
Geriatric Psychiatry Fellowship Application 
 

Legal Name 
Last:    First:    Middle:    Preferred: 
 
Email Address:       
Self-Identification:     
AAMC ID:     AOA ID:   USMLE ID:  
Birth Date:      /       /  Gender:    Citizenship:  
Birth Place: 
 
Mailing Address  
Street Address:      City:  State:   Zip Code:  
 
Permanent Address (if different than above):  
Street Address:      City:  State:   Zip Code:  
 
Telephone  
Home:    Mobile:    Alternate: 
 
Citizenship and Visa Information 
Citizenship:      Sponsorship Needed?  
 
Military Service Obligation/Deferment:   Yes  No 

Misdemeanor Conviction in the United States?   Yes  No 

Limitations?      Yes  No 

Explain any “yes” answers:  

 

 

 

Medical Licensure 
Type:   Number:   State:   Expiration Date:  / /  
ACLS expiration:    BLS expiration: 
DEA Reg #:     Expiration: 
Board Certifications (list): 
 
Medical Licensure Suspended/Revoked/Voluntarily Terminated?  
Ever Named in a Malpractice Suit?  
Past History? 



Geriatric Psychiatry Fellowship Application 
 

Current/Prior Training 
Insitution:       Location:  
Discipline:       Training Director:  
Dates Attended:  /   -  /    Months Completed:  PGY Level: 
Reason for leaving:  
 
 
Insitution:       Location:  
Discipline:       Training Director:  
Dates Attended:  /   -  /    Months Completed:  PGY Level: 
Reason for Leaving:  
 
 
Medical Education 
Institution:       Degree:   Date of Degree:      / 
Location:      Dates of Attendance: / - / 
Was your medical training ever extended or interrupted?  
Please provide and explanation for ‘yes’ answer.  
 
 
Honors or Awards in Medical School (Please list): 
 
 
Publications or Presentations (Please list): 
 
 
Membership in Honorary/Professional Societies (Please list): 
 
 
 
Undergraduate Education 
Insitution:       Degree:   Date of Degree:       / 
Field:     Location:    Dates of Attendance:      /       -    / 
 
Languages Spoken:  
Explain fluency:  
 
Certification 
“I certify that the information contained within my application materials are complete and accurate to the best of my 
knowledge. I understand that any false or missing information may disqualify me from consideration for a position, or if 
employed, may constitute cause for termination from the program, and may result in further investigation.”  
Applicant Signature:  
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