APPLICATION FOR ADMISSION TO POSTDOCTORAL TRAINING PROGRAM IN 

BEHAVIORAL SCIENCES RESEARCH IN HIV INFECTION 

HIV Center for Clinical and Behavioral Studies

Columbia University and New York State Psychiatric Institute














Date:       
1.
Name: 
     

     
     



last name

first
middle

2.
U.S. Social Security #:       
3.
Date of birth (optional):       
4.
 FORMCHECKBOX 
 Female
 FORMCHECKBOX 
 Male

5.
Current Address: 
     

     


     
     




street

city


state
zip code


Day phone:       
Evening phone:       

Email:       
6.
Citizen of U.S.   FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no   If no, are you a non-citizen national?   FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no  


If not, are you lawfully admitted into the U.S. and have an Alien Registration Receipt Card (e.g., I-551)?    FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no

7.
Are you Hispanic (or Latino)? 
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no   
 FORMCHECKBOX 
 do not wish to provide 

8.
What is your racial background? Check one or more.



 FORMCHECKBOX 
 American Indian or Alaska Native


 FORMCHECKBOX 
 Native Hawaiian or other Pacific Islander 

 FORMCHECKBOX 
 Asian 

 FORMCHECKBOX 
 Black or African American

 FORMCHECKBOX 
 White

 FORMCHECKBOX 
 Do not wish to provide
9.
Do you have a disability? 
 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
 FORMCHECKBOX 
 do not wish to provide 



If yes, which of the following categories describe your disability(ies): 




 FORMCHECKBOX 
 Hearing 
 FORMCHECKBOX 
 Mobility/Orthopedic Impairment 
 FORMCHECKBOX 
 Visual 
 FORMCHECKBOX 
 Other 
10.
Are you from a disadvantaged background?


 FORMCHECKBOX 
 yes
 FORMCHECKBOX 
 no
 FORMCHECKBOX 
 do not wish to provide 

11.
Please list your doctoral degree, the institution from which you received your degree, the year, the title of your doctoral thesis, and the name of your advisor. If you haven't yet completed work toward your degree, include the month you expect to finish.


Degree:       

Institution:       

(Expected) graduation date (month/year):         


(Provisional) title of doctoral thesis:        

Advisor:       
12.
Have you received prior support from the Public Health Services (PHS; i.e., support for postdoctoral training in an institutional training grant or individual fellowship)?   FORMCHECKBOX 
 no
 FORMCHECKBOX 
 yes
If yes, for how many years?       
13.
Where did you first learn of this Training Program? (be as descriptive as possible):



 FORMCHECKBOX 
 print advertisement (which one):      


 FORMCHECKBOX 
 brochure:      


 FORMCHECKBOX 
 website (which one):      


 FORMCHECKBOX 
 electronic mail:      


 FORMCHECKBOX 
 scientific meeting:      


 FORMCHECKBOX 
 flyer:      


 FORMCHECKBOX 
 personal recommendation:      


 FORMCHECKBOX 
 other:      
10/06/09 tgms


