MEDICAL STUDENT APPLICATION
Thank you for your interest in the AAOS Mentoring Program!  
     

To help us find the best mentor for your specific needs and interests, please complete the following information.
Your name (First, Middle, Last) 










Gender (Optional)



 FORMCHECKBOX 
  Male
 FORMCHECKBOX 
 Female

Ethnic group (Optional) 

 FORMCHECKBOX 
 African American



 FORMCHECKBOX 
 Native American/Eskimo

 FORMCHECKBOX 
 Hispanic/Latino



 FORMCHECKBOX 
 Caucasian

 FORMCHECKBOX 
 Asian American/Pacific Islander

 FORMCHECKBOX 
 Other, please specify: 

Medical school you’re attending 










Year in school  

          

 FORMCHECKBOX 
 Pre-Med     FORMCHECKBOX 
 M1     FORMCHECKBOX 
 M2     FORMCHECKBOX 
 M3     FORMCHECKBOX 
 M4
Graduation year












Primary telephone no.











Alternate or cell phone no.










Primary e-mail address











Alternate e-mail address










Preferred mailing address










Preferred location for mentor
(if different from above address):










How long will this be accurate?











Which Mentoring Program do you wish to participate in? (Please check only one):

 FORMCHECKBOX 
 AAOS
           FORMCHECKBOX 
 Ruth Jackson Orthopaedic Society (specifically geared towards women)  

Why are you interested in orthopaedic surgery? 

Which area(s) of orthopaedics are you most interested in? (i.e. sports medicine, trauma, foot and ankle, shoulder, knee, spine, pediatrics, etc.) 

Thank you for taking the time to complete this application. Please return to: 
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AAOS Mentoring Program							


6300 North River Road


Rosemont, Illinois 60018-4262
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