
THE GEORGE WASHINGTON UNIVERSITY MEDICAL CENTER 
                       Director, Fellowship Program 
                             2300 Eye Street, N.W. 
                                     Room 502 
                           Washington, D.C. 20037 
                                     202-994-3391 
 
 
Date of Application   _______________________ 
 
1. Application for fellowship in: 
 

 Cytopathology                     Surgical Pathology to begin ______________ 
 

2. Name in full  
                                  Last (Family)                                            First                                                         Middle 

 
3.   Social security number __________________________   Sex ________________________ 
 
4.   Address   
                                                                   Street No 

 
                      City                                                                                  State                                               Zip code 

 

      Telephone number 
 
      E- mail  _________________________________________________________________ 
 
5.   Date of Birth                              Birthplace                         
 
       Citizenship 
 
6.  If foreign citizen, type of visa 
 

Visa number 
 
7.  Do you have or have you had a serious illness?_________ If yes, please describe on a separate attachment. 

 
Statement of Health (check one) 
    I am in good health and have no physical or mental limitations. 
   My health is such that I have limitations, but I believe that this would not significantly 
         impair my fulfilling the responsibilities of a house officer. 

 
8.  If  you are a graduate of a foreign medical school: (A copy of ECFMG certificate must be attached) 
 

 ECFMG Certificate No._________________________ 
 

 
 
 

 
 
 

PHOTOGRAPH 
(Optional) 

 



Educational Background: 
 
9. a. College_____________________________________from_______to _______ Degree_________ 
 
              __________________________________________from_______to _______ Degree_________ 
 
        b. Medical School ______________________________from_______to _______ Degree_________ 
 
             __________________________________________from_______to _______ Degree_________ 
 

 
1. Honors and awards _________________________________________________________ 

 
_____________________________________________________________________________ 

 
c. AMA-approved Residency  
 

Type ________________________________________________________________________ 
 

___________________________________________________ ________ _____ to_____  ____ 
Name of Hospital                                         City                                         State or Country                          Month              Year            Month           Year 
 
Type_________________________________________________________________________ 
 
___________________________________________________ ________ _____ to_____  ____ 
Name of Hospital                                         City                                         State or Country                          Month              Year            Month           Year 

 
2. Medical Licensure __________________________________________________________ 

 
10.  Has your license to practice medicine in any jurisdiction ever been limited, suspended, 

             or revoked?                                                                                                      ____Yes _____No ____N/A 
 
11.  Has your Narcotics Number ever been rescinded?                                                       ____Yes _____No ____N/A  
      
12.  Has any hospital every suspended, diminished, revoked, or failed to renew your 
       privileges?                                                                                                                      ____Yes _____No ____N/A 
 
13.  Have you ever been denied membership or renewal thereof, or been subject to disciplinary 

 proceedings, in any medical organization?                                                                    ____Yes ____No ____N/A 
 
14.  Have you ever had any malpractice judgments against you within the past five years? ____Yes ____No ____N/A 
 
15.  Have you ever been convicted of a felony?                                                                     ____Yes ____No ____N/A 
 
 
       If you have answered Yes to any of items 10-15, a full statement of explanation must be attached. 
 
 
 
 
    (Signed) _____________________________________________________ 



 
 
 
 
 
     I hereby authorize The George Washington University Hospital, its Medical Staff, and their representatives to 
consult with administrators and members of the staffs of other institutions with which I have been associated  and 
with others who may have information bearing upon my competence,  character, and ethical qualifications.  I further 
consent to the inspection by the Hospital, the Medical Staff, and their representatives of all documents, including 
records at other hospitals, that may be material to an evaluation of my professional qualifications and competence to 
carry out the responsibilities of the position applied for, as well as my moral and ethical qualifications for that position. 
 
     I hereby release from liability all representatives of The George Washington University Hospital and its Medical 
Staff for their acts performed in good faith and without malice in connection with the evaluation of my application and 
my credentials and qualifications; and I hereby release from any liability any and all individuals and organizations who 
provide information to The George Washington University Hospital or its Medical Staff in good faith and without 
malice concerning my professional competence, ethics, character, and other qualifications for this position, and I 
hereby consent to the release of such information. 
 
     A photocopy of this form shall have the same effect as the original. 
 
 
 
 
 
                                         Signature                                                                                Date 
 
 
 
 
 
 
 
 
 
 
 
 
 

UNIVERSITY POLICY ON EQUAL OPPORTUNITY 

     The George Washington University does not discriminate against any person on the basis of race, color, religion, sex, national origin, age,  handicap, or 

veteran status.  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 Laws. 

     Inquiries concerning the application of this policy and federal laws and regulations concerning discrimination in education or employment programs and 

activities may be addressed to Susan B. Kaplan, Assistant Treasurer for Legal Matters, The George Washington University, Washington, D.C. 20052, (202) 

994-6503, or to the Assistant Secretary for Civil Rights fo the U.S. Department of Education. 

     Disabled individuals who need special information should call the Office of Disabled Student Services, (202) 994-8250 (TDD/voice). 
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