	PHOTO
	APPLICATION FOR FELLOWSHIP TRAINING 

DEPARTMENT OF ANESTHESIOLOGY
UNIVERSITY OF ILLINOIS AT CHICAGO COLLEGE OF MEDICINE

1740 W. TAYLOR ST, SUITE 3200W  M/C 515
CHICAGO, IL 60612
Tel:  312-996-4020 



Date ________________

Date you wish to begin ________________

Fellowship applying for:____________________________

1. PERSONAL DATA
Name in Full  _____________________________________________________________________________________________

                        First                                         Middle                                           Last

Current Mailing Address  ___________________________________________________________________________________

Street

_________________________________________________________________________________________________________

                     City                                        State                                    Zip                                                 Email Address

Telephone:  Home   ____________________ Office ____________________ Ext. _____   Cell:  ____ _______________________

Marital Status  ________________________  

Sex  __ M    __ F

 

Date of Birth (MM/DD/YY)  ________________   Place of Birth  ___________________________________________________

U.S. Citizen   Yes  _______      No (see #6) ________  Social Security #: ______________________________________________

2. LICENSURE ELIGIBILITY REQUIREMENTS
A. Qualifying Examinations
United States Medical Licensing Examination:  Step1 _______________  Step 2________________   Step 3 ________________

National Boards:  Part I Score  _________________________________   Part II Score  ________________________________

Part III Score _______________________________  Number  _____________________________ Date  ___________________

B. Licensure
State of Licensure                                                                     Date                                                  Number                                       
3. EDUCATION AND EXPERIENCE (use separate page if necessary) 
Undergraduate    _________________________________________________________________ Dates __________________

Location    ____________________________________________________________________________  Degree __________

Medical School     _______________________________________________________ Graduation Date  __________ (Month/Year)                                                                                                                                                                                                                                                            
Location  ________________________________________________________________________________________________

Honors  ______________________________________________________________________________  Degree____________

Current Employment/training ______________________________________________________________________________

List chronologically your activities from the time of graduation from medical school to the present. Specify type of internship or post-MD specialty training.

From/To                     Activity                                  Place                               Degree, If any                 Program Director
________________________________________________________________________________________________________

Membership in professional societies and others  ________________________________________________________________
4. MILITARY OBLIGATIONS
In reserves?  _______   If yes, what branch?  _____________________  Dates of Commitment  ____________________________

5. LETTERS OF REFERENCE
At least three letters of reference are required.  One must be from the Residency Director of your Residency Training Program and at least two others should be from physicians who have observed or supervised you during residency or other recent training program, as applicable.

List below the names of all your references and have them write directly to us.

1. ____________________________________________________________________________________________________
          Name                                                        Address                                                     City                                                       State                                     Zip

2.   _____________________________________________________________________________________________________

          Name                                                        Address                                                     City                                                       State                                     Zip

3.   _____________________________________________________________________________________________________

          Name                                                         Address                                                    City                                                       State                                     Zip

Others:  _________________________________________________________________________________________________

________________________________________________________________________________________________________
6. CITIZENSHIP (Complete if applicable)
IF A NATURALIZED CITIZEN:
Naturalization Certificate Number  __________________________________________






Location   ___________________________________  Date  _____________________ 

IF NOT A U.S. CITIZEN:

Immigrants
   Alien Registration Card No.  _______________________________
Expiration Date  ____________________________

Non-Immigrant Aliens

   Visa Number  ___________________________________________ 
Type of Visa  _______________________________

   Expiration Date _________________________________________ 
Nationality  ________________________________

ENCLOSE WITH THIS APPLICATION:
Recent Photograph (Passport Type)
Current Curriculum Vitae
Personal Statement
Copy of Dean’s letter from medical school
Copy of most recent In-Training Exam (ITE) score
Copy of Medical School diploma and transcript
Letters of recommendation (3): (to be sent directly from the letter writers)
Letter of good standing from present program director
Copy of USMLE transcripts
Copy of Medical School Dean’s Letter
If Applicable:
Copy of ECFMG certificate


Copy of Visa (for Non-Immigrant Alien)


Copy Alien registration Card (for Immigrant Non-Citizen)








___________________________________________________








Signature of Applicant

