
MCW Department of Dermatology  
Advanced Practice Provider Fellowship Program 
 
8701 W. Watertown Plank Road 
Milwaukee, WI 53226 
Phone:  (414) 955-3106 
Fax:  (414) 955-6221 
E-mail:  lrichter@mcw.edu 
 
Date of Application: __________________ 
 
PERSONAL 
 
Last Name:  __________________ First Name: __________________ Middle:  __________ 
 
Date of Birth:  ________________ 
 
Current Address: (Street, City, State, Zip Code) 
_____________________________________________________________________________________

_____________________________________________________________________________________ 

 
Permanent Address: (Street, City, State, Zip Code) 
_____________________________________________________________________________________

_____________________________________________________________________________________ 

 
E-mail Address:    Cell Phone Number: 
_____________________________ ________________________ 
 
U.S. Citizen: 
     Yes        No    
 
 
EDUCATION 
 
PA/NP School Name and Address 
_____________________________________________________________________________________

_____________________________________________________________________________________ 

Month and Year Graduated:  ___________________   Degree/Major:  ____________________________ 
 
 
Undergraduate School Name and Address: 
_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 
 Month and Year Graduated:  ___________________  Degree/Major:   ____________________________ 
 
 
 

mailto:lrichter@mcw.edu


REFERENCES:  List three professional references.  
 
Name/Telephone Number:  ______________________________________________________________ 

 
Address (Street, City, State, Zip Code) 
_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 
Name/Telephone Number:  __________________________________________________ 

 
Address (Street, City, State, Zip Code) 
_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 
Name/Telephone Number:  _________________________________________________ 

 
Address (Street, City, State, Zip Code) 
_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

 
 
By typing your name below, you attest that all information provided is accurate. 
 
________________________________________________  _____________________ 
Typed Name:        Date: 
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