	University of Rochester School of Medicine and Dentistry
Department of Medicine

Division of Geriatrics

Fellowship Application


Department of Medicine


Division of Geriatrics

Fellowship Application
	Attach

Recent

Photograph

(Optional)




	Date
	Planned Starting Date




	Last Name
	First Name
	Middle Initial




	Home Address
	Telephone


	Fax


	City
	State
	Zip



	Work Address


	Telephone
	Fax

	City
	State
	Zip

	E-Mail Address 


	Birth Date*

	Social Security Number
	Place of Birth*

	Citizenship*
Immigration #
	Gender*

	
	� Male                 � Female
	

	Visa Status

(only J-1 accepted)
	ECFMG Status & Number (enclose copy)

	Race* (optional)
	Marital Status* (Optional)


	
PREMEDICAL EDUCATION

	
College
	
Address
	
From
	
To
	
Degree

	
	
	
	
	

	
	
	
	
	


*The New York State Human Rights law prohibits discrimination because of race, creed, color, national origin, age, sex, disability, or marital status.

	
MEDICAL EDUCATION

	
College
	
Address
	
From
	
To
	
Degree

	
	
	
	
	

	
	
	
	
	


	
PROFESSIONAL TRAINING (Attach additional pages, if necessary)

	
Position
	
City, State
	
Institution

	Internship
	
	

	Residency
	
	

	
	
	

	Fellowship
	
	


	Are you licensed to practice Medicine?


No


Yes
	If yes, list states and certification numbers


	Membership in Professional Societies/Organizations



	List honors, scholarships, grants, etc.



	Board Certification:  Yes ___   No ___  Discipline: ________________________________________________

Ever resigned or withdrawn association from previous residency or fellowship program to avoid the imposition of disciplinary measures?    Yes ___   No ___   Reason ______________________________________________

Ever disciplined by, dismissed from, or not re-appointed to a previous residency or fellowship program?

           Yes  ___    No  ___   Reason :  _________________________________________________________

Ever had medical licensure limited, restricted, suspended, revoked, denied or subject to probationary conditions?

           Yes  ___   No  ___    Reason:   _________________________________________________________

Any pending or previous professional misconduct proceedings or pending or previous malpractice actions, 

judgments or settlements?    Yes  ___   No  ___   Reason:  ________________________________________

Ever been convicted of a misdemeanor or felony in any jurisdiction?  Yes  ___   No  ___

           Reason:  __________________________________________________________________________


	Do you have any illnesses or physical conditions which would interfere with your participation in our fellowship program, including patient care?

	�
No

� Yes


	If Yes, please list:




	List three references from your internship and/or residency. Please have them forward a letter of recommendation to us.  Mail all letters of recommendation to the address below.

	
REFERENCES

	Name
	Title
	Address

	
	
	

	
	
	

	
	
	


	Write a brief personal statement discussing your career goals in medicine and the reason for pursuing a geriatric medicine fellowship.  (Submit on a separate sheet)
Are you interested in additional years of fellowship training through the T32 Research Grant   ___Yes   ___No

If yes, please comment on your research experience and future plans and career goals.


	
PLEASE ENCLOSE A COPY OF YOUR CURRICULUM VITAE WITH YOUR APPLICATION

	Return to:
Geriatric Medicine Fellowship Program 



Monroe Community Hospital



Medical Administration



435 E. Henrietta Road



Rochester, NY 14620
	Phone:
(585) 760-6353

Fax:
(585) 760-6376


