APPLICATION FOR FELLOWSHIP TRAINING IN PEDIATRIC ANESTHESIOLOGY
at

Arkansas Children’s Hospital

Little Rock, Arkansas

(501) 364-2933










Academic Year 2013-14
General Information

Name:
________________________________________  
ID#/SSN_______________________________________

School:
  _______________________________________  
Sex:    M     F

Citizenship: ___________________________________
Visa? - What type? _____________________________

Birth Place:  ___________________________________
E-mail:  ________________________________________

Birth Date:  ___________________________________    Today’s Date: __________________________________

USMLE ID:  ___ - _______ - _______ - ___                  Date you wish to begin: _________________________

Contact Address:





Home Address:

Street: _________________________________________
Street: _________________________________________


_________________________________________              _________________________________________

City:  _____________________ State ____  Zip ______
City:_____________________ State_____ Zip ________

Country: ________________________


Country: _______________________

Effective Dates: ________________________________
Contact Phone _________________________________

Marital Status: ____________  No. Of Children:________________  Total # Dependents: ________________

Military Service Obligation?        Yes      No
--------
Years:  ___________  Start Date:  _________________

Examinations - Date Taken & Scores

USMLE Step 1  _______________________________
USMLE Step 2 _________________________________

USMLE Step 3  _______________________________

Medical Licensure

Current Medical Licensure: _______________________________________________________________________

Medical License Suspended?      Yes     No
Current malpractice case(s) pending?            Yes     No

Medical License Revoked?          Yes     No
License or hospital privileges limitations?      Yes     No

Voluntarily terminated?             Yes     No    (If yes to any of these, please explain on separate sheet.)

Education Commission for Foreign Medical Graduate Certification (If Applicable)

Are you certified by the ECFMG?    Yes   No     Date Certification ends: _____________________________

Medical Education



Medical Education Interrupted?   If yes, see next page
Institution and Location


Dates Attended     Degree

Date of Degree

____________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Medical School Honors/Awards

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Undergraduate Education

Institution & Location


Dates Attended
Degree

Field of Study

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Graduate Education

Institution & Location


Dates Attended
Degree

Field of Study

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Residency Training

Institution


Program
     Dates           Years

Discipline
Reason for





Director
   Attended




  Leaving
__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Certifications

Specialty







Date

Re-certification Date
__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Current ACLS
    Yes   No
     PALS    Yes   No

ATLS    Yes   No
BLS    Yes   No
Work/Research/Volunteer Experience

Organization


Position
Dates

Description

Reason for Leaving

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Publications (Please attach additional list of publications if needed)

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Reason for Medical Education Interruption (If Applicable)

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Please provide the name and contact information of your recommendation providers

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Please complete and send to:



ATTACH:  


Erik Sward






*  Recent passport type photo


Fellowship Coordinator


              (See next page)


Arkansas Children’s Hospital

           

*  Copy of current ECFMG certificate


1 Children’s Way, Slot #203



    (if applicable)


Little Rock, AR  72202



*  At least three current letters of


PHONE: (501) 364-2933



    recommendation - one from


FAX: (501) 364-2939


    
    
    Department Chairman or










    Residency Program Director
NOTE:  If additional space is needed for any information, please attach separate sheet[s].

PLEASE WRITE A BRIEF PARAGRAPH ABOUT YOUR GOALS

FOR YOUR PEDIATRIC ANESTHESIOLOGY FELLOWSHIP


AND YOUR CAREER AS AN ANESTHESIOLOGIST.













Passport













   Size













   Photo

