
DEPARTMENT OF MEDICINE 
Stony Brook University Hospital 

State University of New York, Stony Brook, NY  11794-8160 
Primary Care Medicine Program (PC-4) 

2008-2009 
 

NAME ____________________________ 
     Last   First   M.I. 
 
ADDRESS _______________________________________   PHOTO 
     Street  City  State Zip 
 
TELEPHONE  ___________________ FAX _____________ 
 
E-MAIL ____________________ BEEPER __________ 
 
Social Security #__________________ 
 
 
EDUCATION  Institution  Dates  Date Degree Granted 
 
Undergraduate _____________________ _________ __________ 
 
Graduate  _____________________ _________ __________ 
 
Medical School _____________________ _________ __________ 
 
 
 
USMLE Scores:     Step 1 - ____________ 
 
 
PLEASE ENCLOSE THE FOLLOWING WITH THIS APPLICATION: 
CV  Personal Statement  Copies of USMLE Score Report 
Photograph Medical School Transcript 3 Letters of Reference 
 
 
REFERENCES: 
1. 
 
2. 
 
3. 
 
Please submit application when completed.  References may follow. 
 
 
__________________________________ ___________________ 
Signature      Date 


