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Congenital Cardiac Surgery Fellowship 
Academic Year: 2010-2011

Contact Information 
Last Name: 


       
First Name:                               
Middle Initial:       



Maiden Name:                                                  

Current Mailing Address:      
Home Phone:      
Cell Phone:      
Work Phone:      
Email:      
Social Security Number (Optional):                    
Citizenship:                             

If you graduated from a foreign medical school, do you have an ECFMG Certificate: 

· YES             

· NO

ECFMG Number:               Type of Visa:         
      Visa Number:      
Pre-Medical Education

College and Location:      
Major Area of Study:      
Dates of Attendance:      
Degree and Date Awarded:      
College and Location:      
Major Area of Study:      
Dates of Attendance:      
Degree and Date Awarded:      
Medical Education

Medical/Professional School and Location:      
Start Date:      
Graduate Date:      
Internships, Residencies, and Fellowships

Institution:      
Location:      
Specialty:      
Program Director:      
Beginning Date:      
Ending Date:      
Internships, Residencies, and Fellowships Continued

Institution:      
Location:      
Specialty:      
Program Director:      
Beginning Date:      
Ending Date:      
Institution:      
Location:      
Specialty:      
Program Director:      
Beginning Date:      
Ending Date:      
Institution:      
Location:      
Specialty:      
Program Director:      
Beginning Date:      
Ending Date:      
Membership in Professional Societies 

Name of Society/Organization:      
Date Joined:      
Current Member:       (  Yes       (    No
Name of Society/Organization:      
Date Joined:        
Current Member:       (  Yes       (    No
Name of Society/Organization:        
Date Joined:      
Current Member:       (  Yes       (    No
Name of Society/Organization:        
Date Joined:        
Current Member:       (  Yes       (    No
Name of Society/Organization: 

Date Joined: 

Current Member:       (  Yes       (    No
Medical Licenses

State:      
Number:      
Date of Expiration:      
State:      
Number:      
Date of Expiration:      
State:      
Number:      
Date of Expiration:      
________________________________


___________________

Signature






Date

Please also include: 

· 3 Letters of Recommendation


(One from your current program director and two from faculty 


members of your medical school or current institution.)
· Curriculum Vitae 
· Personal Statement 

Send Application Materials To: 

Michelle Caulder

Congenital Cardiac Surgery Fellowship Program Coordinator

4800 Sand Point Way NE M/S: G-0035

Seattle, WA 98105

Phone: 206-987-5607

Email: michelle.caulder@seattlechildrens.org

The University of Washington provides equality opportunity in the education on the basis of race, color, national origin, and sex in the accordance with the Title VI of the Civil Rights Act of 1964 and the Title of IX of the Education Amendments and Sections 799A and 855 of the Public Health Services Act. 

