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“COMBINING CLINICAL AND RESEARCH CAREERS IN NEUROSCIENCE”
APPLICATION FORM

APPLICATION DEADLINE: April 1, 2010

Return by email to: aupn@llmsi.com or by fax to 952-545-6073

Section I: Applicant Information

First Name: M.I.: Last Name:

Degree(s): Institution:

Department (if in MD/PhD program):

Street Address:

City: State: Zip:

This is my: O Home address

O Work address

Telephone Number: Fax:

Email Address:

O Please verify by checking this box that you have NOT attended any of our prior
meetings.

Section 11: Degrees

Date you entered medical school (mo/yr):

Check all that apply — give expected date of MD and PhD degrees if pending

Q BA date earned (mo/yr):

Q Bs date earned (mo/yr):

O MS  date earned (mo/yr):

Q PhD date earned (mo/yr): / anticipated date earned:
Q mMD date earned (mo/yr): / anticipated date earned:
Q

Other (please detail):

(continued on following page)
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(continued)

Section 111: Research

A. Years of FULL TIME Medical School research (i.e., >80% time commitment):

Check highest number of years of research completed or in progress — do not include research that was
done before medical school

1 year

2 years

3 years

4 years

Other (specify):

o000

B. Months of PART TIME Medical School Research (i.e., between 20 - 50% time commitment):
months

C. Indicate and numerically order years of medical school training you have completed

1% year preclinical
2" year preclinical
1% year clinical
2" year clinical

D. Indicate_total full time research year(s) completed (including research before medical
school)

years months

E. What is your primary research area (include one descriptive sentence):

F. What clinical specialty(ies) are you contemplating:
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