	ILLINOIS AGRICULTURAL ASSOCIATION

and

ILLINOIS STATE MEDICAL SOCIETY

	RURAL ILLINOIS MEDICAL STUDENT ASSISTANCE PROGRAM
Application Form

	PERSONAL DATA

	Name:
	     
	
	Home County:
	     

	Present Address:
	     
	     
	     
	     

	
	(Street or Rural Route)
	City
	State
	Zip Code

	Home Address:
	     
	     
	     
	     

	
	(Street or Rural Route)
	City
	State
	Zip Code

	Telephone:
	(   )
	     
	
	Cell Phone:
	     

	
	Area Code/Number
	

	E-mail:
	     
	Social Security #:
	     

	 FORMCHECKBOX 

	Single
	 FORMCHECKBOX 

	Married
	If married, spouse’s name:
	     
	Occupation:
	     

	Date of Birth:
	     
	
	Place of Birth:
	     

	Parent’s names:
	     
	
	Telephone:
	(   )
	     

	
	Area Code/Number

	Parent’s Address:
	     
	     
	     
	     

	
	(Street or Rural Route)
	City
	State
	Zip Code

	Father’s Occupation:
	     
	Mother’s Occupation:
	     

	How many brothers:
	     
	Ages:
	     
	How many sisters:
	     
	Ages:
	     

	
	
	
	
	

	EDUCATIONAL INFORMATION

	ENCLOSE A TRANSCRIPT OF YOUR COLLEGE GRADES AND COURSES WITH THIS APPLICATION.

	High School/College Attended
	Location
	Degree/Major
	GPA
	Year Graduated

	High School:       
	     
	     
	     
	     

	College(s):       
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


	GENERAL INFORMATION

	Have you taken the Medical College Admissions Test?
	Yes
	 FORMCHECKBOX 

	Date(s):
	     

	
	No
	 FORMCHECKBOX 

	
	     

	If so, where?
	     
	
	When?
	     

	

	Have you applied for admission to:
	University of Illinois College of Medicine
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	
	Southern Illinois University Medical School
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Have you met the Admissions Committee of any Medical School?
	     

	Have you been accepted to any medical school?
	     

	Current status or position, if not a full-time student
	     

	Will you sign an agreement to select an approved primary care residency and establish a practice of medicine in a location in Illinois serving rural people; this practice location to be approved by the Rural Illinois Medical Student Assistance Program; such practice to

	be maintained for a period of five years?
	     

	Are you interested in acquiring loan monies to help finance your medical education?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	How did you learn about the Rural Illinois Medical Student Assistance Program?

	     

	Why do you believe you are a good applicant for our program?

	     


	GENERAL INFORMATION (cont.)

	Please submit three personal (non-academic) letters of recommendation.

	Please provide other information that you may wish to offer concerning your activities, interests and motivations to help the Rural Illinois Medical Student Assistance Program Board become better acquainted with you.

	     

	THE FOLLOWING SIGNATURES MUST BE SECURED BEFORE THIS APPLICATION IS COMPLETE.

	

	
	
	

	President,       Farm Bureau®
	
	President or Secretary,       County Medical Society

	
	

	---------------------------

(Attach a

black/white or color

photo of yourself)

---------------------------
	
	(Applicant’s Signature)

	
	
	     

	
	(Date of Application)

	THIS APPLICATION MUST BE IN THE OFFICE OF THE MANAGER OF THE RURAL ILLINOIS MEDICAL STUDENT ASSISTANCE PROGRAM BY NOVEMBER 1 OF THE YEAR PRIOR TO MEDICAL SCHOOL ENTRY.  YOUR AMCAS APPLICATION MUST BE RECEIVED IN THE OFFICE OF ADMISSIONS AT THE UNIVERSITY OF ILLINOIS COLLEGE OF MEDICINE AND/OR SOUTHERN ILLINOIS UNIVERSITY MEDICAL SCHOOL BY NOVEMBER 1.  YOUR AMCAS APPLICATION SHOULD BE MAILED AS EARLY AS POSSIBLE, AND NO LATER THAN OCTOBER 1.

	
	

	Please mail application to:
	Mariah Dale-Anderson

Rural Illinois Medical Student Assistance Program

1701 Towanda Avenue

Bloomington, IL  61701-2050


Document1

