STANFORD UNIVERSITY SCHOOL OF MEDICINE
DEPARTMENT OF ANESTHESIOLOGY, PERIOPERATIVE & PAIN MEDICINE

STANFORD, CALIFORNIA   94305-5640

APPLICATION FOR CLINICAL FELLOWSHIP 
(Please… complete all sections)
(Check boxes:  If completing this form on the computer, double-click a box to select it, and then double-click “checked”.)
	APPLICATION 
DATE 
	
	
	START DATE :
	
	
	TYPE of FELLOWSHIP PROGRAM DESIRED:
	

	Name
	
	( FORMCHECKBOX 
 MD,    FORMCHECKBOX 
 PhD,   FORMCHECKBOX 
 Other
	
	Email:
	

	Address 
	
	
	Cell Phone:
	

	
	
	
	Home Phone:
	

	Citizenship
	
	(If “USA”,  FORMCHECKBOX 
 Native born or  FORMCHECKBOX 
 Naturalized)
	Birth date
	

	Birthplace:
	City:
	
	State/Province:
	
	Country:
	

	
VISA type/status
	
 FORMCHECKBOX 
  J-1  
     FORMCHECKBOX 
  Perm. Resident (Green Card)

	US Social Security #
	

	NPI #:

(National Provider Identifier)
	       

The Administrative Simplification provisions of the Health Insurance Portability and Accountability Act of 1996 (HIPAA) mandated the adoption of standard unique identifiers for health care providers and health plans. The purpose of these provisions is to improve the efficiency and effectiveness of the electronic transmission of health information. The Centers for Medicare & Medicaid Services (CMS) has developed the National Plan and Provider Enumeration System (NPPES) to assign these unique identifiers.

If you do not have an NPI #, please go to  the following website to apply for one: https://nppes.cms.hhs.gov/NPPES/Welcome.do 

	PERSON TO CONTACT FOR EMERGENCIES:

	Name:
	
	Phone:
	

	Address:


EXAM SCORES 
	Scores from USMLE/NATIONAL BOARD
 (Please provide copy of actual scores)
	#1

     
	#2

     
	#3

     

	Scores from your ITE (In-Training Exam)

Given by the ASA/ABA for those who have done an anesthesia residency
PLEASE PROCVIDE THE NATIONAL PERCENTILE SCORE
(Please provide copy of actual scores)
	#1

     
	#2

     
	#3

     


EDUCATION & TRAINING
	COLLEGE or UNIVERSITY
	MAJOR
	DEGREE
	YEARS

(MM/DD/YR)
	SCHOLARSHIPS/HONORS

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


	MEDICAL SCHOOL
	YEARS
(MM/DD/YR)
	SCHOLARSHIPS/HONORS

	     
	     
	     

	     
	     
	     

	     
	     
	     


	POSTGRADUATE TRAINING & EXPERIENCE 
	
	
	
	
	

	
	PROGRAM/CITY
	
	TYPE
	
	DATES

(MM/DD/YR)
	

	INTERNSHIP
	     
	
	     
	
	     -     
	

	RESIDENCY
	     
	
	     
	
	     -     
	

	RESIDENCY
	     
	
	     
	
	     -     
	

	FELLOWSHIP
	     
	
	     
	
	     -     
	

	PRACTICE
	     
	
	     
	
	     -     
	

	MEDICAL LICENSURE 

	State:
	     
	
	Number:
	     
	
	Expires:
	     
	

	State:
	     
	
	Number:
	     
	
	Expires:
	     
	

	
	
	
	
	
	
	
	
	

	ANESTHESIA EXPERIENCE

	Operating Room
	     

	Other (ICU, OB, Pain, etc)
	     

	
	

	ANESTHESIA SUB-SPECIALTY of INTEREST and WHY
     

	SIGNIFICANT NON-MEDICAL EXPERIENCE (Community Service, Work Experience, etc.)

     

	RESEARCH EXPERIENCE (Indicate Undergraduate, Graduate, and Medical School)

     

	publications (You may reference your CV)
     

	FUTURE PROFESSIONAL PLANS
     


IF MORE SPACE IS REQUIRED, PLEASE ATTACH ADDITIONAL PAGES.


