
 
 
 
 
 
 

Application for Residents/Fellows on Rotation at HMC 
 

To be completed by the Resident or Clinical Fellow Applying for Elective: 

Inclusive Dates of Rotation: 
 
Start Date:                                                                                        End Date: 

 
Last Name: 

 
First Name:                                                                   MI: 

 
Social Security Number:   

 
Date of Birth: 

 
Male                 Female 

 
 
Email Address: 

 
Level of Training 
(Home Program) 

 

 
 Specialty/Subspecialty where you wish to rotate: 
 
       

I          II          III         IV         V          VI         VII 
 
 

 
Home Address: 
 

 

  

Home Phone Number:  Cell Phone Number: 

 Pennsylvania Training License Number: (REQUIRED)  Pennsylvania MD/DO License Number: (if applicable) 
 

 Federal DEA License Number: (if applicable)  
    
    
        

 Medical School Attended & Graduation Date: 

 
ECFMG Number and Date: (if applicable) 

 

 

Current Program Information 
 
Hospital Name: 

 

 
Address: 
 

 
Program Director/Supervising Physician: 

 
Contact Person: 

 
Contact Phone Number: 

 
Contact Email Address: 

 

    
 

Return form to Mary Forshey at:   
Penn State Hershey Graduate Medical Education 
PO Box 850 – MC H088  
Herhsey, PA 17033   OR   mforshey@hmc.psu.edu 
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