
 

Application for Fellowship  

Name of Fellowship Applying For: 

 

 

Academic Year: 

Last Name: 

 

First Name: Middle Initial: 

 

 

Cell Phone: 

 

 Work Phone: 

E-Mail Address: 

 

Citizenship: 

 

Name of Medical School: 

 

Degree: Year Graduated: 

 

Initial Post-Graduate Training Program: 

 

 

ACGME Accredited? 

Type of Training: 

 

Training Dates: 

Program Director’s Name, Phone Number and E-mail Address: 

 

 

 

Name of Diagnostic Radiology Residency Program: 

 

ACGME-Accredited? 

Training Dates: 

 

Program Director’s Name, Phone Number and E-mail Address: 

 

 

 

California Medical License?  Yes No 

 

ABR Board Certified?         Yes         No   

 

 

Signature:        Date:     

Please forward a CV, personal statement, a copy of the USMLE transcript, medical school 

diploma and a minimum of 2 letters of recommendation (one of which must be from your 

residency program director) to imaging.housestaff@cshs.org 


