ATTACHMENT B

Date
Registrar's Office

(Address)
RE:
House Officers Name

Social Security number
Dear Sir/Madam:

The above referenced applicant is applying for appointment to the Medical College of Georgia (name of Residency or Fellowship Program). The applicant has indicated that he/she is a graduate of your Medical/Dental school.

In order to complete this application, I must verify that this information is accurate.  Please respond to the enclosed questionnaire and return your response in the enclosed self-addressed envelope.  A release of information form has been provided by the applicant and is also enclosed.  Your prompt response by (date 30 days from date of letter) will be appreciated.

Sincerely,

(Training Program Coordinator)
(Department/Section)
Medical College of Georgia

1459 Laney Walker Blvd.

Augusta, GA 30912

Enclosures:
Release Form


Medical/Dental School Graduation Verification Form


Self-Addressed Envelope

