UNIVERSITY OF ILLINOIS AT CHICAGO

COLLEGE OF DENTISTRY

SUMMER STUDENT RESEARCH PROGRAM 2009
	Student Name:
	     

	Address:
	     

	City:
	     
	State:
	     
	Zip Code:
	     

	Telephone:
	     
	Mobile:
	     
	

	E-mail Address:
	     


Limit your answers to 500 words each for the following questions.

1.
Explain why you would like to participate in the Summer Student Research Program.
	     



2.
If you have previous research experience, describe it below. If necessary, attach additional information.
	Dates (to/from):
	     
	Institution(s):
	     

	Mentor(s):
	     
	

	Description of project(s):      



3.
Are there specific research areas you would like to pursue during the program?  If yes, please describe.
	     



4.
Describe your career goals.

	     



5.
Would you be interested in receiving information on the DDS/PhD program? 
YES   FORMCHECKBOX 

NO   FORMCHECKBOX 

6.
Please attach your resumé.
