
 Boston Children's Hospital                                     HARVARD MEDICAL SCHOOL 

Research Program Application 
 

DEPARTMENT OF OTOLARYNGOLOGY 
 
Applicant Name:________________________________________ Gender: _________________ 

Name of Institution:______________________________________________________________ 

______________________________________________________________________________ 

Street Address:__________________________________________________________________ 

______________________________________________________________________________ 

City:___________________________ State:________________ Zip:______________________ 

Country:_______________________________________________________________________ 

Tel:___________________________________________________________________________ 

Type of VISA:__________________________________________________________________ 

Home Address/Street:____________________________________________________________ 

______________________________________________________________________________ 

City:___________________________ State:________________ Zip:______________________ 

Phone: Home:____________________________ Cell:__________________________________ 

Email:_________________________________________________________________________ 

Duration of Research: From:________________________ To:___________________________ 

Comments (please indicate areas of interest): 

_____________________________________________________________________________ 

Please include the following documents: 
1.) Photograph of yourself 
2.) Updated CV 
3.) Letter of Recommendation from current supervisor/advisor 
 

Please photocopy completed application and mail with attached documents to: 
Otolaryngology Research Program 

Attention: Catherine Shank, Program Administration Manager 
Department of Otolaryngology & Communication Enhancement 

Boston Children’s Hospital 
300 Longwood Avenue, BCH3129 

Boston, MA 02115 


