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Alternative CURRICULUM VITAE FORMAT FOR

Promedica Practitioner track appointment
COLLEGE OF MEDICINE and Life Sciences, 
THE UNIVERSITY OF TOLEDO (UT) 

	PERSONAL INFORMATION
	
	
	
	

	
	
	
	
	
	
	

	Last Name
	
	First Name
	
	Middle Initial
	
	Title

	
	
	
	
	
	
	

	Also Known As or Maiden Name
	
	Date of Birth
	
	Last 4 digits of SSN(**)

	
	
	
	
	
	
	

	Home Address
	
	           City
	
	    State
	
	       Zip

	
	
	
	
	

	Home Phone
	
	Home Fax
	
	E-Mail Address

	
	
	
	
	
	
	

	Primary Office Address
	
	           City
	
	     State
	
	        Zip

	
	
	
	
	

	Primary Office Phone
	
	
	
	


(** THE UNIVERSITY OF TOLEDO MAINTAINS YOUR DATE OF BIRTH AND THE LAST FOUR DIGITS OF YOUR SOCIAL SECURITY NUMBER FOR VERIFYING IDENTITY AND ISSUING UT ID/SECURITY BADGE, PARKING CERTIFICATE, LIBRARY SERVICES AND INFORMATION TECHNOLOGY ACCESS.  YOUR DISCLOSURE OF THIS INFORMATION IS VOLUNTARY BUT FAILURE TO PROVIDE IT WILL RESULT IN THE UNIVERSITY’S INABILITY TO PROVIDE THESE SERVICES.
COLLEGE & MEDICAL SCHOOL EDUCATION & TRAINING:  Start with the earliest earned degree.  List each earned degree in the following manner: If you need additional space, please attach a separate sheet. 
	INSTITUTION, CITY, STATE (COUNTRY IF NOT IN U.S.)
	DEGREE TITLE
	FIELD OF STUDY
	INCLUSIVE DATES (Mo/Yr)

(FROM/TO)

	1.


	
	
	

	2.


	
	
	

	3.


	
	
	


POSTGRADUATE MEDICAL EDUCATION (RESIDENCIES, FELLOWSHIPS):  Start with the earliest  program. 
	INSTITUTION/HOSPITAL
	ADDRESS/PHONE NUMBER

FAX NUMBER
	AREA OF TRAINING
	INCLUSIVE DATES (Mo/Yr)

(FROM/TO)

	1.


	
	
	

	2.


	
	
	

	3.


	
	
	


EMPLOYMENT:  List all relevant professional and/or academic/teaching/research employment.  Start with the earliest employment.  
	INSTITUTION/BUSINESS

OR EDUCATIONAL INSTITUTION
	ADDRESS/PHONE NUMBER

FAX NUMBER
	DEPARTMENT OR OTHER ADMINISTRATIVE UNIT WITHIN ORGANIZATION
	TITLE OR

FACULTY
RANK &

TRACK

(CLINICAL,
RESEARCH IF
APPLICABLE)
	INCLUSIVE DATES (Mo/Yr)

(FROM/TO) & FT, PT, SALARIED, VOLUNTEER

	1.


	
	
	
	

	2.


	
	
	
	

	3.


	
	
	
	


CERTIFICATIONS / LICENSURES
	AREA OF SPECIALTY
	NAME OF

SPECIALTY

BOARD ISSUING

CERTIFICATION
	LICENSURE:

STATES AND/OR

FOREIGN

COUNTRIES
	DATE OF ORIGINAL ISSUE
	NEXT RECERT/

RELICENSURE DATE
	RECERT/

RELICENSURE

EXEMPT?

YES/NO

	1.


	
	
	
	
	

	2.


	
	
	
	
	

	3.


	
	
	
	
	

	4.


	
	
	
	
	

	5.


	
	
	
	
	


TEACHING EXPERIENCE: Please list any clinical teaching experience with medical students, residents, fellows or other health care students.
	TYPE OF PROGRAM


	YOUR ROLE(S)

AND FREQUENCY

(MONTHLY,

ANNUALLY OR

OTHER)
	NUMBER

OF STUDENTS, RESIDENTS &

FELLOWS ROUTINELY

TRAINED
	YEARS YOU

ENGAGED IN

TEACHING

(FROM/TO)

	1.


	
	
	

	2.


	
	
	

	3.


	
	
	


INSTITUTIONAL COMMITTEES (List membership in any academic or healthcare institutional committee(s) including membership in hospital committees.
	INSTITUTION
	NAME OF COMMITTEE
	OFFICE HELD, IF APPLICABLE (E.G., CHAIR, SECRETARY, ETC.)
	INCLUSIVE DATES (Mo/Yr)

	1.


	
	
	

	2.


	
	
	

	3.


	
	
	

	4.


	
	
	


INVOLVEMENT IN RELEVANT PROFESSIONAL OR COMMUNITY SERVICE ORGANIZATIONS  Please list in chronological order
	ORGANIZATION
	MEMBERSHIP
	INCLUSIVE DATES (Mo/Yr)

(FROM/TO)

	1.


	
	

	2.


	
	

	3.


	
	


RESEARCH AND GRANTS
	TITLE OF PROJECT/GRANT
	FUNDING AGENCY OR RESEARCH SPONSOR
	YOUR ROLE

ON THE PROJECT (IF NOT PRINCIPAL INVESTIGATOR)
	PROJECT PERIOD

(FROM/TO)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	RESEARCH INTEREST IF NOT LISTED ABOVE



BIBLIOGRAPHY
Please list any authored or co-authored publications (peer-reviewed publications; non-peer-reviewed publications; books and book chapters; invited reviews; other.  For each, please provide the following complete information
	TITLE
	PMID

(IF APPLICABLE)
	IS THIS A PRESENTATION?

Yes  /  No
	JOURNAL NAME

OR

TEXTBOOK NAME
	YEAR OF

PUBLICATION

	`
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please list any other pertinent leadership or professional role that you wish to be included:
	


I ACKNOWLEDGE THE INFORMATION PROVIDED IN THIS APPLICATION IS TRUE AND ACCURATE. 
	Print Name 

	Signature 
	                Date
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