
AMERICAN ACADEMY OF ORAL & MAXILLOFACIAL RADIOLOGY 
RADIOLOGY CENTENNIAL SCHOLARSHIP APPLICATION 

 
 
 
 
INSTRUCTIONS 
 
ALL APPLICATIONS MUST BE TYPED AND IN ENGLISH 
 
Following is a list of materials required of you.  All application materials must be received by the Chair of the 
Awards Committee NO LATER THAN August 15 to receive assistance during the following academic year.  
Applicant must be currently enrolled as an entering or fully matriculated student at the time of application. 
Incomplete applications will not be reviewed. 
 
Please complete this checklist carefully when preparing your application and copy it for your files for future 
reference.  All applicants chosen as scholarship recipients will be notified by the Scholarship Committee in the Fall 
of each year. 
 
___  Completed application form ___ Three letters of reference ___ Typed statement of personal  

       and professional goals 
 

___ Academic achievement  
       record form 

___ Confirmation of matriculation 
       in an Oral & Maxillofacial  
       Radiology Program 

 

 
All of the above materials should be returned to the Chair of the Scholarship Committee in a single mailing. 
Please include five copies of all documents, in addition to the originals. 
    

Andre Mol, DDS, MS, PhD 
Department of Diagnostic Sciences & General Dentistry CB#7450 

University of North Carolina at Chapel Hill School of Dentistry 
Chapel Hill NC 27599-7450  

Email: andre_mol@dentsitry.unc.edu 
 
GENERAL INFORMATION 
 
Name:______________________________________________________________________________________
_ 
  last     first     middle 
 
Social Security 
Number:_________________________________________________________________________ 
 
Country of 
Citizenship:__________________________________________________________________________ 
 
Current Address:______________________________________________________________________________ 
       number & street 
   
_______________________________________________________________________________ 
   city        state     zip 
Permanent 
Address:____________________________________________________________________________ 
       number & street 
   
_______________________________________________________________________________ 
   city        state     zip 
 
Current Telephone: (______) __________________ Permanent Telephone: (_____)  ______________ 
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Date until current address and telephone will be 
valid:_________________________________________________ 
 
EDUCATION:  Include College, Dental School, and any Postgraduate Programs 
 

School Address Years of Attendance Degree Earned 
    
    
    
    
    
    
    
    
 
 
 
Honors and awards received while in dental school/postgraduate programs. 
 
___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

______ 

 
 
List below the three individuals who will be submitting letters of reference.  NOTE:  One reference must be from a 
dentist or a dental school representative (ideally, an Oral & Maxillofacial Radiologist).  The other two 
recommendations are the choice of the student. 
 
Name Address Position 
 
 

  

 
 

  

 
 

  

 
 
How did you become aware of the scholarship program? 
 
___________________________________________________________________________________________

___________________________________________________________________________________________

__ 
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Please describe your personal and professional goals as they relate to Oral & Maxillofacial Radiology.  Use only 
the space provided. 
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LETTERS OF REFERENCE   
 
Please submit this form to an appropriate individual.  One reference must be from a dentist or a dental school 
representative (preferably an Oral & Maxillofacial Radiologist).   The other recommendations are the choice 
of the student.  Letters must be typed and sealed in an envelope and retained by the applicant to be included in 
the single mailing to the Academy Scholarship Committee. 
 
STUDENT’S NAME:___________________________________________________ 
 
Basis of your responses (circle all that apply):  I know this student: 
 
as an advisor    better than most   as one of many 
as a teacher    fairly well    in small group contacts 
     hardly at all    through clinical contact 
 
For the following items, check [ ] the best description: 
 

 Truly 
Exceptional 

 
Excellent 

 
Good 

Average or 
Below 

Not Able to 
Evaluate 

Basic Professional Knowledge      
Professional Judgement      
Integrity      
Responsibility & Reliability      
Written Communication Skills      
Oral Communication Skills      
Organization and Common Sense      
Initiative & Motivation      
Professional Competence & Skill      
Diagnostic Aptitude      
 
In my ______ years of teaching, I would rank this individual in the (circle one) top 5%, top 10%, upper 25%, middle 
50%, lower third of the students I have taught. 
 
In the space provided below, please provide any additional comments about the student. 
___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

____ 

________________________________________________________________________________________ 

 

Signature:____________________________________ Department:__________________________ 

Print Name___________________________________ Title:________________________________ 

       Date:________________________________ 


