Winthrop-University Hospital

Office of Academic Affairs

222 Station Plaza North, Suite 510

Mineola, NY 11501

PH: 516-663-2521 FAX: 516-663-9665

VERIFICATION OF MEDICAL SCHOOL GRADUATION 

for AMERICAN MEDICAL SCHOOL GRADUATES
(International Medical School Graduates with ECFMG Certification are Exempt)
TO:
Winthrop-University Hospital Incoming House Staff

Please fill out the top half of the form below and sign the release for verification of your graduation from medical school.  Return this form to the Office of Academic Affairs.
Medical School (Name):











Medical School Address: 










 **DO NOT MAIL TO MED SCHOOL
Name of Graduate (Print):















Last Name


First Name


Middle Initial
Graduation Date:
    /
     /

 (Month/Day/Year)
SS#: 



  

DOB:





I give my permission to release the information requested below to Winthrop-University Hospital.

Signature of Graduate:





Date:




Dear Registrar:

The above named individual has applied for appointment to the House Staff of Winthrop-University Hospital, and has indicated on his/her application that he/she is a graduate of your institution.  

In order to process this application for appointment to the House Staff, we must verify the applicant’s date of graduation and degree conferred.  We would appreciate your verifying this information below.  Thank you.

Sincerely,

Susan Guralnick, M.D.
Director of GME


Is the above information correct?
Yes _____
No _____

If no, please explain.  












Signature





Date







Print Name





Title




      
Institution





Phone Number
