
STANFORD UNIVERSITY SCHOOL OF MEDICINE 
VA PALO ALTO HEALTH CARE SYSTEM 

Graduate Medical Education Data Sheet 
Sign-in Form 

 
Date: _____________________ 
 
Full Name: _______________________________MD________________________________ 
  First    Middle    Last 
e-mail address: ____________________  Division/Dept. ______________________________ 

Previous Names (maiden Name etc.):_____________________________________ 

 
Social Security Number:_________________ Date of Birth: ___________________ 
 
Address:_________________ ___________________________________________   
  Number   Street     Apt 
 
___________________________________________________________________ 
     City    State    Zip Code 
 
Phone:_____________ ______________ Beeper: (     )  _____________________ 
 
Subspecialty (i.e. Oncology, etc.) ________________________________________________ 
 
Post Graduate Year (PGY1 through 5): __________  Are you doing a Fellowship:   YES    NO 
 
CA Med License No.: __________Expires: _____ DEA License No.: _________Expires:_____ 
 

AMERICAN MEDICAL SCHOOL GRADUATES: 
 
Medical School: ____________________________________ Graduation Date: _________ 
 
Campus Location (City & State): _______________________________________________ 

FOREIGN MEDICAL SCHOOL GRADUATES: 
 
Name of School: ____________________________________ Graduation Date: ________ 
 
Campus Location (City & Country): ____________________________________________ 
 
Date of ECFMG Certification: _________________ Certification Number: ______________ 
 
NOTE:  Attach Xerox copy of ECFMG Certificate 

Revised Date: 4/3/09 
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