
Columbia-Presbyterian Medical Center
Division of General Medicine

Division of Child and Adolescent Health
Center for Family and Community Medicine


Primary Care Research Fellowship in Community Health
                                                           APPLICATION FORM 
          
Academic year beginning July 1, 2017
 (application deadline September 30, 2016; Interviews are granted on a rolling basis)
I.
PERSONAL DATA

1.

Name in full:
_____________________________________________________________________________






(last)




(first)


(middle)



2.

Address  (indicate with an x where you wish your correspondence sent, and telephone preference):
       Phone numbers:
 eq \O()


 Permanent
__________________________________________________      eq \O() Day __________________







(street)

   (city)

(state)
(zip code)

 eq \O()


 Temporary
__________________________________________________      eq \O() Eve __________________







(street)

   (city)

(state)
(zip code)

                      E-mail                      __________________________________________________


3.

Place of birth: ___________________________________
3a. Date of birth:
____________________


4.

Sex (optional): eq \O()

  M eq \O()
  F




5. 
Citizenship:  _____________________________________
5a. If not U.S., current visa:
____________


6.

In case of emergency, notify: 
________________________________________________________________









(name)


   
(relationship)
(phone number)

7   Race/Ethnicity (optional): eq \O()










  White/Anglo eq \O()


  Native American/Alaskan Native

 eq \O()







  African American eq \O()

  Pacific Islander

 eq \O()







  Mexican American eq \O()

  East Indian

 eq \O()







  Puerto Rican eq \O()


  Other Asian

 eq \O()







  Other Hispanic eq \O()

               Other

8.   Languages other than English:

    •  _________________________________________________









    •  _________________________________________________

II.
EDUCATION  AND  LICENSING


1.   List chronologically from high school to postgraduate education:
	PRIVATE 
 Institution
	 Location
	 Major field
	 Dates
	 Degree

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


2.   Honors and awards :
•  _________________________________________________________________






•  _________________________________________________________________






•  _________________________________________________________________

                       3. Internship/Residencies:


	PRIVATE 
 Hospital/Institution
	 Location
	 Type
	 Dates

	
	
	
	

	
	
	
	

	
	
	
	



    
4. Fellowships:


	PRIVATE 
 Hospital/Institution
	 Location
	 Type
	 Dates

	
	
	
	

	
	
	
	



    
5.
Board and/or Subspecialty Board Certification:
 eq \O()



  [  ] Have already passed Boards (Name of Boards _______________date: ______________).
 eq \O()



  [  ] Am currently eligible for Board Certification. 
 eq \O()



  [  ] Will be eligible as of July 1, 2017 (completed 3 yr ACGME accredited residency program)
 eq \O()



  [  ] Not eligible.
 eq \O()



6. Other professional experience:
	PRIVATE 
 Hospital/Institution
	 Location
	 Role/Position
	 Dates

	
	
	
	

	
	
	
	

	
	
	
	


 
8.
Licenses:

_______________________________________________
____________________________________________



(jurisdiction)



(date issued)

(date of expiration)
(license #)


_______________________________________________
____________________________________________



(jurisdiction)



(date issued)

(date of expiration)
(license #)


_______________________________________________
____________________________________________



(D.E.A. Registration)


(date issued)

(date of expiration)
(Reg.  #)


 9.
Are any of your licenses limited or temporary ? 
  eq \O() No  eq \O()

 Yes    If so, give details:


____________________________________
_________________________________________________________________________


____________________________________
_________________________________________________________________________


10.
Has your license to practice medicine in any jurisdiction ever been limited, suspended or revoked ? 
 eq \O()


 No  eq \O()


 Yes

If so, give full details on separate sheet.


11.
Have your privileges at any hospital or other facility ever been denied, limited, suspended, revoked or not renewed; and/or have you ever been denied membership or a renewal therein or been subjected to disciplinary proceedings in any hospital or medical organization?

 eq \O()


 No  eq \O()


 Yes

If so, give full details on separate sheet.

III.
RESEARCH AND CAREER PLANS


1.
Are you considering a clinical subspecialty fellowship in the future ? eq \O()
  No eq \O()
  Yes





Please specify: 




2.
Do you plan to earn any further degrees in the future ?   eq \O()

  No eq \O()
  Yes





Please specify: 



3.
If you have published, please indicate the single publication which represented your best work.







[ provide a full list of publications and abstracts in your C.V. ]


4.
Describe your current research interests:


5.
Describe the position you would like to have after completing the Fellowship Program:
_________________________________________________

(signature)
__________________________

(date)
      Please attach to your application:

a) a personal statement, of no more than 500 words, with background, interests, and career goals

b) c.v. with emphasis on research experiences

      In addition, please arrange to have sent to us two letters of recommendation from faculty members (a letter from the Chairman of the Department of Medicine/Pediatrics/Family Medicine (as per field) or residency program director is recommended)



