
Print Name (Last, First): _________________________     


The George Washington University Medical Center

Anesthesia Critical Care Program

900 23rd Street, NW  (  Washington, DC 20037

Tel: 202-715-4750 Fax: 202-715-4759
Each applicant must answer all questions

	POSITION BEGINNING IN: ___________________ (Month/Year) 


	I am applying to the following program 

Anesthesia Critical Care
	Level of training applying 

for in program (CIRCLE ONE) 

1st year      2nd year      3rd year    Other

	Last Name 
 INCLUDEPICTURE  \d "http://www.ochsnerfoundation.org/forms/images/transparent.gif" \* MERGEFORMATINET 


             First Name Middle
	Attach Photo Here

(Optional with application,

required after interview)

Approx

2 ½” x 3”

	Date of Birth
	Place of Birth


	

	Social Security Number                  
	

	Present Address (Street)
	

	City
 State
 Zip
	

	Present Phone Numbers
Day No.
 Evening No. 
	

	Citizenship
U.S ______________
 Other Country ______________
	

	VISA Status (If NOT U.S. Citizen) 
Attach copy of current valid VISA 
Permanent Resident __________
  Temporary __________
  J-1 __________
  

	

	Permanent Address (Street)
	Name of Contact

	City
 State 
Zip

	Name of Next of Kin

	Relationship to Next of Kin 
  
Address                                                        Phone      
 




I have taken or will take the following examinations:
	 Exam
	Date
	Score

	National Boards, Part I
	
	

	 National Boards, Part II


	
	

	 National Boards, Part III


	
	

	 USMLE Step 1


	
	

	 USMLE Step 2


	
	

	 USMLE Step 3


	
	




1. Education
	Medical School (Name and Location)


	From (MM/YY)
	To (MM/YY)
	Date of Graduation
	Degree Received

	Undergraduate School 

(Name and Location)


	From (MM/YY)
	To (MM/YY)
	Date of Graduation
	Degree Received

	Other School Experience

(Name and Location)


	From (MM/YY)
	To (MM/YY)
	Date of Graduation 
	Degree Received




2. Residencies and Fellowships: Please list all residency and fellowships you have participated in starting with your first year of residency.

	Hospital (Name and Location)


	Program
	From (MM/YY)
	To (MM/YY)
	PGY Level

	Hospital (Name and Location)


	Program
	From (MM/YY)
	To (MM/YY)
	PGY Level

	Hospital (Name and Location)


	Program
	From (MM/YY)
	To (MM/YY)
	PGY Level


3. Licensure and Privileges

	
	YES
	NO
	NOT APPLICABLE

	Has your license to practice medicine in any jurisdiction ever been limited, suspended, or revoked?
	
	
	

	Has your narcotics number ever been rescinded?
	
	
	

	Has any hospital ever suspended, diminished, revoked, or failed to renew your privileges?
	
	
	

	Have you ever been denied membership or renewal thereof, or been subject to disciplinary proceedings, in any medical organization?
	
	
	

	Have you had any malpractice judgments against you within the past five years?
	
	
	

	Do you have or have you ever had a serious illness ?
	
	
	

	Have you ever been convicted of a felony?
	
	
	

	Do you hold a license from any other state or jurisdiction?
	
	
	If yes, which state (s)?





 If you answered yes to any questions in section three (except the last one regarding licensure from another state) a full explanation must be attached.

	 List publications and scientific work in which you have participated:



	Please list any honors or awards:



	Please list your hobbies and interests:



	Please list two reasons for selecting GW for Anesthesia Critical Care:




	
	
	

	Signature
	
	Date


The George Washington University does not unlawfully discriminate against any person on the basis of race, color, religion, sex, national origin, age, disability, veteran status, or sexual orientation. This policy covers all programs, services, policies, and procedures of the University, including admission to education programs and employment. The University is subject to the District of Columbia Human Rights Act. 
GW Fellowship Application
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