
Attach 
Photograph 
Here 
 (Optional) 

Application for Admission to the College of Dentistry 
 Department of Orthodontics Fellowship Program 
 
     
Complete Name Social Security Number 
 
      
Last/Family First Middle/Maiden 
 
    
Current Mailing Address Cell Phone Number 

      
City/State/Zip Nation (if not USA) Home Phone Number 

   
 Work/School Phone Number 

  
Email Address 
 
    
Permanent Mailing Address (If different from current mailing address) Permanent Phone Number (Day) 
 
    
Street & Number Permanent Phone Number (Evening) 

  
City/State/Zip Nation (if not USA)   
 
 
Birthdate Gender Nation of Citizenship Place of Birth 
 
__________________ ____       
Month       Day       Year Male Female  City State Nation 
 
Non-U.S. Citizens only: Are you a permanent alien? No___ Yes____ If yes, attach a copy of both sides of your permanent resident alien card. 
 
Are you a bona fide (legal) resident of Florida? No____ Yes____ If yes, number of years in residence  
 
Ethnic Background: This information is requested by federal regulation.  Your response will in no way affect this application. 
__ American Indian or Alaskan Native     __ Asian or Pacific Islander      __Black (not Hispanic)       __ Hispanic      __ White (not Hispanic) 
 
 General Education    Date of Attendance (mo/yr) Degree/Date 
Institution-include city and state Major Area of Study From  To  Received 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
 
 Professional and Graduate Education   Date of Attendance (mo/yr) Degree/Date 
Institution-include city and state Major Area of Study From To Received or Expected 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
 
List any academic distinctions, fellowships, scholarships, awards or prizes obtained by you in college, dental school or subsequently. 
 
 

 
 Mail Completed Form To: Dr. Timothy Wheeler, University of Florida College of Dentistry Box 100444 Gainesville, Fl  32610-0444 



 
 
 
 
Describe your research or teaching experience. (Indicate area of research and/or subject taught, institution, and dates). 
 
 Institution-include city and state   Research/Subject    From  To 

__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
 
 
List any scientific or clinical publications or presentations you have given at scientific meetings or dental societies. 
___________________________________________________________________________________________________________ 
 
               
List states in which you are licensed to practice dentistry & license #.   ______________________________________________________________                  
 
List location and dates that you have been engaged in the private practice of dentistry. 
  
Location-include city and state From  To Location-include city and state From  To 
___________________________________________________________________________________________________________ 
 
 
Have you ever been denied state licensure?  No____  Yes____ 
If state licensed, during your course of licensure, have your privileges ever been modified, suspended or revoked? No____  Yes____ 
If yes to either of these questions, attach a separate sheet of paper explaining these circumstances. 
 
 
List record of military service. (Include service/branch, rank and dates.) 
 
___________________________________________________________________________________________________________ 
 
 
Personal  Essay: Briefly state below your reasons for seeking advanced education in the area chosen and any additional information regarding your 
past experiences and qualifications. (A separate sheet(s) may be attached if you prefer.) 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
 
 
I hereby certify that all statements made in connection with this application are true and correct.  I understand that failure to supply complete and 
correct information will result in rejections of my application, or dismissal from the program if falsification is discovered.  Furthermore, I hereby 
give my permission to the University of Florida College of Dentistry to release any information regarding my admission credentials to those 
agencies the school authorizes as appropriate. 
 
 
_______________________________________     _______________________________ 
Signature         Date 
 
 
The University of Florida encourages applications from qualified applicants of both sexes from all cultural, racial, ethnic, and religious groups.  The 
University does not discriminate on the basis of disability or age in admission or operations of its programs. 
 
 
Mail Completed Form To: Dr. Timothy Wheeler University of Florida College of Dentistry  Box 100444 Gainesville, Fl  32610-0444 


