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DEPARTMENT OF VETERANS AFFAIRS

VA Palo Alto Health Care System

Medical Education and Personal Information Data Sheet

PLEASE CHECK (double click square and answer “Checked” then “OK”, if filling electronically):

INTERN  FORMCHECKBOX 
   RESIDENT  FORMCHECKBOX 
   FELLOW  FORMCHECKBOX 

 PGY LEVEL:  I  FORMCHECKBOX 
   II  FORMCHECKBOX 
   III  FORMCHECKBOX 
   IV  FORMCHECKBOX 
   V  FORMCHECKBOX 
   VI  FORMCHECKBOX 

	SPECIALTY:
	
	SUBSPECIALTY:
	


	Date:
	
	GENDER: 
Female   FORMCHECKBOX 

	Male   FORMCHECKBOX 


	
	
	
	

	Full Name:
	
	
	

	PRINT CLEARLY
	FIRST
	MIDDLE
	LAST

	Previous Name(s):
	
	
	

	
	
	
	

	E-Mail Address(es):
	

	THE INFORMATION BELOW IS VERY IMPORTANT:
(If US, write City & State)

	U.S. Citizen (please check):     FORMCHECKBOX 
  YES      FORMCHECKBOX 
  NO
	Place of Birth (US or other):
	

	Naturalized Citzn: 

 FORMCHECKBOX 
 YES  FORMCHECKBOX 
 NO
	“Alien” No.:
	Date of Exp.:
	Date first issued:

	Visa?   FORMCHECKBOX 
  YES   FORMCHECKBOX 
  NO
	Type of Visa:
	Date of Exp:
	Date first issued:

	Social Security Number:
	
	Date of Birth:
	

	
	

	Home Address:
	

	
	Number
	Street
	Apt. No.

	
	
	
	

	
	City
	State
	Zip Code

	Home Phone Number:
	
	Cell Phone Number:
	

	Pager Number (If known):
	
	NPI Number:
	

	CA Medical License:
	
	Expiration Date:
	

	DEA Number:
	
	Expiration Date:
	

	NOTE:  The VA Palo Alto is going through extensive construction and parking will be restricted to everyone.
FOR FURTHER INFORMATION CHECK THIS LINK:   NOTE: Parking Structure 1 is “free”
OFF-SITE PARKING =  http://www.paloalto.va.gov/offsite.asp 

CONSTRUCTION STATUS =  http://www.paloalto.va.gov/construction.asp   
VERY IMPORTANT – FOR PARKING PURPOSES (If you live close by and can ride your bike, we suggest it.)

Check the link provided for up-to-date information on parking and other related information.



	AMERICAN MEDICAL SCHOOL GRADUATES:

	Name of Medical School: 
	
	Graduation Date:
	

	Campus Location (City & Country): 
	


	FOREIGN MEDICAL SCHOOL GRADUATES:

	Name of School: 
	
	Graduation Date:
	

	Campus Location (City & Country): 
	

	Date of ECFMG Certification: 
	
	Certification No.: 
	


PLEASE -  DO  NOT  ALTER  THIS  FORM  IN  ANY  WAY

