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To learn more about NIDDK you may visit our website at http://www.niddk.nih.gov. 
 
 
1. Personal Information 
 
Name:                              _________________________________________________________ 
                                               First                                   MI                        Last                                          
 
Permanent Address:     _________________________________________________________ 
                                         Street 
                                         _________________________________________________________ 
                                         P.O. Box 
                                         _________________________________________________________ 
                                         City                                                 State 
                                         _________________________________________________________ 
                                         Zip Code                                      
Telephone:                      _________________________________________________________ 
                                         Home  Phone                                                 Cell   
Email Address:              _________________________________________________________ 
 
Veteran:                          ___ Yes ___ No 
 
U.S. Citizen:                   ___ Yes ___ No 
 
If no, are you a Permanent Resident: ___ Yes ___ No 
 
(Photographic copies of both sides of your Permanent Residency Card are required prior to acceptance to the Program. 
Please submit with your application.) 
 
Previous Research 
Experience at NIH:      ___________________________________________________________ 
(i.e. SIP, STEP-UP, MARC)  
 
Relative at NIH:            ____ Yes   ____ No 
 
If yes, relative’s employer: _______________________________________________________ 
 
 
 
 
 
 
 
 
 



2. Future Contact Information. Please provide Contact Information for someone who will know of your 
whereabouts four years from now. The STEP-UP Program would like to know what impact STEP-UP had on 
your educational and career choices in addition to keeping you abreast of research education and career 
development opportunities. 
 
Name:                                  _________________________________________________________ 
                                                    First                                   MI                        Last                                       
Permanent Address:          _________________________________________________________ 
                                              Street 
                                              _________________________________________________________ 
                                              P.O. Box 
                                              _________________________________________________________ 
                                              City                                                 State 
                                              _________________________________________________________ 
                                              Zip Code 
                                      
Telephone:                           _________________________________________________________ 
                                              Home phone                     Cell                                 Email 
 
 
3. STEP-UP Coordinating Institutions. There are four national STEP-UP coordinating institutions 
where students may choose to do their research. These institutions offer unique research 
opportunities and limited housing at the student’s expense. If you are interested in being considered 
for one of these STEP-UP programs, please indicate your first, second, and third choice below. 
Information on these programs may be found on the STEP-UP website. 
   
                      
                     ________University of Maryland, Baltimore County (UMBC) 
                                    (Baltimore, Maryland) 
  
                    ________Virginia Commonwealth University (VCU) 
                                    (Richmond, Virginia) 
 
                    ________Pennsylvania State University (PSU) 
                                    (Hershey, Pennsylvania) 
                 
                    ________Children’s Hospital, Los Angeles  
                                    (Los Angeles, California) 
 
                    ________Other institution (Please specify)_________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 
 



 4. Demographic Information 
 
Month/Day/Year of Birth:  _____ / ____ / _____  (mm/dd/yr) 
 
Gender:                                 _____ Male ____  Female   
 
Hispanic:                               _____  Yes   ____  No 
 
If yes, please check:             _____ Mexican  ____ Puerto Rican ____ Caribbean ____ Other 
   
If Other, please specify:       ______________________________________________________ 
 
Racial Origin:  Check one of the following categories, which most closely reflects your            
Racial origin. 
 
_____  American Indian/Alaska Native 
 
_____  Asian 
 
_____  Black or African American 
 
_____  Native Hawaiian or Pacific Islander 
 
_____  White 
 
_____  Other (Optional) Please Specify ________________________________________ 
 
_____ Check here if you do not wish to provide information. 
 
5. Family income: ONLY Individuals who are applying to the STEP-UP Program based upon 
coming from a disadvantaged background* are required to complete the following section.  This 
information is not based upon your own current financial status. Additional information e.g. a copy 
of your Free Application for Federal Student Aid (FAFSA)** maybe requested for further 
clarification. 
 
 
Total household income                                                             Total number living in household 
 
_____Less than $10,000 annually                                                             _____1 
_____Between $10,000 and $13,000 annually                                          _____2 
_____Between $13,000 and $16,000 annually                                          _____3 
_____Between $16,000 and $20,000 annually                                          _____4 
_____Between $20,000 and $23,000 annually                                          _____5 
_____Between $23,000 and $26,000 annually                                          _____6 
_____Between $26,000 and $30,000 annually                                          _____7 
_____Between $30,000 and $33,000 annually                                          _____8 
_____Between $33,000 and $37,000 annually                                          _____9 
_____Between $37,000 and $40,000 annually                                          _____10 or more 
_____Over $40,000 annually 
 
 



5.  Family Income (Continued) 
 
Have you received or qualified for any of the following? Check all that apply. 
 
_____Health Professions Student Loans (HPSL) 
_____Loans for Disadvantaged Student Program 
_____Scholarships from the U.S. Department of Health and Human Services under              
          the Scholarship for Individuals with Exceptional Financial Need 
_____Other needs-based scholarships. Please specify ________________________________          
 
          ________________________________________________________________________ 
 
          ________________________________________________________________________ 
 
 
*Individuals from disadvantaged backgrounds are defined as: Individuals who come from a family 
with an annual income below established low-income thresholds. These thresholds are based on 
family size; published by the U.S. Bureau of the Census; adjusted annually for changes in the 
Consumer Price Index; and adjusted by the Secretary for use in all health professions programs. The 
Secretary periodically publishes these income levels at http://aspe.hhs.gov/poverty/index.shtml . Individuals 
from low income backgrounds must be able to demonstrate that you have qualified for Federal 
disadvantaged assistance or that you have received any of the following student loans: Health 
Professions Student Loans (HPSL), Loans for Disadvantaged Student Program, or that you have 
received scholarships from the U.S. Department of Health and Human Services under the 
Scholarship for Individuals with Exceptional Financial Need. A copy of your FAFSA may be 
requested. 
 
** http://www.fafsa.ed.gov/ 
 



 
6.  Academic Information – An official copy of your college transcript is required.   
 
College in which you are enrolled: __________________________________________________ 
 
Address at School:                      ____________________________________________________ 
                                                       Street 
                                                      ____________________________________________________ 
                                                       City 
                                                      ___________________________________________________ 
                                                       State                                                  Zip Code 
                                                                                                                                                                     
Student’s Telephone:                  ____________________________________________________ 
                                                        At School                                            Cell Phone 
                           
Current Classification:               ____  Freshman ____  Sophomore____  Junior____  Senior 
 
Anticipated Graduation Date:   ____________________________________________________ 
 
Current Cumulative GPA:        ____________________________________________________ 
  
School Grading Scale:                ____5.0____  4.0 ____  Other (specify)____________________ 
 
Academic Major:                        ____________________________________________________ 
 
7.  Coursework:  Include coursework currently in progress. May attach a separate sheet.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
8.  Resume:  Please insert or attach a sheet with your CV.  Include education, relevant research 
experience, scientific publications, honors and awards, etc.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



9. Personal Statement:  Please state your research interest, career goals, and reasons for applying to 
training at the NIH in 600 words or less. If more space is needed please attach a separate sheet. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



10. Recommendations (2 Letters of Recommendation are required) 

Recommendation 1: 
 
A letter of recommendation will be expected from… 
 
 
Name:  Dr. /Mr. / Ms.   ___________________________________________________________ 
                                       First                                        MI                         Last 
 
Address:                      ____________________________________________________________ 
                                      Street 
 
                                      ____________________________________________________________ 
                                      City                                     State                                    Zip Code 
 
                                      ____________________________________________________________ 
                                      Phone                          Fax                                    Email 
 
 
Recommendation 2: 
 
A letter of recommendation will be expected from… 
 
 
Name:  Dr. /Mr. / Ms.   ___________________________________________________________ 
                                       First                                        MI                         Last 
 
Address:                      ____________________________________________________________ 
                                      Street 
 
                                      ____________________________________________________________ 
                                      City                                     State                                    Zip Code 
 
                                      ____________________________________________________________ 
                                      Phone                          Fax                                    Email 
 
 

 
 
I hereby certify that the above information on this application is correct to the best of my 
knowledge. 
 
 
_______________________________                                     _____________________ 
Student Applicant Signature       Date 

 
 
 
 
 
 



 
 

NOTICE TO ALL APPLICANTS 
 
 
! Students are advised to ensure that all application information is accurate.  False or 

inaccurate information contained in this application may be grounds for denying your 
candidacy or removing you from the program.  

 
! Deadline for applications is March 1.  However, we encourage applicants to submit 

their applications ASAP. 
 
! Additional information for payroll purposes may be requested upon selection. 
 
! The following item should be submitted in one application packet: 

 
 ! Completed application form 
 " Official academic transcript submitted in an envelope sealed by the appropriate    
          school official 
  

! Students should request Letters of Recommendation at least one month in advance to 
insure timely completion and receipt of the letter. The reference provider should mail 
the letter to the address indicated below. 
  

! Applications and Letters of Reference may be mailed to:   
 

Ms. Jennifer Curry 
Program Specialist 
Office of Minority Health Research Coordination 
II Democracy Plaza, Room 648A 
6707 Democracy Blvd. 
Bethesda, MD 20892-5454 
TEL:  (301) 594-9649 
EMAIL: curryj1@niddk.nih.gov 

 

 
! The receipt of your application will be acknowledged via email.   

 

  


