
____________________________________________ Foreign national (check one):    Yes        No    Race: _________________________________ 

REQUIRED INFORMATION FOR VA TRAINEES: Today's Date (MM/DD/YYYY) :

Full Social Security Number: ________-________-________ 
Gender (check one): Male       Female     Height (feet/inches): _________  Weight (pounds): __________ 
Eye color: ___________   Hair color: ________________   
Personal e-mail address:____________________________________________________________________ 
Permanent address (City, State, Country, Zip, etc):_______________________________________________ 
Full maiden name (last, first, middle): _________________________________________________________ 
List all previous names, aliases, nick names, etc:_________________________________________________ 
So we can contact you: Other e-mail address ___________________________  
Personal Cell phone: ________________________   Cell Phone provider (only if you would like text message 
notifications/reminders pertinent to your rotation)_____________________ Pager#___________________ 
Program start date (MM/YY):____________Program end date (graduation date)(MM/YY):_______________       

Have you ever had computer access at this VA or any another VA?  NO  YES, List Below           

_____________________________________________________________________________________________
Do you currently have a TMS account at another VA?         YES        NO
(TMS.va.gov is the internet site where you complete the required training) If so, list the name of the VA and your 
TMS ID. _________________________________________________________

U.S. Military Duty Status 

Are you a male born after December 31, 1959?             YES             NO  

(IF YES) Have you registered with the Selective Service System?    YES            NO 

Are you now in the U.S. Military?        YES        NO

Are you in the Reserves or National Guard?       YES      NO   

Branch of Service?______________________________  Start Date (MM/DD/YYYY):_________________ 

End Date (MM/DD/YYYY):_____________________ Type of Discharge:___________________________ 

       Have you ever served in the U.S. Military? YES  

** Complete all required fields (those highlighted in red) on pages 1-6 before signing and submitting** 
**Boxes outlined in red are required; all others are optional or dependent on individual response** 

Program Number:___________

Full current legal name including middle name (if none type "No Middle Name"):  Indicate Jr, Sr, II, etc, if applicable: 

LAST:________________________ FIRST:______________________ MIDDLE: _____________________      
Date of Birth (month, day, year): ________/________/________    
Place of Birth (city, state, country – full information):________________________________________________ 

NO

Select your program: 

Provide Facility and User ID for TMS



If Not a U.S. Citizen complete the following 

“A” Number: _________________ VISA Type: ___________________VISA #____________________ 

Issue Date (MM/DD/YYYY): _______________  Expiration Date (MM/DD/YYYY):_______________  

U.S. Citizen by Birth?   Naturalized U.S. Citizen?   Not a U.S. Citizen?     (complete below) 

Select one of the citizen choices below

Do you have a Valid DS2019?       YES     NO       Date of last validation (MM/DD/YYYY) ______________ 

Country of Citizenship?  __________________________________ 

LICENSING 

Are you or have you ever been a Licensed Health Professional?    

 YES (Complete Below)        NO (SKIP TO EDUCATION) 

National Provider Identifier (NPI) #: ________________________________________ 

ARE YOU CURRENLTY LICENSED  YES NO

List all licenses, certifications, and registrations, including the DEA, that you have had as a Health 
Professional. 

License currently held: __________________________________ 

State Issued: __________________________________ 

License Number: _______________________________ 

Expiration Date: ________________________________ 

IF YOU CURRENTLY HOLD AN ADDITIONAL LICENSE COMPLETE BELOW 

License currently held: __________________________________ 

State    Issued:  ______________

License Number: _______________________________ 

Expiration Date: ______________



HAVE PREVIOUSLY HELD A LICENSE AS A HEALTH PROFESSIONAL 

License currently held: __________________________________ 

State Issued: __________________________________ 

License Number: _______________________________ 

Expiration Date (MM/DD/YYYY):______________________ 

IF ANY ADDITIONAL PAST LICENSES COMPLETE THE FOLLOWING 

License currently held: __________________________________ 

State Issued: __________________________________ 

License Number: _______________________________ 

Expiration Date: ________________________________ 

YES NO

HAVE YOU EVER HAD A LICENSE REVOKED?     YES    NO 

HAVE YOU EVER HAD YOUR CLINICAL PRIVILEGES REVOKED OR VOLUNTARILY RELINQUISHED 
CLINCIAL PRIVELAGES IN LIEU OF FORMAL ACTION?              YES          NO 

EDUCATION 

Education and Training after Highschool through Graduate/Professional School (Continue if Necessary) 

1.Name of School:______________________________

Address of School:______________________________

Start Date (MM/YY):____________            (Expected) Completion Date (MM/YY):___________

Degree or Certificate: __________________     Major of Study:_____________________

2.Name of School:_______________________________

Address of School:_______________________________

Start Date(MM/YY):___________________  Expected) Completion Date (MM/YY):__________________ 

Degree or Certificate: _________________________      Major of Study:__________________________ 

3.Name of School:______________________________

Address of School:______________________________

Start Date (MM/YY):_______________     (Expected) Completion Date (MM/YY):__________________  

Degree or Certificate: _________________________      Major of Study:__________________________ 



ARE YOU A GRADUATE OF AN INTERNATIONAL MEDICAL SCHOOL?     YES (COMPLETE BELOW)     NO 

EDUCATIONAL COMMISSION FOR FOREIGN MEDICAL GRADUATES CERTIFICATE (ECFMG) 

NUMBER:__________________________    ECFMG CERTIFICATE DATE: ________________________ 

INTERNSHIP, RESIDENCY AND FELLOWSHIP TRAINING  

1.Name of Hospital or Institution: ___________________________

Have you had any previous internships, residencies, or fellowships? YES NO

Address (City, State, Zip):______________________________ 

Specialty:______________________________  Start Date (MM/YY):___________ End Date (MM/YY):___________ 

 Number of Months Completed:_________ 

2.Name of Hospital or Institution: ___________________________

Address (City, State, Zip):_____________________________ 

Specialty:_________________________________  Start Date (MM/YY):___________  

End Date (MM/YY):___________  Number of Months Completed:___________ 

AS A PARTICIPANT IN THE MEDICARE AND MEDICAID PROGRAMS, HAVE YOU EVER BEEN CONVICTED OF 
OR INVESTIGATED FOR MAKING FALSE, FICTITIOUS, OR FRAUDULENT STATEMENTS, REPRESENTATIONS, 
WRITINGS, OR DOCUMENTS REGARDING THE DELIVERY OF OR PAYMENT FOR HEALTH CARE BENEFITS, 
ITEMS OR SERVICES THAT WOULD BE IN VIOLATION OF THE CRIMINAL FALSE CLAIMS ACT? 

 YES     NO 

ARE YOU NOW, OR HAVE YOU EVER BEEN, INVOLVED IN ADMINISTRATIVE, PROFESSIONAL, OR JUDICIAL 
PROCEEDINGS IN WHICH MALPRACTICE ON YOUR PART WAS ALLEGED? 

 YES (GIVE DETAILS BELOW)    NO 

DO YOU NEED ACCOMODATIONS TO PERFORM THE PROCEDURES AND ESSENTIAL FUNCTIONS OF THE 
TRAINING POSITION FOR WHICH YOU HAVE APPLIED?                YES              NO 

DURING THE LAST 7 YEARS, HAVE YOU BEEN CONVICTED, BEEN IMPRISONED, BEEN ON PROBATION, OR 
BEEN ON PAROLE?            YES             NO 



HAVE YOU BEEN CONVICTED BY A MILITARY COURT‐MARTIAL IN THE LAST 7 YEARS?   YES      NO 

ARE YOU CURRENTLY UNDER CHARGES FOR ANY VIOLATION OF THE LAW?    YES   NO 

IF YES, PROVIDE VIOLATION, PLACE, AND NAME AND ADDRESS OF POLICE DEPT OR COURT INVOLVED 
IN THE CONTINUATION  SECTION BELOW. 

DURING THE LAST 5 YEARS , HAVE YOU BEEN FIRED FROM ANY JOB FOR AY REASON, DID YOU QUIT 
AFTER BEING TOLD YOU WOULD BE FIRED, DID YOU LEAVE ANY JOB BY MUTUAL AGREEMENT BECAUSE 
OF SPECIFIC PROBLEMS, OR WERE YOU DEBARRED FROM FEDERAL EMPLOYMENT BY THE OFFICE OF 
PERSONNEL MANAGEMENT OR ANY OTHER FEDERAL AGENCY?              YES           NO 

ARE YOU DELIQUENT ON ANY FEDERAL DEBT? (INCLUDES DELINQUINCIES ARISING FROM FEDERAL 
TAXES, LOANS, OVERPAYMENT OF BENEFITS, AND OTHER DEBTS TO THE U.S. GOVERNMENT, PLUS 
DEFAULTS OF FEDERALLY GUARANTEED OR INSURED LOANS SUCH AS STUDENT AND HOME MORTGAGE 
LOANS.)              YES              NO 

IF YES PROVIDE TYPE, LENGTH AND AMOUTN OF DELIQUENCY OR DEFAULT, AND STEPS YOU ARE 
TAKING TO REPAY IN THE CONTINUATION  SECTION BELOW.  

DO ANY OF YOUR RELATIVES WORK FOR THE AGENCY OR GOVERNMENT ORGANIZATION TO WHICH 
YOU ARE SUBMITTING THIS FORM?                 YES              NO 

IF YES, PROVIDE DETAILS IN THE CONTINUATION  SECTION BELOW 

DO YOU RECEIVE, OR HAVE YOU EVER APPLIED FOR, RETIREMENT PAY, PENSION, OR OTHER RETIRED 
PAY BASED ON MILITARY, FEDERAL CIVILIAN, OR DISTRICT OF COLUMBIA GOVERNMENT SERVICE? 

  YES    NO 

CONTINUATION SECTION: 

Have you been employed by the Federal Government before: YES

NO

If Yes, when did you leave your last Federal job? Date(MM/DD/YYYY):

When you worked for the Federal Government the last time, did you waive Basic Life Insurance or any type of optional 
insurance?

If NO, use the Continuation Section above to identify the type(s) of insurance for which waivers were not canceled.

YES NO DO NOT KNOW

YESIf Yes, did you later cancel the waiver(s)? DO NOT KNOW

NO



AUTHORIZATION FOR RELEASE OF INFORMATION 

In order for the Department of Veterans Affairs (VA) to assess and verify my 
educational background, professional qualifications and suitability for employment, I: 

Authorize VA to make inquiries about me to current and previous employers, 
educational institutions, state licensing boards, professional liability insurance carriers, 
other professional organizations or persons, agencies, organizations, or institutions 
listed by me as references, and to any other sources which VA may deem appropriate or 
be referred by those contacted; 

Authorize release of such information and copies of related records and documents to VA officials; 

Release from liability all those who provide information to VA in good faith and without malice in 
response to such inquiries; 

Authorize VA to disclose to such persons, employers, institutions, boards, or agencies 
identifying and other information about me to enable VA to make such inquiries; and 

Authorize VA to share any information about me with the affiliated institution or training program 
official. 

===STOP===
You will now need to save this document. If you have completed the form correctly 
the red "NOT VALID" box below will turn green and "VALID"

NO PICTURES OF DOCUMENTS WILL BE ACCEPTED

1.Submit a copy of this document without signatures in original pdf form.
2.Print pages 7-19 and sign in all required fields. Use the       along the left margin
as a reference for required signatures. Do not submit Non-Citizen Form (pg. 17)
unless applicable. Do not complete anything on pages 18 & 19. Scan as a pdf and
submit.
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APPOINTMENT LETTER 

Welcome to the Department of Veterans Affairs (VA) and the   . 

You will be given an intermittent Without Compensation appointment at our facility as a Resident/ 
Fellow from      (Start Date) to  (End Date) under the authority of Title 38 United 
States Code (U.S.C.) 7406. During this period of appointment, you will be indirectly paid by the VA 
using a disbursement agreement with the  and will 
be authorized to perform services as directed by the A COS/Education in conjunction with VA Site 
Directors. 

Acceptance of this letter, as signified by your signature below, along with successful completion of all 
required on-boarding documentation (to include Standard F orrn 61) prior to the start of your training, 
serves as your appointment authorization for this training period. 

Sincerely yours, 

Chief of Human Resources

I agree to serve in the above capacity under the conditions indicated. 

/ / - -

DEPARTMENT OF VETERANS AFFAIRS 

address

address

address

**room to type in affiliate**

*Name and signature area*

space to type name of VA
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LAST NAME, FIRST NAME, MIDDLE NAME SOCIAL SECURITY NUMBER 

V- LICENSE, CERTIFICATION, OR REGISTRATION IN CURRENT CLINICAL PROFESSION

13A. LIST ALL LICENSES, CERTIFICATIONS.AND REGISTRATIONS, INCLUDING 138. 13C. LICENSE, CERTIFICATION OR 130. 
THE DRUG ENFORCEMENT AGENCY (DEA), THAT YOU HAVE NOW OR HAVE STATE ISSUING REGISTRATION NUMBER EXPIRATION DATE 
HAD AS A HEALTH PROFESSIONAL, I.E. MEDICAL. NURSING, PHARMACY, ETC. LICENSE (MM/DD/YYYY) 

VI- LICENSE, CERTIFICATION, OR REGISTRATION IN OTHER/PREVIOUS CLINICAL PROFESSION(S)

14A. LIST ALL LICENSES, CERTIFICATIONS, AND REGISTRATIONS, INCLUDING 148. 14C. LICENSE, CERTIFICATION OR 140. 
DEA. THAT YOU HAVE EVER HAD AS A HEALTH PROFESSIONAL, I.E. MEDICAL, STATE ISSUING EXPIRATION DATE 
NURSING, PHARMACY, ETC. LICENSE REGISTRATION NUMBER (MM/DD/YYYY) 

15. ENTER YOUR NATIONAL PROVIDER IDENTIFIER (NPI) 

The following two questions apply to both your current health profession and any prior health profession. 

16. DO YOU HAVE PENDING, OR HA VE YOU EVER HAD ANY LICENSE, CERTIFICATION, OR REGISTRATION TO PRACTICE 
O YES - EXPLAIN IN PART XI ONO (INCLUDING DEA CERTIFICATE) REVOKED, SUSPENDED, DENIED, RESTRICTED, OR PLACED ON A PROBATIONARY STATUS, 

OR HAVE YOU EVER VOLUNTARILY RELINQUISHED A LICENSE, CERTIFICATION, OR REGISTRATION IN LIEU OF FORMAL ACTION? 
17. DO YOU HAVE PENDING, OR HAVE YOU EVER HAD CLINICAL PRIVILEGES AT ANY HEALTH CARE INSTITUTION OR AGENCY 
REVOKED, SUSPENDED, DENIED, RESTRICTED, LIMITED, OR PLACED ON A PROBATIONARY STATUS, OR HAVE YOU EVER 
VOLUNTARILY RELINQUISHED CLINICAL PRIVILEGES IN LIEU OF FORMAL ACTION? 

O YES - EXPLAIN IN PART XI ONO 

VII - EDUCATION AND TRAINING AFTER HIGH SCHOOL THROUGH GRADUATE I PROFESSIONAL SCHOOL (Continue in Part XI if necessary) 

18C. START 180. 18E.DIPLOMA, DEGREE, 
18A. NAME OF SCHOOL 188. ADDRESS (City, State, and Zip Code) DATE (EXPECTED) OR CERTIFICATE 18F. MAJOR FIELD 

COMPLETION AWARDED OR IN OF STUDY (MM/YY) DATE (MM/YY) PROGRESS 

VIII - GRADUATES OF AN INTERNATIONAL MEDICAL SCHOOL 

19A. ARE YOU A GRADUATE OF AN 

I
198. EDUCATIONAL COMMISSION FOR FOREIGN MEDICAL GRADUATES (ECFMG) CERTIFICATE NUMBER 

I
19C. ECFMG CERTIFICATE DATE 

INTERNATIONAL MEDICAL SCHOOL? 
O YES ONO 

20A. NAME OF HOSPITAL OR INSTITUTION 

VA FORM 10-28500 
NOV2011 

IX- INTERNSHIP, RESIDENCY AND FELLOWSHIP TRAINING

200. 
208. ADDRESS (City, State and ZIP Code) 20C. SPECIALTY START DATE 

(MM/YY) 

20E.(EXPECTED) 20F. 
COMPLETION NUMBER OF

MONTHS DATE (MM/YY) COMPLETED 

PAGE2 OF 4 
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Declaration for Federal Employment* 
(*This form may also be used to assess fitness for federal contract employment) 

Fonn Approved: 
0MB No. 3206-0182 

Instructions-----------------------------------­

The information collected on this form is used to determine your acceptability for Federal and Federal contract employment and your 
enrollment status in the Government's Life Insurance program. You may be asked to complete this form at any time during the hiring 
process. Follow instructions that the agency provides. If you are selected, before you are appointed you will be asked to update 
your responses on this form and on other materials submitted during the application process and then to recertify that your answers 
are true. 

All your answers must be truthful and complete. A false statement on any part of this declaration or attached forms or sheets 
may be grounds for not hiring you, or for firing you after you begin work. Also, you may be punished by a fine or 
imprisonment (U.S. Code, title 18, section 1001). 

Either type your responses on this form or print clearly in dark ink. If you need additional space, attach letter-size sheets (8.5" X 11 "). 
Include your name, Social Security Number, and item number on each sheet. We recommend that you keep a photocopy of your 
completed form for your records. 

Privacy Act Statement 

The Office of Personnel Management is authorized to request this information under sections 1302, 3301, 3304, 3328, and 8716 of 
title 5, U.S. Code. Section 1104 of title 5 allows the Office of Personnel Management to delegate personnel management functions 
to other Federal agencies. If necessary, and usually in conjunction with another form or forms, this form may be used in conducting 
an investigation to determine your suitability or your ability to hold a security clearance, and it may be disclosed to authorized officials 
making similar, subsequent determinations. 

Your Social Security Number (SSN) is needed to keep our records accurate, because other people may have the same name and 
birth date. Public Law 104-134 (April 26, 1996) asks Federal agencies to use this number to help identify individuals in agency 
records. Giving us your SSN or any other information is voluntary. However, if you do not give us your SSN or any other information 
requested, we cannot process your application. Incomplete addresses and ZIP Codes may also slow processing. 

ROUTINE USES: Any disclosure of this record or information in this record is in accordance with routine uses found in System 
Notice OPM/GOVT-1, General Personnel Records. This system allows disclosure of information to: training facilities; organizations 
deciding claims for retirement, insurance, unemployment, or health benefits; officials in litigation or administrative proceedings where 
the Government is a party; law enforcement agencies concerning a violation of law or regulation; Federal agencies for statistical 
reports and studies; officials of labor organizations recognized by law in connection with representation of employees; Federal 
agencies or other sources requesting information for Federal agencies in connection with hiring or retaining, security clearance, 
security or suitability investigations, classifying jobs, contracting, or issuing licenses, grants, or other benefits; public and private 
organizations, including news media, which grant or publicize employee recognitions and awards; the Merit Systems Protection 
Board, the Office of Special Counsel, the Equal Employment Opportunity Commission, the Federal Labor Relations Authority, the 
National Archives and Records Administration, and Congressional offices in connection with their official functions; prospective 
non-Federal employers concerning tenure of employment, civil service status, length of service, and the date and nature of action for 
separation as shown on the SF 50 (or authorized exception) of a specifically identified individual; requesting organizations or 
individuals concerning the home address and other relevant information on those who might have contracted an illness or been 
exposed to a health hazard; authorized Federal and non-Federal agencies for use in computer matching; spouses or dependent 
children asking whether the employee has changed from a self-and-family to a self-only health benefits enrollment; individuals 
working on a contract, service, grant, cooperative agreement, or job for the Federal government; non-agency members of an 
agency's performance or other panel; and agency-appointed representatives of employees concerning information issued to the 
employees about fitness-for-duty or agency-filed disability retirement procedures. 

Public Burden Statement ----------------------------•

Public burden reporting for this collection of information is estimated to vary from 5 to 30 minutes with an average of 15 
minutes per response, including time for reviewing instructions, searching existing data sources, gathering the data needed, and 
completing and reviewing the collection of information. Send comments regarding the burden estimate or any other aspect of the 
collection of information, including suggestions for reducing this burden, to the U.S. Office of Personnel Management, Reports and 
Forms Manager (3206-0182), Washington, DC 20415-7900. The 0MB number, 3206-0182, is valid. OPM may not collect this 
information, and you are not required to respond, unless this number is displayed. 

U.S. Office of Personnel Management 
5 u.s.c. 1302, 3301, 3304, 3328 & 8716 

Optional Fonn 306 
Revised October 2011 

Previous editions obsolete and unusable 
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Department of  Memorandum 
Veterans Affairs 

From: VHA Office of Academic Affiliations (OAA) 

 Subj: Random Drug Testing Notification and Acknowledgement 

To: Health Professions Trainee (HPT) in a Testing Designated Positions (TDP) 

1. On September 15, 1986, President Reagan signed Executive Order 12564, Drug-Free Federal Workplace,
establishing a policy against the use of illegal drugs by Federal employees, whether on or off duty. In
accordance with the Executive Order, VA has established a Drug-Free Workplace Program to include
random testing for the use of illegal drugs by employees (to include trainees) in sensitive positions.

2. This is to notify you that as an HPT in a sensitive position you may be subject to random drug testing. The
testing procedures, including the collection of a urine specimen, will be conducted in accordance with
Department of Health and Human Services (HHS) Guidelines for Drug Testing Programs.

a. The only VHA Training Programs exempt from Random Drug Testing per policy are:
Clinical Pastoral Education (Chaplain), Social Work, Dietetics, Occupational Therapy, Optometry,
Audiology, Speech Pathology, Non-Clinical and Administrative

3. You can be assured that the quality of testing procedures is tightly controlled, that the test used to confirm
use of illegal drugs is highly reliable and that the test results will be handled with maximum respect for
individual confidentiality, consistent with safety and security.

4. As a trainee subject to random drug testing you should be aware of the following:

 Counseling and rehabilitation assistance are available to all trainees through existing Employee
Assistance Programs (EAP) at VA facilities (information on EAP can be obtained from your local Human
Resources office).

 You will be given the opportunity to submit supplemental medical documentation of lawful use of an
otherwise illegal drug to a Medical Review Officer (MRO).

 VA will initiate termination of VA appointment and/or dismissal from VA rotation proceedings against any
trainee who is found to use illegal drugs on the basis of a verified positive drug test.

 Termination and/or dismissal from VA rotation proceedings will be initiated against any trainee who
refuses to be tested.

5. Random testing will begin no sooner than 30 days from the date you sign this acknowledgement.

6. Visit the US Office of Personnel Management (OPM) Work-Life webpage for  information on Services
Available for You, Guidance & Legislation as well as Substance User Disorder.
https://www.opm.gov/policy-data-oversight/worklife/employee-assistance-programs/

I acknowledge receiving and reading the notice which states that my position may be designated for 
random drug testing, and that, if selected, refusal to submit to testing will result in termination and/or 
dismissal from the VA. 

____________________________________________________________________________________ 
Training Program and Affiliate 

_______________________________________
Print Name 

_____________________________________ 
Signature and Date Signed 

**name of affiliate**

https://www.opm.gov/policy-data-oversight/worklife/employee-assistance-programs/
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DEPARTMENT OF 
VETERANS AFFAIRS MEMORANDUM

To Be Used In Lieu Of VA FORM 2105 

Date:  

 From: Office of Graduate Medical Education and Academic Affiliations

Subj: Appointment of WOC Non-Citizen GME Trainee 

 To: Director  (00) 

1. In accordance with the provisions of VA Handbook 5005, Part II, Chapter 3, Section G, 
paragraph 6.b, (2), dated August 12, 2005, your approval is requested to appoint 
____________________________ citizen of _________________________, as a WOC health 
professions trainee.  ________________________ will begin a training program in 
____________________ on _______________.

2. Per the VA Office of Academic Affiliations, non-citizen residents and fellows are selected by 
the affiliate, add affiliate, city and thereby may be appointed by the VA granted they meet all 
other requirements of their program. We therefore request your approval to appoint this 
individual under Title 38, U.S.C. 7405(a)(1).

3. We would appreciate your concurrence of this request.  If you have any questions, please 
contact add contact 

Request to appoint is recommended: 

_____________________________________ 
Chief, Human Resources 

Request to appoint non-citizen ______________________________________ is: 

 Approved  Disapproved 

____________________ ____________ 
Director Date 
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