TRAINING PROGRAM SCREEN SHOTS

Clinical Electives Program

Form Approved
OMB Number 08250000
Exp. DEte 0002017

Public reporting burden for this collection of information is estimated to average 20 minutes per responss, incheding the time for reviewing instructions, searching existing dats sources, gathering
snd maintaining the datz nesded, and complsting and reviewing the col'ection of information. An agency may not conduct or sponsor, and 3 personis not required to respond to, 3 collection of
information unless it displays a currently valid OMB control number. Send comments reganding this burden estmate or any other sspect of this col'sction of information, including suggestions
for reducing this burden, to: NIH, Project Clearance Branch, 5705 Rockledge Drive, MSC 4, ATTN: PRA (0825000, Do not retumn the completed form to this

Clinical Electives Program Application

Instructions: B=fors you begin, you may want to review = ststement sbout prvacy.

After you fill out the application form below, pres sume your 3pplication later. You MUST P e [Submit] button to complete the spplication

proc

the [5ave] button 3t the bottom of this pageto

Eligibdlity Requirements for the MIH Clinical Electives Frogram

Inorderto be eligibie to 2ppy for & cinical elective st the NIH, you must meet the following requirements:

e elg

1 be 3 U.5. ditizen, resident alien, or 3 foreizn otizen entering the U.S. an 3 B1 viss for busine:
2 b= in good standing in your medical or dental school.
3. gnter 3 of your medics ordenta schoo grades 35 Fess/Fe or by @ efergracs.
4. Youmust have your school's written approval to participate. Leth bmitted in your application must be from your Dean of Student Affairs (or eguivalent] and 3 faculty member familiar
with your scholastic ability. Letters must indicate De=n's and Faculty member's title and mailing dd
5. If you are currently enrolled in or attending a school that is not 1) an LEME-aco =d medica! school in the United States or Canada, or 2} an acore chool of asteapathic medicine in
the United States, or 3} 3 CODASADA-sccredited dentsl schaol in the United States, then you must provide evidence of profidiency in communication skills sitherin the form of an intemet
bazed TOEFL([IET) score or 3 documented passing grade on the USMLE Step 2 Clinical Skills Exam. For the (IBT) examination, the minimally scceptable soores are 3= follows:
* mininum total score of 108
= mininum score on Estening subsection of 28
= minimum score on spezking subsection of 28
6. You must have completed core clerk: surgery, internal medicine and pediatrics, prior to submizsion of your application. Your transcript or mark sheet must indicate the grades or

p=. Only f you are accepted will you be required to submit the following documentation:
ength PPD) within 12 months prior to your armival 2t the NIH or, for individuals with 3 positive Mantoux test, 3

marks you have achieved for your ©

* Written documentation of 2 negative Mantoux test [intermediat
chest ¥-ray report within the past 12 months.

= Written documentstion of 3 diphtheristetanus booster within the past 10 years.
* Written documentation of recent immunization with Rubella vaccine.
* Written documentation of recent immunization with Varicella vaodine.
* Documented proof of immunization or recent immunization with Infleenza A and B.
0 ongly encouraged that you have begun or completed your Hepatitis B vacdne.

=d, your school must provide the following:
rance coverage of 51,000,000 individual/s3,000,000 in the 3ggregate, in U.S. dollars, that would caver you an your slective in the U.S. By signing the NIH/Schao!

In addition, i you are acos)

" " " " " "
T T B

T = Ty ] = g =T
MIH/School sgreement, the school confirms they provide this coverage. Ifyou have met all other requirements listed above, you can purchase sufficient professional liability
coverage ifyour school cannot provide it. It is recommended that students wait to purchase these policies until and if they have been officially accepted to participate.
2. Perzonal hezlth coverage during your elective st the MIH. By signingthe NIH/School agreement, the school confirms they provide this coverage. If you have met all other
requirements listed sbowve, you can purchaze sufficient perzonzl heslth coverage if your school cannot provide it. Itis recommended that students wait to purchaze theze
policies until and if they have been officially sccepted to participate.

)

MNote: Applicants who cannot meet all of the sbove eligibility reguirements will not be considered for an MIH Clinical Elective. Medical students from U.S. and Canadian LCME accredited
schools, Dental students from CODA/ADA-sccradited schools, and Ostzopathic students from A0A sccredited schools will be given priority conzideration for electives. Gradustes of
mediczl, dentsl, or osteopsthic schools areineligible to =pply.

Motice toall applicants:
Students are advized to enszure that all application information iz accurate. False or inaccurate information contained in thiz application may be grounds for denyingyour candidacy or
remaoving you fram the program. Please contact Irena Malkowska [irena.malkovskai@nih.gov} if you need assistance or have questions.

Personal Information

MName: 14,

First M L=zt
E-mail Address:

-
Format :

ser@szerver.com

Toobtain = free e-mzil sddress, click here

Home Phone : L]
Permanent Address :
City:

Y NfA j

Candidates from the international community should enter NAin thizs field

State

Permanent Zip Code/Fostal Code :
Country/Region : United Statez j
Citizenship Statusz: j

HUS Permanent Resident

Country of Citizenzhip  Alien Regiztration Na.
Frevigus Resesrch Experience st MIH : Ne d

Academic Information




T -

Frevious Rezearch Experience st NIH : Mo d

(Academic Information

School Name :

Student Address st School
City :

Etate: A j

Candidates from the internatienal community should enter NAin thisfield
Zip Code [ Postal Code :

Country [Region : United States j
Student'zs Telephone Number at School :
Year st Current Level : d
Current Cumulative GPA: d
Zchool Grading Scale j

Mote: [fyou select 'Other’, plessze explzin below in Courzework and Grades section. Be sure to describe your school's srading scale and your
current cumulative sverage relative to that scale.
Acsdemic Test Scores | A ULS citizen spplicants enrolled in medical school outside of the U5, sre required to provide USMLE Step 2 C5. Plesse provide the date of
your examination and 3 copy of your test scores below.
d rar) i Click here tosmach = file
[Copy of USMLE Step 2 CS)

USMLE Step 2 C5 —dste examination paszad j [Manth)

B. Non-U.S. citizen applicants enrolled in medical school outside of the U S, [with the exception of Canadian LCME schools] are required to
provide their TOEFL score. Pleaze indicate the format of your examination, your score, and 3 copy of your ETS form with the TOEFL Score.
Applications will not be reviewed until the CEF office receives s copy of ETS form with the TOEFL score.

Total Score Total score must be equal to or greater than 108 with 8 minimum score of
2Bonthespesking and listening subszactions.

o Internet-based TOEFL score:

Englizh Spesking Section Score

Enclich lirtanine Sactinn Srnrn

Englizh Speaking fection Score

Englizh Lizstening Section Score

@ Click hare 1o smech 2 fle
[Copy of TOEFL Scare)

C. For students born in the United Kingdem and enrolled in medical school in the United Kingdom, we will accept 2 letter from their medical
Echool Dean confirming that the student's communicstion skillz inthe Englizh Isngusge have been 3szeszed and are st = level that the
Zchool believes iz sufficient to permit the student to be involved in direct patient care activities. Note: This only applies to students enralled
ina medical schoel in the United Kingdom.
Manth and Yesr Degree Expected:
[i.e. March, 2013}

Cower Letter

Include your clinical research interests, career goals, and reasons for applying for training at the NIH. (Max. 15,000 characters)

# Click henz 10 2mach = file

CV/Resume

Include education, relevant clinical research experience, scientific publications, honors and awards, etc. (Max. 15,000 characters)

@ Click hare 1o antach 2 file

Coursework and Grades:

Please attach a copy of your official transcript or mark sheet which Includes completed core clerkship grades and coursework currently in progress.



Coursework and Grades:

Please attach a copy of your official transcript or mark sheet which Includes completed core clerkship grades and coursewaork currently in progress.

G Click herz 1o amach 2 Fle

Reference (Name, Address, Phona, Email):
Please provide contact information for the Dean of Student Affairs or equivalent and faculty member providing letters. Letters and contact information must be from two separate
individuals. The Dean of Student Affairs or equivalent must approve your participation in the Clinical Electives Program. *¥Letters must have official signatures.

Ce=n of Student Affsirs or eguivelent - letter of good standingi= reguired

Name : poo J

Address

Phone
E-mail :

Recommendation letter: A letter of recommendation from @ member of the medical or dental school faculty or equivalent.

Name: Mr.

Address :
Phone :

E-mail :

Cnee your spplication is complete, an e-mail will be sutomatically zent to this reference reguesting =n online letter of recommendstion.

fyou spply for multiple electives with the same start date, you will be limited to only one scceptance

2} fyou apply for multiple electives with different start dates, you may be sccepted up to but no more than 3 rotations

21 W you apply for & research tutorial, you must specify the research ares inwhich you have aninterest and apply for the rotation most closely associsted with your research ares of
interest.

Maote: [f you are unable to attach your official transcript or test scores above, they should be sent to:
Coordinator, Clinicsl Electives Program

Cffice of Intramural Training and Education

National Institutes of Health

Building 13, Room 1N-252

10 Center Drive, MSC 1158

Bethesds, MD 20852-1158

I Once your application is complete, an e-mail will be sutematically sent to this reference requesting an online letter of recommendaticn. I
1} Ifyou zpply for multiple electives with the same start date, you will be limited to only one scceptance

2} Ifyou apply for multiple electives with different start dates, you may be accepted up to but no more than 3 rotations

3} If you apply for & research tutorial, you must specify the research srea in which you have an interest and pply for the rotation most closely associsted with your research area of
intarest.

Mote: Ifyou are unable to attach your official transcript or test scores above, they should be sent ta:
Coordinator, Clinical Electives Program

Office of Intramural Training and Education

National Institutes of Health

Building 10, Room 1N-252

10 Center Drive, M5C1158

Bethesda, MD 20832-1158

[Electives
[It is preferred students start the 15t Monday of the month. However, if your school starts student electives at a different time, we will do our best to accommodate your request for an
jalternate start date.]
Elective Month/Seszion Etart Day
First Chaice : Select an Elective j Selectan Elective j Any d
Second Choice s oo o Elactive 7| selzcrznEiective 2| any =l
Third Choicet oo .ot 2n Blactive 7| selzcrznEiective 2| any =l

Zave Submit




Graduate Medical Education

Form Approved
OME Number D82 5-3000(
Exp. Date H40( 2017

Fublic reporting burden for this collection of information is estimated to sversge 20 minutss perresponse, incleding the time for reviewing instructions, sesrching existing dats sources, gathering
=nd maintaining the dats nesded, and complsting and revizwing the colection of information. An agency may not conduwct or sponsor, and 3 person is not required to respond to, 3 collection of
nformation unless it displays a currently valid 0MB control number. Send comments regarding this burden sstmate or 2ny other szpect of this collection of nformation, ncluding suggestions
far reducing this burden, to: MIH, Project Clearance Branch, §705 Rockledge Drive, MSC 7874, Bethesda, MD 20882-7974, ATTN: PRA (0925-000). Do not return the completed form to this

2Odness.

Graduate Medical Education
Residency and Subspecialty Training Application
Instructions: Esfore you bEgin, you may Want 1o review 3 stetement sbout privacy. Afteryou fill out the spphcation form below, press the [Submit] button to s3ve your dats and complsts the
zpplication process. Your application information will be sent to . for consideration. You will recefve 2 confirmation by e-mail. In addition to completing this form, please arange to have letters of
recommendation sent from three references who have direct knowledge of your scientific interests, sbilities, and accomplishments. B& sure to enter their names and contact information in the
lzpaces provided below and azk them to forward their written recommendations to the address Ested in the announcement for thiz opening.

Name : g,
First Name Middle Name Last Name

Format : usen@server.com
To obtsin s free e-mail add

Permanent Addness :

State:
Parmanent Zp/Posta Cods

CTrershpStatLs sslery j

If US Permanent Resident

f 1 " f f 1
Country of Citizenship Align Registration Number
Fhane Numeer: Format: [853)535.8853
Fax Number:

2. Qualifying Information

Cover Letter [mzx 4,000 characters)

Curriculum Vitae [m=x 15,000 characters)
Flezze include the following d=ta inyour OV USMLE scores, if swailable, A copy of your ECFMG certificate (if spplicable), Medicsl Licenze, State, Number, expiration date

Board Certification [4F, AF/CF, year), Other certification




Publications
(max 1,000 characters)

(“tatement of Research Interestsand Goals
(max 2,000 characters)

References

First Name Middle Name LastMame
Address
Fhone Formart: (33%) 592-5939
Email Format: user@server.com
Name: | pgr. J
First Name Middle Mame Last Name
Address:
Fhone : Format: (332) 992-9999
Email: Format: uzer@server.com
Name: pgr J
First Name Middle Name Last Name
Address
Fhone : Format: (399)999-9999
Email -

Format: user@server.com

Submit




Medical Research Scholars Program

Form Approwed
OB Number 082 5-XHEN
Exp. Date X3MX,2017

Pubdic reporting burden for this collection of information is estimated to average 20 minutes per recponse, incheding the time for reviewing instructions, saarching exicting data
sources, sxthering and maintaining the duts nesded, and completing and reviewing the collection of information. An sgency mey not conduct or sponsor, and 2 person is not
required to respond to, & collection of information unless it displays 2 currently valid OMB control number. S2nd comments rersrding this burden astimate or any other aepect of
this colbection of information, inchsding sugpections for neducing this burden, to: NIH, Project Clearancs Branch, 65705 Rocdedge Drive, M5C 7874, Bethesda, MD 20822-7374,
ATTN: PRA {052 5-o00). Do not retwrn the completed form to this address.

Medical Research Scholars Program Application

There are two options on this application. save and submit. By pressing save, your application information will be saved for you to retunn and complete your application and submit
at @ later date. However, pressing save will not activate requests for ketters of recommendation from your listed references.

Hf pou prafer to have pour references necaive the reguects prior to completing your application in s entirety, we recommend entering temporary responses in all fislds and precsing
ubmit to activate pour requects for letters of recommendation. You may still return to your application at 2 loter date to update yowr recponsas, The application system will allow
changes to be made up until the desdiine. You will need to prece the submit button again onoe you have updated yowr information to ensune oll updates have been retsined.

Review of applications will begin after the deadiine

Eligibility Criteria:

1. This program is intended for medical, dental, csteopathic, and veterinany students. Candidates must curnently be enrollzd ina medical school scoredited by the Laison
Committes on Ma Eduwcation, 3 dental scheool that is sooredited by the Commission on Dental Accreditation, an ccteopathic school that is acoredited by the American
Detecpathic Acsociation, or ¥ collsse that ic accredited by the American Veterinary Medical Accociotion, Council on Education.

2. Candidates in double degree 2= M.D Fh.D. programs ane efigible to apply.

3. The M al Ressanch Scholars Program is designed for students who hawve completed their
research interests from applying pricr to having completed their clinical rotations.

4. Candidates must be US. citizens or permanent residents,

nical rotations, ie., third-year. but does not exclude students with strong

. Fourth-year students qualify to apply and participats in the Medical Ressarch Scholars Program. However, scoepted fourth-pesr students must defer gradustion before

participation.
1. Personal Information

Hame: g j “ = Permanent Home Phone
First M Last 999-559-9900

- Preferred Phone Number:
999-559-9900

To obtain s fres s-mail addrass, click hars
Current Address: Cell Phone: -

359-559-3550

Citizenship Status: | |1g rucaan -l



555.555-5555

City: Citizenship Status: | s Citizen j
i — d If Permanent Resident:

Country of Citizenship Alien Registration Mo.
Zip Code: Previgus Research Experience st NIH: | ygne j

2. Academic Information

*School Mame: [Szlect one school from the sppropriste list)
Medical School:

Dental School:

‘Osteopathic School:

Veterinary School:

School Grading Scale: d

‘Current Year of Medical, Dental, Osteopathic or Veterinary School: *J

3. Coursework and Grades [List only your medical fdental fosteopathic/veterinary school grades)
For Core Rotatiol leaze indicate (1) date completed; and [2) grade pendin applicable

If accepted to participate in the M holars are required to submit an official medical, dental, osteopathic, or veterinary school transcript. The grades entered into the
electronic application are for evaluation purposes only.

& Click harz 1o 2mach 2 fle

& Click here 1o sttach 2 file

A= you receive grades for courses that you are currently taking or grades that are pending, pleaze add those grades to your application. You will be able to madify your
application until the application deadline, January 15th.

. Undergraduate Transcript

W Click here 1o sttach = fle

5. Research Area(s) of Interest
[Limit: 100 characters).

&. Type of Research you are Interested in Conducting [Select one or more)

r Basic
I Clinical

™ Tranziztionzl

7. Personal Statement
Include your research interests, career goals, reasons for applying and expectations of your participation in the program. [Limit to one page).

' Click here 1o sttach = fle

8. CV/Resume
Upload a plain text version of your curriculum vitae into this space. Minor reformatting may be necessary. Include education, brief relevant research experience, scientific

publications, honors and awards, etc.

l Click herz 1o zmach 2 file

References




5. References

For Reference 1, please provide contact information for the Dean of Student Affairs or equivalent, who must provide a supporting letter of recommendation that indicates
your student status and also approval of your participation inthe MRSP.

Name: | par. d

Cezignztion/Title:

Reference 1:

First Middle Last

Org=nization:

Fhone: 999-999-9993

E-mail Address: Formatiuzer@server.com

Reference 2:

MName: | pr. d
First Middle Last
Designation/Title:

‘Organization:

Fhone: 585-555-953%

E-mail Address: Format:user@server.com

Reference 3:

Name: | par. d

Desiznztion/Title:

First Middle Last

Org=nization:

Fhone: 999-999-9999

E-mzil Addrezs:
Format: uzer@zerver.com

How did you hear about this program?
[Please select all that apply)

r Ad in a scientific journal {Nature, Science}; please specify:
r Adinastudent journal: please specify:
r Adinameeting program
L Exhibit at a meeting: please specify:
r Career development/epportunities workshop
r Flyer
r Paster
r From a mentor or advisor
r From analumnusfalumna of the pregram
r HIH representative visited school
r Web search
r Other; please specify:
MNotice toall applicants:
Itiz your rezponsibility to enzure that all of the above information iz correct. Falze or inaccurate information contained in this application may be grounds for denying your
‘candidacy or removing you from the program.
Save Submit




Ph.D. Summer Course

Form Approved
OMB Number 0925-XXXX
Exp. Date XX,/ XX/ 2017

Public reperting burden for this collection of information is estimated to average 20 minutes per response, including the time for r
instructions, searching existing data sources, gathering and maintaining the data needed, and completing and reviewing the collection of
information. An agency may not conduct or sponscr, and & person is not required to respond to, 2 collection of information unless it displays a
currently valid OMB control number. Send comments regarding this burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden, to: NIH, Project Clearance Branch, 6705 Rockledge Drive, MSC 7974, Bethesda, MD 20892-7974,
ATTN: PRA (0925-xxxx). Do not return the completed form to this address.

National Institutes of Health Clinical Center
Clinical and Translational Research Course for Ph.D. Students Application

Application Instructions

Before you begin, you may review a statement about privacy.

Prior to submitting your application, you must have the following information requested in this application:
iosketch (format)

esearch Adviser's Contact Information

1. B
2. R

re that w
e inform

Mote: Please be aw
please ensure tha

vour advisor using the contact information you pr
tion is accurate and that you submi ur aj

vide to request your letter of recommendation. Therefore,
ication in a timely manner

Mo applications will be accepted after the deadline. You MUST Press the [Submit] butten to complete the application process

Eligibility Requirements

n order to he eligible to apply to this course, you must meet the following requirements:

“You MUST Press the [Submit] button to complete the application process.

Eligibility Requiremenis

n orderto be eligikle to apply to this course, you must meet the following requirements:

Attend 2 U.S. graduate programs leading to 2 Ph.D. degree in the basic sciences

Have completed at least ane year of graduate study by July 2013,

Currently pursuing first doctoral degree, and not dually-enrolled in @ medical degree (MD-PhD) program.

Submit a completed application, biosketch, personal statement, and letter of recommendation from academic advisor.

Lol o

e

Personal Information

Select vI

Title First Name Last Name
Phone: (This information is for follow-up purposes only
Email: b

Academic Information

scheool Name:

School Address:
School City
School State: ﬂ

Schocol Zip Code:

Year at Current Level: Select..

Degree Expected (Manth, Year):




\
DELTEE ERPECTEd (IVIOMT, TEar]

Biosketch

Note: Please attach your biosketch using the NiH biosketch format.

O Click here to attach 2 fils

Personal Statement
Note: Please aftach your personal statement with a maximum of 500 words.

@ Click here to attach a fils

Academic Advisor Contact Information

Your advisor will r an email requesting lefter of recommendation once you have submitted your appli
Select...
Title First Name Last Name
Phone:
Email: *

Research Interests {up to 5)
How did you hear about the course?

Select..



Resident Electives Program

ewing instructions,

. AN 3gency may not

conduct or 5pan5:nr and 3 PErsom is not E{]I.IIH!{I to respnnd to, a collection aflnfarmannn unlessrtdlsplayrsa currently valid OMB control number. Sz

= 3

on at the

ement 3bou fte fi | ] bu

Instrisctions:

In orderto

1. Youm




1..1.H|IEI s L L A A A
2. Perzonal health coverage for you during your rotation at the MIH. By szizning the MIH/Program Letter of Agreement, your training
inztitution confirms they provide thiz coverage, slong with =alary and benefits. If you have met all other reguirements listed sbove but

your training institution does not provide personal health insurance coverage for you, you can purchasze sufficient personal health
COVEF3EE ON YOUr owWn.

Mots: Applicantzwho cannot mast 3ll of the sbove elizibility requirementz will not be considerad for an MIH 2lactive rotstion.

1. Personal Information

Mame pr. | ol
First Mame I Lzzt Mame
Degree zelece... d
E-mail

*
Farmat : user@server.com
Current Home Address

City
State d

Tipcode

Home Phone Number

Maobile Phone Mumber
Current PEY Level d
Citizenship Status d

If Permanent Resident:

Country of Citizenship  Green Card/Alien Registration Number

| amon an ECFMG =ponsored 1-1 visa: Yes C MNo C
lamaonan H-1visz: Yes C No C
Other [Flease specifyl:

Freviocus Rezesrch Experience d
at MIH

2. Residency/Fellowship Information




at MIH
2. Residency,/Fellowship Information

' | sm = current rezident in 3n ACGME-sccredited rezidency training program.
o | have completed an ACGME-accredited residency and | am now 3 fellow.
Specialty or Subspecialty Program d
Spenszeoring Institution/Hospital

Address of Sponsoring
Institution/Hospital

City

State ﬂ

Zip Code

3. Cover Letter [Briefly explain your interest in applying for a residencyffellow elective at the NIH}
[max 4,000 characters)

@ Click here to attach a file

4. CV/Resume [upload resume here)

@ Click here to attach a file

5. Program Director's Information:

Name pp.

First Mame Ml Last Mame
Title

Specialty or Subspecialty Program j
Spenszeoring Institution/Hospital
Inztitution/Hozpital Address
City

State ﬂ

Zip code

Windows Internet Explorer

s: Jfocrtme.co.nih.gov/rep!_layouts/OCR TME ApplicationForm, aspx fesnlocation=rep/forms/Application. xsn j a E] I‘f Live Search

vorites  Tools  Help

ﬂSurvey Form E

22 Advan,.. | Apphcatlnn Farra ] | gProject Information - ... | ‘USAJOBS - Search Jobs | Internal inFarmation ... | gNaw Tab | | & = * [ @ v Page - 3af
™
Office Phons Format : (382 228-2233
Office Email

Format : user@server.com

7. Elective Choices

Elective Menthis) Start Day
First Choice : seiect an Elective _'I Select 3 monthis) _'I Lnw =l
Second Cheice  seject an Elective =l seiect s monthis) =l any =l
Third Choice : seject an Elective =] setect a monthis) =l any =l

Save Submit Your




Principles of Clinical Pharmacology

—_— PR TN CTPLES ol ———— Form Approved

CLINICAL PHARMACOLOGY: ADMINISTRATIONOVE umber 02253000

Public reporting burden for this collection of information is estimated to average 20 minutes per response, including the time for reviewing instructions, searching existing data
sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not
required to respond to, a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other
aspect of this collection of information, including suggestions for reducing this burden, to: NIH, Project Clearance Branch, 6705 Rockledge Drive, MSC 7974, Bethesda, MD
20892-7974, ATTN: PRA (0925-xxxx). Do not return the completed form to this address.

Course Set—Up Students Reports Enter Attendance Remote Sites Discussions FAO = Log Out
P

Student Registration Form

PCP Registration Form

= Complete the form below and click the Register button.
= |termns in *RED are required for processing wour enrollment.

= |Lectures will be held on Thursdays, 6:3F0pm-7:-45pm, at the Lipsett Amphitheater

Student Infermation

*First Name: Middle Initial: *Last Mame: Suffix:

*Degreef{s): |:| M. D

Op.o.
COpPh.D»
O r.N.
I:lPharm_ D
COms.
o w.m.
Opo.ps.
[1other
If “Other”, please specify {Comma
separate):
Po=sition fTitle:
Training Program {if applicable)}
TAffiliation: (™) gy H — Institute fCenter: | Choose GOne =l
(O FDA - Section:| Choose One =

OAtademia

O Industry
) OTher [Flease Specifiy

*Preferred Mailing Address:

City:



[Ob.ps.
[Jother

If "Other”, please specify {comma
Separate):

Position fTitle:

Training Program {if applicable}

*Affiliation: (7 yIH - Institute {Center: | Choose One

{JFDA - Section: | Choose One
IC}Al:ademia

) Industry
{:) Other |Please Specifiy

*Preferred Mailing Address:

*City:

*State: | Choose One
*Zipcode:
Country:
*Telephone:
Fax:

*Email Address {required to
receive confirmation of
enrollment):

Personal Email Address:

*Password {at least 4 characters):




Introduction to the Principles and Practice of Clinical Research

Fall 2013

') NIH Clinical Center | |ppCcR Administration

MATIONAL INSTITUTES OF HEALTH

Public reporting burden for this collection of information is estimated to average 20 minutes per response, including the time for reviewing instructions, searching existing data
sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not
required to respond to, a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other
aspect of this collection of information, including suggestions for reducing this burden, to: NIH, Project Clearance Branch, 6705 Rockledge Drive, MSC 7974, Bethesda, MD
20892-7974, ATTN: PRA (0925-xxxx). Do not return the completed form to this address.

Course Set—Up Students Reports Attendance Remote Sites Test Discussions FAOQ Download
F N
Logout

Student Registration Form
Student Information

Title: *First Name: Middle Initial: *Last Mame:

Choose One El

Check the fallowing box if wouw are participating in this course on the MIH campus in Bethesda, MO
*1 will attend on the NMIH campus:

*Email Address {required to
receive confirmation of
enrollment):

Personal Email Address:
*Password {at least 4 characters):
*Degree: | Choose One El

If your PEIMARY degree is not
listed abowve, enter it here:

*Profession: | Choose One El

If your profession is not listed
abowe, please enter it here:

Contact Information
*Telephone (Format: S55-555-5555):
Fax H

Pager :




Contact Information

*Telephone {Format: 555-555-5555): I

Fax {Format: 555-555-5555): I

Pager {Format: 555-555-5555): I

Affiliation

*MIH Employee: | res '  No

*NIH Institute fCenter (IC): | Choose Cne

If your IC is not listed above or I
you are not affiliated with the NIH,
enter the name of your
organization:

Lab/Branch{Department: I

*NIH Building |
{or Street Address 1)

*NIH Room |
{or Street Address 2):

Mail Stop Code (4 digits): |

*City {please change if incorrect): hethesda

*Srate: | D

*Zipcode {please change if |20892
incorrect):



NIH-Duke Training Program in Clinical Research (NIH-DUKE)

Form Approved

Duke University School of Medicine OME Number 0925-XXXX

Exp. Date XX/XX/2017

wl Duke Department of Biostatistics & Bioinformatics

| 1 DASHBOARD X MESSAGES A PROFILE / TECHNICAL SUPPORT LOG OUT

Public reporting burden for this collection of information is estimated to average 20 minutes per response, including the time for reviewing instructions, searching existing data
sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not
required to respond to, a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other aspect
of this collection of information, including suggestions for reducing this burden, to: NIH, Project Clearance Branch, 6705 Rockledge Drive, MSC 7974, Bethesda, MD 20892-7974,

ATTN: PRA (0925-xxxx). Do not return the completed form to this address.

A Master of Biostatistics Submit Ap n

Application

Your answers were saved successfully to the database.

Duke University
School of Medicine
Master of Biostatistics Program

Save & Continue

Personal Data

Admission Information

Personal Data . ) . .
Required fialds are marked with an asterisk ).

Contact Information

Educational
Background
First/Given Mame *

GRE Test Scares
Middle M
English Language adle Hame
Froficiency Test Scores
Last or Family MName *
Froficiency in
Languages
Freferred Mame
Wark Experience

REOMIEDED IKTOTHIER Other last or family names under which academic records may be listed

Essay Questions




Essay Guestions

Letters of
Recommendation

Honor Pledge

Important Links

Check Online
Application

Application Instructions

PRINT FORMS

Gender® Fermale
Ilale

Diate of Bitth *

MDDy

Place of Birth ™

City *

State
-- Please Select-- v

Country

Citizenship * - Please Select-- M

Country

Are you a permanent resident of Yes




[fyou are an international applicant, doyou currently hold a U5, visa?

Yes Mo

Ifyou are an international applicant and currently hold a U 3. visa, whatvisa type do you currently hold?

i Other, please specify
Ifyou are an international applicant and currently do not hold a U.S. visa, what visa type will you need?

I Other, please specify

In arder to meet Federal requirements an the collection and reporting of racel/ethnicity, please answer the following:

Are you Hispanic or Latino? Yes o
Flease choose the response that White
best describes the way you Black/African American

identify yourself: Asian

Armerican Indianfalaska Mative
Mot Specified
Mative Hawaiian/Other Pacific Island




IF Other, please specify

In orderto meet Federal requirements on the collection and reparting of racefethnicity, please answer the following:

Are you Hispanic or Latina? Yes Ma
Flease choose the response that YWhite
best describes the way you ElackiAftican American

identify yourself: Asian

American Indian/Alaska Mative
Mot Specified
Mative HawaiianfOther Pacific Island

Save Save & Continue Reset

Submit Application



Sabbatical in Clinical Research Management

Public reporting burden for this collection of information is estimated to average 20 minutes per response, including the time for reviewing instructions, searching existing data sources, gathering and
maintzining the datz needed, and completing and reviewing the collection of information. An agency may not conduct or sponser, and a persen is not required to respond ta, a collection of information unless
itdisplays a currently valid MB centrel number. Send comments regarding thiz burden estimate or any other azpect of thiz collection of information, including suggestions for reducing this burden, to: NIH,
Project Clearance Branch, 6705 Rockledge Drive, MSC 7974, Bethesda, MD 20832-7574, ATTN: PRA [0825-xccx). Do not return the completed form to this address.

Instructions: Before you begin, you may want te review = statement sbout privacy. Flz=

Today's Date| =
Nams : M ;I
“First Name Midéle Name
Employed o Select.. 2| Employer Classifieation =]

PositionFaculty Ranlk:
Address
City , 3tate
Zip/Postal Code :
Country :
=t vserfiserver.com
=Primary Phons :
Mobile Phone :

round/Experience
Occrpation that Bast Describes Your Current Position : * j
Years of Relevant Clinical R h E

Fzszarch Interasts:

Zpoken Languase

Have you ever worksd on a NIH-funded Study : =
Anticipated start date (monthiyv=ar) :

I e R e e | |

sview application tips before beginning

Personal Detail

Form Approved|
OMB Number 0325-K¥XX)
Exp. Date X¥/%%/2017]

* Last Wams

Anticipated start date (month/year) :

Anticipated length of sabbatical:
Sabbatical should not exceed 6 months.

Name :

Title Faculty Rank -
Institution :

E-mail :

Phone :

user@server.com

(000) 000-0000

Personal Statement

W Click hers 1o anach 2 fle

Elective Interests

structions: Beginning with "1=Most Inter ! please rank up to ten (
Module Elective Time Estimate

Instructions: One-page OR 1000 character limit. Please indicate how this program may help your career and your role at your academic institution and/or why you would like to participate.

Please supply the name and contact information for your Mentor, Supervisor, co-funded Principal Investigator, etc.

Smith-J Curriculum V

Interests




Module 1: R : o . Select... d
Critical Infrastructure Implementation and Protocel Tracking 1 month

Scientific Peer R 3 hours Select... d

Bioethics Applied te Clinical arch 3 month Select... d

ion Program (HRPP) 1 month Select... j

Select.. d

S houts Select.. d

Select... d

Module 2: select d
Support Service -

1 month select.. d

vational experience Select.. d

1 one-hour 1 month Select.. d

opment of Biclogicals 3 one-hour Select. d

1 one-hour Select... d

Nutrition 1 one-hour Select... d

Module 3: DHHS Offi ssearch Protection (OHRP) 1 one-hour s Select... =

Legal and Regul lopment (FDA Regulation and Select... d
2 one-hour 3w

Institutional Accreditation and Compliaznce 1 one-hour Select... d

Laboratory ing in a Clinical Facility 3 one-hour Select. d

r- Collaboration and Tnve; 1 one-hour it Select. d

1 one-hous on 4 hours Select J

select.. =l

Select... j
Module 4 : Select... d
c .

Select... d
(Module 5 : Select... d
Strategic C
: Select.. =
(Module 6 : [Foundation for t 4 hours Select... d
Funding Oppor

References
Instructions: Please supply the name and contact information for three Professional References. Please note that we may contact your references to evaluate your application.
Name ;| Dr. j
First Namse Last MName
Emplover/Institution :
City - State Zip Code
Country :
E-mail :
Phone:
Name | Dr. -
First Name Last Name
Emplover/Institution :
City - State Zip Code
Countrv

I




- Windows Internet Explorer

-ps://ocrtme.cc.nih.gov/sabbatical_layouts/OCRTME! ApplicationForm. aspx?¥snlacation=/sabbatical/forms Application.xsn j 5 |‘1‘|| X ‘ Il'f Live Search

favatibes  Tools  Help
QSurvey Farm & |

“ype Advanced Set. . | [/ Application Farm x | Enew Tab
Emplover Tnstitution

| | 5 - B - =] o= - Page- Sa

City : State Zip Code
Counry
E-mai : user@server.com
Phone:

Name ;| Dr. »|
First Name Last Name
Emplover Institution:
City - State Fip Code
Country :
E-mail - user@server.com
Phone:

How did you hear about the sabbatical program? j

If other, please specify

Save Submit




NIH Clinical Center Department of Bioethics Fellowship Program

Form Approved
OMB Number 0925-XKXX
Exp. Date X¥/%K/2017

Public reporting burden for thiz collection of information iz estimated to average 20 minutes perresponse, including the time for reviewing instructions, s=earching existing
data sources, gathering and maintzining the dats needed, and completing and reviewing the collection of information. Anagency may not conduct or sponsor, and a person is
not required to respond to, a cellection of infermation unless it displays a currently valid OMB contrel number. Sz2nd comments regarding this burden estimate or any other
aspect of this collection of information, includin, estions for reducing this burden, to: NIH, Project Clearance Branch, 8705 Rockle Drive, MSC 4, Bethesds, MD
20892- , ATTN: PRA [0925-00c). Do not return the completed form to this addr

MNIH Clinical Center Department of Bioethics Fellowship Program
Instructions: Before you begin, you maywant toreview the FAQ:.

Applications are welcomed from those who have an interest in bioethics, but no previous bioethics experience isrequired. Fellowship selection is competitive and will take into
account evidence of academic achievements and analytic thinking and ability te contribute to bicethics scholarship, Only complete applications submitted by the posted due

date will be considered.

ou may submit your application as often as you want up to the deadline. The application will update each time you submit but your references will not be contacted unless you
hit the submit button. If you save your application, your references will not be contacted. You should attach a place holder or enter "will fellow" in required fields and hit
"submit" rather than "sawve" so that your references are given ample time to respond. The save option should only be used if you are pulled away from the application in the
course of applying and want to save it to that point.

Eligibility Criteria:

Pre-doctoral/post baccalaureate fellows:
1. Completed or expected to complete undergraduate or masters degree prior to start of fellowship;
2. Completion of last degree no mare than 5 year prior to the fellow
3. Planningto pursue MD, JO, PhD or ather degree in related field;

Post-doctoral fellows:
1. Completed or expected to complete graduate degree [MD, ID, PhD or other in related field) prior
2. Completion of graduste degree no more than 5 years prior to the fellowship;

start of fellowship;

1. General Infarmation
MName: | pr. j * "
First Mi Last
Gender: d
E-mail Address: * Format: us
Bdmiline Addence-

First M Last

Gender j

E-mail Address * Format : user@server.com
Mziling Address

City
State |
Country: j

Zip Code
Prefi d Ph Mumk *
referre one Mumber 999-999-9939
Country of Citizenship j
Which Program are you applying for ¢ Predoctoral/post-bac Fellowship o Postdoctoral Fellowship
Degree/s
Pre-doc/Post-bac j f Other, please specify;
Fost doc j f Other, please specify,
2. Academic Information
Graduate Schoo School Name: School Name:
City: City:
State: LI State: j
Zip Code: Zip Code:
Country: LI Country: LI

Degree: Degree:

LT y— B




Undergraduate School:

Degree:
Major:

Year Degree
Earned/Expected

Schoo! Name:
City

State: LI
Zip Code:
Country:
Degree:
Major:

Year Degree
Earned/Expected

Degree:
Major:

Year Degree
Earned/Expected:

School Name:
City:

State:

Zip Code:
Country:
Degree:
Major:

Year Degree
Earned/Expected:

3. References [Please include current contact information for three references. An email request for a recommendation letter will be sent directly to them. Reference letters
must be received on or before the due date and are a required part of a complete application. Please be sure your recommenders are aware of the deadline.)

Reference 1:

Name: pr. J

Designation/Title:
Organization:
Phone:

E-mail Address:

000-000-0000

Format: user@server.com

First Middle Last
Designation/Title:
Organization:
Phane: 000-000-0000
E-mail Address: Format:user@server.com
E-mail Address: Format:user@server.com
Reference 2:
Name: pr j
First Middle Last
Designation,Title;
Organizaticn
Phone: 000-000-0000
E-mzil Address Format:user@server.com
Reference 3:
Mame: par. j
First Middle Last

contribute to the department’s diversity.)

4, Statement of Interest (Flease upload/attach or write in the space below a statement of interest of up to L000 words which should include discussion of how the fellowship
fitz into your career goals and potentizl topics you would like to investigate while here. You might also discuss how you can lend 2 unique perspective to the department or

W Click here to attach a file




5. CV/Resume

Upload or Copy/Paste 2 plain text version of your curriculum vitae into this space. Minor reformatting may be necessary. Include education, brief relevant research
experience, scientific publications, honors and awards, etc.

@ Click here to attach a file

6. Writing samples (Please upload/attach cne or more, but no more than 3, writing samples. Writing samples do not have to be published papers. They can be a thesis or
essay/s written for college course work or part of a dissertation. If you submit a published article it is best that you are the sole author or the first author. We want to see how
you express an idea on paper, defend or present an argument, use written language. It is the quality of the writing not the quantity that we are interested in |

@ Clickhere to attach a file @ Click here toattacha file @ Click here to attach a file

7. Graduate and Undergraduate Transcripts [Fleas= upload/sttach copy of your transcript. 4n official transcript will be reguired if you are offered = fellowship)
Graduste Tranzcript:

W Chckhesmenzchafle W Clckheemamechz fle

Undargradusta Transcript:

W Chckhesmenzchafle W Clckheemamechz fle

'8, How did you hear about this program?
[Pleaze zelect all that apply)

Journal Ad; please specify:
Career Development/Opportunities Office or Workshop

From a mentar or adviser, if so, whao:

From an alumnus/alumna of the program wha}:
MIH representative

Web search - where fwhat site:

i B B i B e |

‘Other; please specify:

Motice to allapplicants:

|Save allows you to go back and make changes or additions to your application but the application will not be considered = complete application. An application is only complete when
it haz been submitted. You can still edit and update your application after it has been submitted. You can submit 2= often 2= you want. Pleaze rememberthat it iz only when you have
"submitted" the application that your references will be contacted.

It is your responsibility to ensure that all of the above information is correct. False orinaccurate information contained in this spplication may be grounds for denying your candidacy or
remaving you from the program.

Save Submit




Clinical Research Training On-Line Course for Principal Investigators

CLINICAL RESEARCH TRAINING Form Approved

] . * OMB Number 0925-XXXX
% MNational Institutes of Health Exp. Date XX/XX/20L7
Public reporting burden for this collection of information is estimated to average 20 minutes per response, including the time for reviewing instructions, searching existing data
sources, gathering and maintaining the data needed, and completing and reviewing the collection of information. An agency may not conduct or sponsor, and a person is not
required to respond to, a collection of information unless it displays a currently valid OMB control number. Send comments regarding this burden estimate or any other aspect

of this collection of information, including suggestions for reducing this burden, to: NIH, Project Clearance Branch, 6705 Rockledge Drive, MSC 7974, Bethesda, MD 20892-7974,
ATTN: PRA (0925-xxxx). Do not return the completed form to this address.

Register « Back

1. Complete the form below and click the Continue buttaon.

2. Items in *RED are required for processing your enrallment.

3. In order to receive certification for completing this course, you will need to provide your email address and choose a

password. It is suggested that vou choose a password that you can easily remember,

4. Mote: If you are taking this course to fulfill the Training and Education Standard issued by the NIH for conducting clinical

research in the intramural research program, you MUST input wour MIH Institute or Center {IC) in the drop down list to
receive credit for completing this course.

Student Information

Title: *First Name: Middle Initial: *Last Name:

Choose One

*Please choose a statement below {:} | arn currenthy a principal investigator with a protocol approved through the Mational
that describes your status, by

Institutes of Health (MIH), Clinical Center. | will be taking this caurse ta fulfill the Training
clicking one of the radio buttons. and Education Standard issued by the MIH for conducting clinical research in the
Intrarmural Research Prograrm.

() larm not an MIH principal investigator and will be taking this course to enhance ry
khowledge of clinical research.

*Email Address: |:rtadmin

*Password {at least 4 characters):

*Degree:  cChoose One

If your PRIMARY degree is not
listed abowe, enter it here:

Contact Information

*Telephone and {area code):
Fax and {area code):

Pager and {area code}:




Choose One

Choose One

Choose One

Continue



