Application for Fellowship

Fill in all required information and return to Program Director.

Program Director:

Institution:
Address
- - Attach Photo Here
Service Applied to: Nephrology
Applicant’s Last Name First Middle Initial Social Security No.
Present Address Telephone
Permanent Address Telephone
Effective Date of Appointment Date of Birth Male 0O
Pacer Fmail Female O
Complete a, b, ¢ or d for position applied for.
a. O RESIDENCY: inthe Olst 02nd 0O3rd O4th OSth O6th year of post medical school.

Specialty or Service

b. O SUBSPECIALITY, RESIDENCY OR FELLOWSHIP (Clinical, full-time, equivalent to residency in standard

program): inthe Olst 02nd 0O3rd O4th OS5th 0O6th year of post medical school training.
Specialty or Service

c. O RESEARCH FELLOWSHIP: (Indicate Specialty or Service) O Full time O Part time

d. O OTHER (Administrative, admitting, home care, etc.)

O Single O Married O Widowed O Divorced O Legally Separated

U.S. Citizen: Yes No Ifnota U.S. citizen, citizen of

O Permanent immigrant visa

O Temporary Exchange Visitor Program visa (Date of arrival in U.S. for training

O Other (describe)

Visa Number
NRMP O No O Yes Number
Undergraduate Education/College City State Year Graduated DNeoree (Snecifv)
Medical/Dental College City State From To Graduated (Mo/Yr)

I 0 was O will be granted a diploma as O Doctor of Medicine ODoctor of Dental Surgery by:




Professional post—graduate hospital or institutional experience.

Hospital or Institution City & State Title Specialty or From
(Int., Res., Fellow) Service Mo/Day/Yr

Other post-graduate experience (State type — research, special study, U.S. armed forces, U.S.P.H.S., private practice, etc.
If lengthy, please attach a Curriculum Vitae and Bibliography.

Location Type From (month/day/year) To (month/day/year)
National Board of Medical Examiners: Passed O Part I O Part IT O Part IIT O None
FLEX 0OPartl 0OPartll FMGEMS 0OPartl 0OPartll

If anv of the above have been comnleted. list the certifvine No. and name of exam

I have a full and unrestricted license to practice medicine in New York State or another state of the U.S., territory of the

U.S. and/or U.S. possession: O Yes O No
New York State License No. Year
Other state, territory or possession licensed in License No. Year

One of these items must be completed by graduates of foreign medical schools, including U.S. citizens.
O I have a Standard Certificate from the Educational Council for Foreign Medical Graduates and am attaching a photocopy.

O I took the exam on (Month, Day, Year) , and am awaiting the results.

O I have been notified that I may take the FMGEMS examination on (Month, Day, Year)

O I will file application with ECFMG to have my medical educational credentials evaluated and to receive permission to
take the examination. Indicate date on which application will be filed (Month, Day, Year)

O English Proficiency Exam completed.

O Test of English as a Foreign Language Exam (TOEFEL)

Specify present illnesses or disabilities:

Has there ever been any action taken against you for professional misconduct or malpractice or has any disciplinary action
been taken concerning your performance in prior residency training positions or in medical school? O No O Yes
If yes, supply any information

Signature of Applicant Date

This application must be accompanied or followed by letters of recommendation from two physicians (or dentists) who have known
the applicant for at least one year. Letters, preferably from the Chief of the applicant’s service and the Administrator of the hospital
where the applicant has served or is serving, should mention the type of position for which the candidate is making application.

Applicants who are participants in the National Resident Matching Program are required, according to the NRMP, to provide only the
credential-recommendation letter from the Dean of the applicant’s medical school.



