
Montefiore Medical Center 
The University Hospital for the Albert Einstein College of Medicine 

Department of Dentistry 
111 East 210th Street 

Bronx, NY 10467-2490 
 

ORTHODONTIC RESIDENCY APPLICATION 
(PLEASE submit the $100 application fee AND your one page personal statement WITH this form) 

 
 

Date of Application  ____________ 
 
Full Name  ___________________________________________________________ 

 
Current Address  ___________________________________________________________ 
 
 ___________________________________________________________ 
 
Permanent Address ___________________________________________________________ 
 
 ___________________________________________________________ 
 

 
Home Phone: ___-___-____  Daytime Phone: ___-___-____ Cell Phone: ___-__-____ 
 
 
E-mail address ________________ Web-site ____________________ Social Security Number ___-__-____    
  
 
EDUCATION 
Undergraduate Education (Colleges, Degrees Earned, Year Conferred) 
 
__________________________________________________ Degree _______________ Year ________________ 
 
__________________________________________________ Degree _______________ Year ________________ 
 
__________________________________________________ Degree _______________ Year ________________ 
 

 
Dental Education (School, Degree and Year of Graduation) 

 
__________________________________________________ Degree _______________ Year ________________ 
 
__________________________________________________ Degree _______________ Year ________________ 
 
 
Residency Training 

 
________________________________________________Certificate _______________ Year ________________ 
 
 
DENTAL LICENSE 
 
New York State Dental License # _________________________________________________________   
 
Other License # and State _______________________________________________________________         
 



 
PERSONAL STATEMENT 
 
Please use the available space below to make a brief statement about yourself, your reasons for wanting to 
continue your education/attend our institution and how you perceive the future of your chosen specialty 
(limited to 1 page.) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Your Signature ________________________________________________________________________ 
 
Submit To:  Ms. Cheri Williams 
 Coordinator, Orthodontic Residency Program 
 chewilli@montefiore.org   

mailto:chewilli@montefiore.org
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