
Emory University School of Medicine 

Division of Oral and Maxillofacial Surgery 

   Application for Externship 

Student name: ___________________________________Soc. Sec. # ___________________ 

Prefix: Ms._____ Mrs. ____Miss ____ Mr. ____ Marital Status: Married _____ Unmarried _____  

Permanent Address: 

____________________________________________________________________________   

Street                                                  City                    State                       Zip Code  

Current Mailing Address: 

____________________________________________________________________________ 

 Street                                                 City                     State                      Zip Code 

Phone: ___________________Sex: Male _____ Female ____ Date of Birth: _______________ 

Place of Birth: ___________________________ Email: _______________________________   

Citizenship: 

____________________________________________________________________________ 

County                                         State                                                 Country 

If not a US Citizen, specify type of Visa 

____________________________________________________________________________ 

If Permanent Resident, give registration # 

____________________________________________________________________________ 

Current /Dental School: _________________________________________________________  

Graduation Date: ______________________________________________________________   

Desired Externship Dates:  

Beginning Date: __________/_______/______ Ending Date: ______/_______/______  

Beginning Date: __________/_______/______ Ending Date: ______/_______/______  

Beginning Date: __________/_______/______ Ending Date: ______/_______/______  

______________________________________    ___________________________________                      

Signature       Date of Application 

             To be completed by Emory Oral and Maxillofacial Surgery Coordinator 

Date Application received:______________ 
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Please save the completed form and email it as an attachment to Tracey Hollingshed, tracey.hollingshed@emory.edu.
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