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SLEEP DISORDERS PROGRAM
Please attach 

recent photo 

here 

UNIVERSITY OF MIAMI MILLER SCHOOL OF MEDICINE/ JACKSON MEMORIAL HOSPITAL and MIAMI VETERANS ADMINISTRATION MEDICAL CENTERS
Full name:_____________________________________________________________________

Last 




First 



                Middle 

Present Address: ________________________________________________________________
     Street 




City 

State 

Zip 

Home Telephone:______________________ Work Telephone: __________________________
E-mail address:__________________________________________ 

Permanent Address: _____________________________________________________________
        
 Street 



City 

State 
Zip 
Country
Birthplace:______________________________Birthdate: _________________
Social Security Number_____________________ 
Are you a US citizen? Yes/No. If no-current status or visa:_______________________________ 
Premedical College: _____________________________________Graduation Date: _________
College Degrees: _______________________________________________________________
Honors: _______________________________________________________________________
Medical School:_________________________________________Graduation Date:__________
Degrees: _____________________________________________________________________
Honors: ______________________________________________________________________








Continue on next page

Postgraduate experience (list, chronologically, your activities from the time of graduation from medical school to the present. Include internship, residency, fellowships and staff positions): 

______________________________________________________________________________

______________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Notable Extracurricular Activities/Achievements: _____________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Research Experience and/or Publications (please attach reprints, if available): 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

MEDICAL LICENSURE AND CERTIFICATIONS: 
Date and results of National Board Examinations or FLEX [please include copy of results]

______________________________________________________________________________

______________________________________________________________________________

_____________________________________________________________________________

Medical Licenses issued to you [Attach copies of all]
_____________________________________________________________________________
     State 




Number 


    

  Expiration Date 

_____________________________________________________________________________

     State 




Number 


    

  Expiration Date 

Continue on next page
Board Certification [Attach copies of all]

_____________________________________________________________________________

     Specialty Board


Certificate Number 

    

  Expiration Date 

_____________________________________________________________________________

     Specialty Board


Certificate Number 

    

  Expiration Date
Have you ever had an application for a medical license denied or revoked. If yes, please state date, circumstance and state of action. 
______________________________________________________________________________

______________________________________________________________________________
Since your sixteenth birthday, have you ever been convicted of a felonious offense or are there felony charges currently pending against you. If yes, indicate as to the court involved, nature of the offense, disposition and date and current  status of the case. 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

FOREIGN MEDICAL SCHOOL GRADUATES ONLY
Citizenship and Date_______________________if not a US citizen, visa type_______________

If on a J.1 exchange visitors visa, give country________________________________

Continue on next page
Professional References – two references are required. One reference must be from the current or prior program director. Please list the names of your references and ask them to correspond directly with Dr. Lorenzo, Sleep Medicine  Program Director. 
1.____________________________________________________________________________ 

2.____________________________________________________________________________
The letters of recommendation can be forwarded to: 

Chemene Michel, Fellowship Coordinator, Sleep Medicine Program, University of Miami Miller School of Medicine, Clinical Research Building #1383-4
1120 NW 14th Street, Miami, Florida 33136
Tel. (305) 243-4904, E-mail: cmichel2@med.miami.edu 
Summary on Goals During and After Fellowship Program: 

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Date:________________________ Signed:___________________________________________
