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	DEPARTMENT OF RADIOLOGY

	
	APPLICATION FOR FELLOWSHIP

	
	ABDOMINAL IMAGING

	
	Emory University Hospital

Emory University Hospital Midtown

Grady Memorial Hospital

The Emory Clinic



	
	

	*******************************************************************************************************


length of fellowship: 1 year




starting date ____________

applicant’s full name________________________________________________________





(Last)



(First)


(Middle)

birthdate______________  birthplace__________________________________________

present address  ___________________________________________________________

__________________________________________________________________________

permanent home address (if different from above) _____________________________________________
__________________________________________________________________________________________
telephone (home)___________________(work)______________________(fax)_______________________

Personal E-Mail Address________________________________________________
citizenship___________________if not a citizen of the u.s., type of visa permitting you to be in this country_____________________    visa number___________________ 
expiration date of visa___________

internship/residency

	hospital & location
	type
	dates of training

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


previous practice experience (Academic or Private Practice)
	hospital/location
	
	dates  employed

	
	

	
	

	
	


medical college
	name/location
	degree
	date (month/year)

	
	
	

	
	
	

	
	
	


undergraduate education

	name/address of institution(s)
	degree(s)
	dates of enrollment

	
	
	

	
	
	

	
	
	


if graduated from a foreign medical school, have you passed the ecfmg? ______________

state whether you have a standard or temporary certification as a result of this examination and attach a copy of certificate___________________________________
usmle scores:   STEP 1 ____________      STEP 2 ____________     STEP 3 ____________
Comlex Scores: 
STEP 1 __________  STEP 2 _____________  STEP 3 ____________

radiology board eligible ______________certified ________________date _________
other board certification_______________ 
specialty_______________     date____________

state(s) where licensed________________________

License number(s) _______________________ 
	
	

	
	applicant’s signature
	

	
	
	

	
	date


additional requirements:

(a)  
three letters of recommendation (one from department chief, program director or senior partner and others from staff members who are well acquainted with you and your work).

(b)  
a copy of curriculum vitae

(c)  
a personal statement describing your career goals and reasons for your interest in our program

(d)  
a copy of ecfmg certificate (for all foreign medical graduates)

(E)
A copy of medical school diploma

  
send application materials to the program coordinator listed below:



tmsnyde@emory.edu  
1
3

