

Trainee/Intern Program Candidate Profile

	1.  General Information

	Family Name
	Given Name
	Nickname (if any)
	Gender

	[bookmark: Text1][bookmark: _GoBack]     
	[bookmark: Text2]     
	[bookmark: Text4]     
	[bookmark: Check1][bookmark: Check2]|_| Male  |_| Female

	Street Address
	City
	Zip/ Postal Code
	Country

	[bookmark: Text6]     
	[bookmark: Text7]     
	[bookmark: Text8]     
	[bookmark: Text9]     

	Phone Number
	Mobile Phone Number
	Fax Number

	[bookmark: Text10]     
	[bookmark: Text11]     
	[bookmark: Text12]     

	Best time to call
	Country Telephone Code
	Email Address

	[bookmark: Text68]     
	[bookmark: Text69]     
	[bookmark: Text70]     

	Date of Birth  
	City of Birth
	Country of Birth

	Choose Month	/
	dd
	/
	yyyy
	[bookmark: Text83]     
	[bookmark: Text84]     

	Citizen of (country)
	Legal Permanent Resident of (country)

	[bookmark: Text21]     
	[bookmark: Text22]     

	Passport Issuing Country
	Passport Number
	Date of Issue
	Expiration Date

	[bookmark: Text32]     
	[bookmark: Text33]     
	[bookmark: Text34][bookmark: Text93][bookmark: Text94]mm/dd/yyyy
	mm/dd/yyyy

	Have you participated in a J-1 program in the past?             
 |_| Yes  |_| No 
	If Yes, please provide details of the previous participation:
1. From mm/dd/yyyy To mm/dd/yyyy Program Name:      
2. From mm/dd/yyyy To mm/dd/yyyy Program Name:      

	Marital Status
	If Married, will your spouse need a J-2 visa to enter the U.S.?

	[bookmark: Check3][bookmark: Check4]|_| Single (if single, skip to section 3)  |_| Married
	[bookmark: Check5][bookmark: Check6]|_| Yes (fill out section2)   |_| No (skip to section 3) 

	2.  Spouse’s or Dependent’s General Information

	 Family Name
	Given Name
	Gender

	[bookmark: Text71]     
	[bookmark: Text72]     
	[bookmark: Check87][bookmark: Check88]|_| Male   |_| Female

	Date of Birth  
	City of Birth
	Country of Birth

	Choose Month	/
	dd
	/
	yyyy
	[bookmark: Text29]     
	[bookmark: Text30]     

	Do you have any other dependents?
	Entering the same time?
	Date to enter U.S.

	|_| Yes         |_| No
	[bookmark: Check9][bookmark: Check10] |_| Yes         |_| No
	[bookmark: Text49][bookmark: Text50][bookmark: Text51]mm/dd/yyyy

	3.  Educational Background

	Currently a full time student?
	Educational institution attended or presently attending:

	[bookmark: Check13][bookmark: Check14]|_| Yes    |_| No
	[bookmark: Text35]     

	Field studied/ Course Name
	Date started university: 

	[bookmark: Text37]     
	[bookmark: Text38][bookmark: Text39][bookmark: Text40]mm/dd/yyyy

	Field of Studies Degree Equivalent (Associate’s, Bachelor’s, Master’s, etc.)
	Estimated or actual graduation date:

	[bookmark: Text47]     
	[bookmark: Text44][bookmark: Text45][bookmark: Text46]mm/dd/yyyy

	4.  Experience

	Are you employed?
	Name of company
	Address of Company

	[bookmark: Check17][bookmark: Check18]|_| Yes   |_| No
	[bookmark: Text53]     
	[bookmark: Text54]     

	Current position
	Name of supervisor
	Telephone number

	[bookmark: Text55]     
	     
	[bookmark: Text56]     

	Computer programs familiar with:      

	5.  Emergency Contact Information

	Name
	Phone Number
	Alternate Phone Number
	Relationship

	[bookmark: Text57]     
	[bookmark: Text59]     
	[bookmark: Text99]     
	[bookmark: Text60]     

	Country
	English Speaking?
	If no, what language?
	Email Address

	[bookmark: Text61]     
	|_| Yes       |_| No
	[bookmark: Text62]     
	     

	6.  Criminal Background

	Have you ever been convicted of a crime?
[bookmark: Check19][bookmark: Check20]|_| Yes                         |_| No
	If yes, please explain:      



	7. Health Background


	Allergy
	|_| Yes   |_| No
	Eczema
	|_| Yes   |_| No
	Rubella
	|_| Yes   |_| No

	Asthma
	|_| Yes   |_| No
	Hepatitis
	|_| Yes   |_| No
	Scarlet Fever
	|_| Yes   |_| No

	Cancer/Tumors
	|_| Yes   |_| No
	Measles
	|_| Yes   |_| No
	Substance Abuse
	|_| Yes   |_| No

	Convulsive Disorder
	|_| Yes   |_| No
	Migraine Headaches
	|_| Yes   |_| No
	Thyroid Disease
	|_| Yes   |_| No

	Diabetes
	|_| Yes   |_| No
	Mumps
	|_| Yes   |_| No
	Ulcer
	|_| Yes   |_| No

	Chicken Pox
	|_| Yes   |_| No
	Physical Handicap
	|_| Yes   |_| No
	Urological Problems
	|_| Yes   |_| No

	Dyslexia
	|_| Yes   |_| No
	Psychological Disorder
	|_| Yes   |_| No
	Whooping Cough
	|_| Yes   |_| No

	Eating Disorder
	|_| Yes   |_| No
	Rheumatic Fever
	|_| Yes   |_| No
	
	



	Other Conditions      



Do you require Special consideration |_| Yes   |_| No
	Explain the treatment (if yes)      



Need to take any prescribed and/or long-term medication during stay  |_| Yes   |_| No
	If yes, explain the medication      



	
|_|  I understand that my insurance coverage does not cover any preexisting conditions and 
       if medical treatment is needed it is my responsibility to pay all fees incurred in full.

|_|  I understand that it is my responsibility to purchase additional insurance to cover any preexisting conditions.









