	Fellowship Application

Pediatric Cardiology

Department of Pediatrics

University of Michigan Health Systems

	


Fellowship Program Information (to be filled out by Division)
	Intended subspecialty: Pediatric Cardiology

	Desired start date:      


General Information (to be filled out by Applicant)
	First name:      
	Date of couples match (if applicable)?

	Middle initial:      
	Gender:      

	Last name:      
	Birthdate:      


	Other names:      
	SSN:      

	Citizenship:      
	Email:      

	
	Cell Phone: 

	Home Address & Phone Number:
	Emergency Contact:

	     
	Relationship:

	     
	Phone 1:      

	     
	Phone 2:      

	
	


Undergraduate Education

	Institution & Location
	Dates Attended
	Degree
	Date of Degree
	Field of Study

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


Medical Graduate Education (Please do not send your medical school transcripts)

	Institution & Location
	Dates Attended (mm/yy)
	Degree
	Date of Degree

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	Medical Education Extended or Interrupted?    
	Reason:      


Medical School Honors/Awards (Delete if none)

	     


	


Residency Experience (account for all dates from receipt of your college degree to present)
	Institution
	Program Director/

Supervisor
	Dates Attended
	Years
	Specialty
	Reason for Leaving

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


Work Experience (All dates from receipt of your college degree to present)(Delete if none)
	Organization
	Position
	Dates
	Description
	Reason for Leaving

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


Research Experience (All dates from receipt of your college degree to present) (Delete if none)
	Organization
	Position
	Dates
	Supervisor
	Description

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


Publications   (Delete if none)

	     
     
     


Include copies of publications with your application

USMLE

	Date of USMLE exam Y / N   or anticipated date:      

	
	Step I:
	Step II:
	Step III:

	Score:
	     
	     
	     


Non-U.S. Citizenship (Delete if not applicable)

	Visa Type:      
	Status:      

	Issue Date:      
	Expiration Date:      

	BS-2019 (IAP-66) applied for if J-1?      
	Date Applied for:      

	Are you authorized to work in the U.S.?    Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
  (if yes, go to next question)

	Will you need employer sponsorship to maintain authorization to work?    Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 



Education Commission for Foreign Medical Graduate Certification (ECFMG)

(Delete if not applicable)

	ECFMG Certificate No.      
	Expiration Date:      

	Clinical Assessment Score:      
	Expiration Date:      


Include a copy of your ECFMG certificate and grades with this application, or fax copies to our office.

Language Fluency (Other than English)  (Delete if none)

	     



Other Awards/Accomplishments (Delete if none)

	     



Hobbies & Interests (optional)

	     



Career Goals – Please describe your career goals in an attached letter

References

Please list the names of three individuals.  Please have each of the references complete the enclosed evaluation form.  The references should include your residency program director, a pediatric cardiologist, and one non-cardiologist.

	Name
	Institution/Organization

	     
	     

	     
	     

	     
	     


Medical Licensure

	Current Medical Licensure (state and license number) :      

	Medical License Citation?      
	Reason:      

	Controlled Substance Abuse?      
	Reason:      

	Current malpractice case(s) pending? 
	Reason:      


	Felony Conviction?      
	Description:      

	Reason:      
	


To my knowledge all information in this application is true and no material omissions have been made.

	Signed:
	Date:


Photos (roughly 1½”x 1¾”) are optional and can be submitted electronically or paper copies can be mailed separately.  Note: to submit applications via email, the total size of your completed application, including a photo, must be less than 10MB.  Confirm receipt of any documents sent electronically by contacting our office.

Return completed applications to:

Macdonald Dick II, MD

University of Michigan

Pediatric Cardiology

1500 East Medical Center Drive

L1242 Womens, SPC 5204
Ann Arbor, MI  48109

mdick@umich.edu
If e-mailing application send to:

Kschaff@umich.edu
Office:  734-936-4038
Fax: 734-936-9470

PLEASE NOTE THE ATTACHED EVALUATION FORM

TO BE COMPLETED BY YOUR REFERENCES

Name of Applicant: ____________________________________

Compared to other residents at a similar level going on to sub-specialty training that you have supervised and precepted over the past five years, how would you rate this applicant:  Please check the boxes that most closely represent your opinion of the applicant. 

	      Skill


	     1

Below Avg.

Lower 50%


	     2

Average

Upper 50%
	     3

Good

Upper 30%
	     4

Very Good

Upper 20%
	     5

Outstanding

Upper 10%
	     6  

Superlative

Upper 5%
	     7

Unable to 

   Judge

Comments

	Overall clinical

Ability
	
	
	
	
	
	
	

	Interpersonal skills


	
	
	
	
	
	
	

	Intellectual ability


	
	
	
	
	
	
	

	Potential as a clinical cardiologist
	
	
	
	
	
	
	

	Potential for research


	
	
	
	
	
	
	

	Leadership


	
	
	
	
	
	
	


Because of hospital credentialing procedures we would appreciate your response to:

1). Is there any reason that would prevent the applicant from full participation and completion of the requirements of this 

fellowship? ____________________________________________________________________________________

2).  Has the applicant ever been subject to discipline, including a reprimand, for unprofessional conduct.  If so, what was

 the (mis)conduct?  What action was taken and when?  What has been the result? ______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Additional Comments (may attach letter): ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Name (Print)                                                       Signature                                          Title                                      Date

Please return to:
Macdonald Dick II, MD




Director, Pediatric Cardiology





Fellowship Program




Department of Pediatric Cardiology




L1242 Women’s / SPC 5204




1500 E. Medical Center Drive




Ann Arbor, MI  48109-0204




Fax:  734-936-9470 or e-mail: kschaff@umich.edu















Photo (Optional)








3
5

