          Do Not Write

         In This Space


Date Received _______
Alpha Omega
Wallet

Accepted _______
Externship Program Application
Size
Rejected ​​​_______
Photo
Alternate _______

1.  Name
_______________________________________________________________________


(Last)
(First)
(Middle Initial)

2.  Current Address
________________________________________________________________

(Street)

________________________________________________________________

(City/State/Zip/Country)

    Home/Parents
________________________________________________________________


Address
(Street)

________________________________________________________________

(City/State/Zip/Country)

3.  Current Telephone
_____________________
School Telephone ______________________


(Area Code/Number)
(Area Code/Number)

     Email Address   _________________________________

4.  Age   _______
5.  _____ Male _____ Female
6. Citizenship  __________________________​​__

7.  Date of Birth  ____________________
8.  Place of Birth  __________________________


(mm/dd/yy)

(City/State or Country)

9.  Student Chapter  _____________________________________________________

10.  Resume of Previous Education:

Name
Location
Years Attended

High School ______________________________________________________________________

College  _________________________________________________________________________

Dental School _____________________________________________________________________

11.  Class Rank in Dental School  _______________
12. GPA in Dental School  ______________

13.  Summary of Alpha Omega Activities:


a) date you pledged and initiated  __________________________________________________


b) student activities and offices held  ________________________________________________


c) leadership seminars and International Conventions attended  __________________________

14.  List any awards, prizes or honors you have received:

15  List all memberships in professional organizations and types of activities:

16.  List your area preference by number.  Please select at least 3.  We will try our best to give you your 1st choice.  First Priority goes to those students most active in AO in student chapter and Internationally and that joined their chapter either the first or second year of Dental School.  Keep in mind that most cities limit the number of externs to two.


______Toronto
_______Calgary    ______Washington, DC
______Detroit
______Atlanta
______Denver
______Chicago      ______Miami
______Boston
______Paris


______New York
______ San Francisco 

  ______Albuquerque


______London​​​​​
______Seattle          ______Los Angeles (must have transportation available)


______Israel (Tel Aviv, Jerusalem and Haifa)
______Other request city (must have a local alumni chapter)

17.  Have you applied for or participated in a similar externship program? _______           If so, please explain:

18.  Do you speak a foreign language? ______
If so, which one(s)? ___________________________________

19.  Status of your health (please note any physical disabilities):

20. List any dates you will not be available for the program in the summer of 2004:

This application must Be Accompanied By Your Current DENTAL SCHOOL Transcript (unoffical is acceptable) and Three (3) Letters Of Recommendation:  One From The Regent (if there is one), One From The President Of The Student Chapter And One From An Active, Paid AO Alumnus In The Area.

Please e-mail or mail this application by February 28, 2004 to:

Dr. Mark Luria

Chairperson, Externship Committee

6973 Carlyle Crossing, West Bloomfield, MI. 48322 

email: MarkLuria @ aol.com (preferred method of communication)

313-565-5507 (office); 248-661-9505 (home); 313-565-9085 (fax)

You will be notified approximately mid April.  If you need additional writing space, please attach another sheet.  Applications received after February 28, 2004 will be placed on a waiting list. Please note that stipends are only available to non-North American students. 

