
Application Form 
Patient Oriented Research Training Program 
University of Pennsylvania School of Medicine 

 
 
 
Please type or print in ink all information requested: 
 
Please attach: A copy of your curriculum vitae and 

A letter of support from your Division Chief or Fellowship Director 
 
Application Deadline: July 30th 
 
Name: _____________________________________________________________ 

Last    First    MI 
 

Home address:      Campus address: 
__________________________    _________________________ 
__________________________    _________________________ 
__________________________    _________________________ 
__________________________    _________________________ 
 
Telephone: Home: ( ____ ) _______________________ Please identify  

Office: ( ____ ) _______________________ best way to 
Pager:  ( ____ ) _______________________ contact you with 

E-mail address: __________________________________ an asterisk (*) 
 
Department/Division: _____________________________ 
 
Year of fellowship program: Year ________ of ________  year program. 

(e.g. Year 2 of 4 year program) 
 

Percentage of protected time:________________________ 
  This must also be documented in letter of support 
 
 
 
Proposed area of research interest:__________________________________________ 

________________________________________________________________________

________________________________________________________________________ 

________________________________________________________________________

________________________________________________________________________ 

 



Mentor:______________________________ 
 
Collaborators: ________________________  Grant support: ____________________ 

  ________________________ 
 
 
Describe your prior research experience: 
 
Lab based:______________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

 
 
Clinical:________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

 

 
All applications should be submitted to the attention of: 
 
Mrs. Marti Dandridge 
Coordinator, POR Training Program 
School of Medicine 
991 Maloney Bldg. 
3400 Spruce Street 
Philadelphia, PA 19104-4283 
Phone: 215-349-8627 
Fax: 215-614-0378 
 
 
 

 
 
 

  

For Administrative Use Only 
Date received:                   _______________          
CV received:        _______________  
Letter of support received:_______________ 
Application complete:       _______________ 
Date offer letter sent:        _______________ 


