FORM E-1
Return to:  Board of Registration in Medicine, 200 Harvard Mill Square, Suite 330, Wakefield, MA 01880
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INTERNATIONAL MEDICAL GRADUATES:  Complete form E-1 if you have completed any required, or more than three (3) months of elective, medical school clinical study as a part of the two (2) year medical school clinical study requirement outside of the primary teaching hospital of the medical school of attendance.

INSTRUCTIONS:  Please complete the following information regarding all of the applicant’s clinical training and include school transcripts with this form.

Name of Applicant:______________________________________________ Training Institution: _____________________________________________
	Area of Study
	Name of

Program Director
	Name of

Supervisor
	Name and Address

of Hospital
	Was This Hospital the Primary Teaching Hospital for Your Medical School?

(YES/NO)
	Was This Hospital an Affiliated Teaching Hospital for your Medical School at the Time the Applicant Completed Clerkships There?

(YES/NO) If YES, See Instructions.
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	Signature of Dean or Designated Official: __________________________________
	               SCHOOL SEAL

	Name (please print): ___________________________________________________
	

	Title: _______________________________________________________________
	

	Date: _______________________________________________________________
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