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This form must be completed by an authorized staff member of the hospital where you served 
your internship. 

 
Name of Applicant:__________________________________________________________________ 
 
I hereby certify that _________________________________________________________, 
 
a graduate of __________________________, has satisfactory completed __________  
 
year(s) internship in the ______________________________________________________  
 
hospital. 
 
Said internship began on __________________ and ended on _______________________. 
 

I further certify that the hospital named above is approved for Intern Training by the Bureau of 
Hospitals of the American Osteopathic Association or the American Medical Association. 

 
 
 
 
          
 _____________________________ 
 Print Name of Authorized Person                          (Affix Seal Here) 
 
 _____________________________ 
  Signature of Authorized Person 
 
 _____________________________ 
   Date 

 
 
 
 

 
 
 
 


