EMORY UNIVERSITY SCHOOL OF MEDICINE

EMORY SPINE CENTER

APPLICATION FOR SPINE SURGERY FELLOWSHIP TRAINING 

(Academic Year 2010 to 2011)

RETURN TO: Patricia Pryor (Spine Fellowship Coordinator)

The Emory Spine Center

59 Executive Park South, Suite 3000

Atlanta, GA 30329

Tel: 404-778-7021    Fax: 404-778-6378 or  404-778-7117
Patricia.Pryor@emoryhealthcare.org

IN ORDER TO BE CONSIDERED, APPLICATIONS AND ALL SUPPORTING MATERIAL/LETTERS ARE DUE IN BY: November 15th, 2008     REC’D ON: __________
Name  ___________________________________________________________________

Social Security Number _____________________________________________________

Present Address ___________________________________________________________

City____________________ State_____________________________ Zip____________

Telephone Number (Work) _________________(Home) ___________________________ (Pager)______________(Cell/Mobile)______________(E-mail)______________________

Citizen of ________________________________________________________________

Nearest Relative(Name, Address & Phone Number)________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

UNDERGRADUATE AND GRADUATE EDUCATION:  


Degrees

Institution (Name and Location)
Dates Attended

​​​​​​​​​​​​​​​​​​​​​​





MEDICAL EDUCATION:


Degrees

Institution (Name and Location)
Dates Attended






Internship Institution and Location

Type


Dates 

 



Residency Institution and Location

Service


Chief of Service
Dates

1st Year 

2nd Year

3rd Year

4th Year

Other

POSTDOCTORAL TRAINING (Ph.D.)


Institution and Location




Dates

1st Year

2nd Year

3rd Year

Other 

Board Certification(Eligibility) _________________________________________________

Field or Fields of Research Interest _____________________________________________ ________________________________________________________________________________________________________________________________________________

_______________________________________________________________________

Please attach a narrative discussing your reasons for pursuing fellowship training in spine surgery and your long-term career plans/objectives.

Previous Research Experience, including Publications (Attach C.V.) ____________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Honors__________________________________________________________________________________________________________________________________________

Use additional pages, if necessary, for the following:

Do you have any physical disabilities?  (please explain) ______________________________

________________________________________________________________________

Are there any pending/past malpractice cases in which you have been named? (please explain) 

________________________________________________________________________

Have your hospital privileges ever been restricted, revoked, or suspended? (please explain)___

________________________________________________________________________________________________________________________________________________

Has your license ever been revoked, restricted, or suspended? (please explain) ____________

________________________________________________________________________

List all states in which you have been or are currently licensed to practice, including license number and current status____________________________________________________

________________________________________________________________________________________________________________________________________________

Have you had any drug, alcohol, or disciplinary problems? (please explain)________________

________________________________________________________________________

Dates of Military Service and/or obligations ________________________________________________________________________

Date you expect to be called to active duty _____________Expected discharge date_______

Type of Discharge__________________________________________________________

I fully understand that any significant misstatements in, or omissions from, this application may constitute cause for denial of appointment or may be cause for summary dismissal from the Medical Staff.  All information submitted by me in this application is true to my best knowledge and belief.

By submitting this application, I hereby give permission to obtain information from insurance carriers and others who may have pertinent information pertaining to clinical practice, health status and practice performance and release from civil liability all those reviewing or providing information, including otherwise privileged or confidential information, relative to credentialling, staff memberships and privileges.

Signature__________________________________________________________Date_____________

To be filled in by foreign medical graduates:

Type of Visa________________________________________________Expires__________________

Temporary/Permanent____________________________________________Date_________________

Instructions:

1) Complete two copies of application.

2) Attach a recent 3”X3” photograph.

3) Letters of reference are required from at least three persons who have been most directly responsible for your training.  Please indicate the names, addresses, phone number, and e-mails of those who you have asked to write in support of your application.

NOTE:  It is your responsibility to ensure that these letters arrive in this office by November 15th, 2008     Names



Institution/Address

Phone #

E-mail

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________







