
           GEORGETOWN UNIVERSITY MEDICAL CENTER 
DIVISION OF HEMATOLOGY/ONCOLOGY APPLICATION

         FOR PALLIATIVE CARE FELLOWSHIP TRAINING PROGRAM 
 
 

Appointment desired for: ________________________________ 
PGY Level: ___________________________________________ 
Social Security No.: ____________________________________ 
 
 
  
1. Name: __________________________________________________________________________________ 

                      Last (please print)                                                     First                                                       Middle 
   

2. Present Address:  
 
 
 

    Telephone Home: ________________________________ Work: ___________________________________ 
 

    Email: _________________________________________
 
 
3. Permanent Address:  
 
 
 
4. Are you authorized to work in the United States? yes___   no___  If not, are you eligible to receive work
    authorization in the United States? yes___  no___ 
 
5. Foreign Medical Graduates: Date and Results of ECFMG _________________________________________ 
                                                                                                              (copy of ECFMG certificate must be attached) 
 
6. Date of Birth: ____________________________ 7. Place of Birth: _________________________________ 
 
 
7. 
Clinic Experience 
 

Department Institution City/State Year 

Internship 
 

    

Residency Training 
 

    

Other Fellowship 
 

    

 
8. 
Education 
 

Name Location Degree Year 

College 
 

    

Medical School 
 

    

Other 
 

    

  

 

Maggie Sandberg
Pencil


Maggie Sandberg
Pencil

Maggie Sandberg
Pencil




9. Public Service: Describe Military, Public Health or other Government Service to Date: 
 
__________________________________________________________________________________________ 
 
10. Basic Science/Clinical Research Experience: 
 
__________________________________________________________________________________________  
 
 
11. Examinations:                                                            Dates Taken:                                                    Pass/Fail: 
      National Board                                                           __________                                                  __________ 
      Flex                                                                            __________                                                  __________ 
      ECFMG                                                                      __________                                                  __________ 
      Internal Medicine Board                                            __________                                                  __________ 
 
12. In what states are you licensed to practice? 
 
__________________________________________________________________________________________ 
 
13. What are your long-range career plans after completion of training? 
 
 
 
 
 
 
 
 
14. Bibliography (please attach list of publications): 
 
 
 
15. Comment briefly on your teaching experience: 
 
 
 
 
16. This application must be supplemented by: 

a.  Recent small photograph (attached to front of application) 
b.  CV 
c.  Academic transcript from your Medical School 
d.  At least three letters from faculty members who can evaluate the merits of your potential for 

subspecialty training. 
e.  ECFMG Certificate if graduate of foreign medical school. 

 
 
 
 
 
__________________________________________________________________________________________ 
Signature                                                                                                                                                             Date 
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