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Medical College of Wisconsin  
9200 W Wisconsin Ave 
Milwaukee WI, 53226 

 
 

Training Verification: COMPREHENSIVE �t ACADEMIC SEAL REQUIRED 
 

SECTION I:  GENERAL INFORMATION 
 
NAME OF APPLICANT:  
 
INSTITUTION WHERE PROGRAM WAS SERVED: Medical College of Wisconsin  

 
TYPE/SPECIALTY OF TRAINING PROGRAM:  

 
1. DATES PROGRAM SERVED.    From:        /        /         TO:       /     

2. Is this program ACGME Accredited?    

2b�X���/�(���^�E�K�_�U���‰�o�����•�����P�]�À�����v���u�����}�(���������Œ�����]�š�]�v�P�����}���Ç���]�v���(�µ�o�o�W   

3. Was the training program completed?   

             3b. �/�(���š�Z�������v�•�Á���Œ���]�•���^�E�K�_�U���‰�o�����•�������Æ�‰�o���]�v��in the area below.   

4. Were there any sanctions or other disciplinary action taken against this 
applicant during this time?  

  

5. To your knowledge has the practitioner ever been under investigation by 
any governmental or other legal body? 

  

6. Was the practitioner ever subject to any malpractice action?   

�Ž�Ž���/�(���^�z���•�_���š�}�����v�Ç���}�(���š�Z���������}�À��, excluding question 3, please explain in the area below.   

 
 Question #(s):     Explanation(s):  
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A. How many years have you known the applicant?  
 
B. What is/was your relationship to the applicant?  

 
Applicant is (please select option A, B, or C): 
  

A. Recommended without reservation.  
B. Recommended with the following reservations (please explain):  

 
 
 
  

C. CANNOT RECOMMEND (Please explain in detail):  
 
 
 
 
 
 
 

Section IV: Certification 
 
Affix your institutional seal in this space.  
If no institutional seal exists, this form  
must be notarized. 
 

 
 SECTION V: CONTACT INFORMATION 

 
Email/Phone:  Best time to contact you: 

 

Printed Name:  
 

SIGNATURE:  DATE: 

  




