_____________________________________________________  _______  ______  _________  
 
_____________________________________________________  _______  ______  _________  
 
_____________________________________________________  _______  ______  _________  
 
 
RESIDENCY   Dates of Training 
Name and Address  From  To Type 
 
_____________________________________________________  _______  ______  _________  
 
_____________________________________________________  _______  ______  _________  
 
_____________________________________________________  _______  ______  _________  



RRROOOTTTAAATTTIIIOOONNN   IIINNN   AAACCCAAADDDEEEMMMIIICCC   MMMEEEDDDIIICCCIIINNNEEE   ---    PPPAAAGGGEEE   222   
 
 
 
 
 
LICENSURE (Give State & Year) ________________________________________________________  
 
 
 
 
Membership in Honorary or Professional Societies, Fellowships, Awards, etc. 
 
____________________________________________________________________________________________________ 
 
 
____________________________________________________________________________________________________ 
 
 
____________________________________________________________________________________________________ 
 
 
____________________________________________________________________________________________________ 
 
 
CURRENT POSITION 
 
________________________________________________________________ 
 
 
________________________________________________________________ 
 
 
________________________________________________________________ 
 
 
________________________________________________________________ 
 
 
REFERENCES (List two persons--name, address, phone and email--whom you know well, from whom recommendations may be 
obtained) 
 
____________________________________________________________________________________________________ 
 
 
____________________________________________________________________________________________________ 
 
 
____________________________________________________________________________________________________ 
 
 
____________________________________________________________________________________________________ 
 
 
____________________________________________________________________________________________________ 
 
 
____________________________________________________________________________________________________ 
 



RRROOOTTTAAATTTIIIOOONNN   IIINNN   AAACCCAAADDDEEEMMMIIICCC   MMMEEEDDDIIICCCIIINNNEEE   ---    PPPAAAGGGEEE   333   
 
 
Please describe what you would like to learn by attending the Rotation in Academic Medicine.  
The more specific your response, the better the program can be tailored to your needs and to 
respond to your questions. 
 
 
1. __________________________________________________________________________ 
 
 
 __________________________________________________________________________ 
 
 
 __________________________________________________________________________ 
 
 
2. __________________________________________________________________________ 
 
 
 __________________________________________________________________________ 
 
 
 __________________________________________________________________________ 
 
 
3. __________________________________________________________________________ 
 
 
 __________________________________________________________________________ 
 
 
 __________________________________________________________________________ 
 
 
4. __________________________________________________________________________ 
 
 
 __________________________________________________________________________ 
 
 
 __________________________________________________________________________ 
 
 
5. __________________________________________________________________________ 
 
 
 __________________________________________________________________________ 
 
 
 __________________________________________________________________________ 



RRROOOTTTAAATTTIIIOOONNN   IIINNN   AAACCCAAADDDEEEMMMIIICCC   MMMEEEDDDIIICCCIIINNNEEE   ---    PPPAAAGGGEEE   444   
 
 
Please describe a special project on which you would like to focus your practicum effort while in 
Waco (e.g.:  would you like to outline a rotation in Geriatrics, work up a lecture, plan a research 
project, or other). 
 
 
______________________________________________________________________________ 
 
 
______________________________________________________________________________ 
 
 
______________________________________________________________________________ 
 
 
______________________________________________________________________________ 
 
 
______________________________________________________________________________ 
 
 
______________________________________________________________________________ 
 
 
______________________________________________________________________________ 
 
 
______________________________________________________________________________ 
 
 
______________________________________________________________________________ 
 
 
I certify that to the best of my knowledge the above information is accurate and that I have not 
knowingly withheld pertinent information. 
 
 
 _________________________ _______________________ 
 Signature  Date 
 
Please return completed application to: Faculty Development Center 
  1600 Providence Drive 
  Waco, Texas   76707 
  (254) 752-2636 
  Fax: (254) 756-0358 
  http://wacofdc.org 


