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Hospice and Palliative Medicine Fellowship 

application 

Please submit the following documents for consideration:

· Application

· USMLE/Comlex Step 1-3 scores

· 3 letters of recommendations (must be within the two years, including 1 from your residency program director)
· Original medical school transcripts (can submit copy until original arrives)
· ECGMG certificate

· Curriculum Vitae

· Personal Statement

· Photo

US Mail:
Gwen Rosenberger

Program Coordinator

Lehigh Valley Health Network

1240 S. Cedar Crest Blvd, suite 410

Allentown, PA  18103
 -or-

Email:

hospicepalliativemed@gmail.com
No faxes please

	Date:


	Planned Start Date:

	First Name:

Middle Name:
	Last Name:



	Home Address:


	Telephone:

	City:


	State:

	E-mail Address:
	Date of Birth:


	Social Security Number:


	Place of Birth:

	Citizenship:


	ECGME Status & Number:

	Visa Status:


	Language Fluency (other than English):


	PREMEDICAL EDUCATION

	College
	Address
	From
	To
	Degree

	
	
	
	
	

	
	
	
	
	

	MEDICAL EDUCATION

	College
	Address
	From
	To 
	Degree

	
	
	
	
	

	
	
	
	
	

	PROFESSIONAL TRAINING

	Position
	Institution
	Address
	From
	To
	Program Director

	Internship
	
	
	
	
	

	Residency
	
	
	
	
	

	
	
	
	
	
	

	Fellowship
	
	
	
	
	

	Other post graduate experience
	
	
	
	
	

	WORK HISTORY

	Position
	Institution
	Address
	From
	To
	Supervisor

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Are you Board Certified?  ⁪ No     ⁪Yes     If yes, state Board name:


	Are you currently licensed to practice medicine in the US?  ⁪No   ⁪ Yes   If yes, list states and license numbers:



	Military service and present status:



	List honors, scholarships, grants, etc:



	Has your Medical License ever been suspended/revoked/voluntarily terminated? ⁪No   ⁪ Yes        If Yes, please give a complete explanation on a separate piece of paper.



	Have you even been named in a malpractice case?  ⁪ No   ⁪ Yes ?   If yes, please give a complete explanation on a separate piece of pager.


	Is there anything in your past history that would limit your ability to be licensed or to receive hospital privileges?  ⁭ No   ⁭ Yes   If yes, please give a complete explanation on a separate piece of paper.



	Have you ever been convicted of a felony?  ⁭ No  ⁭ Yes   If yes, please give a complete explanation on a separate piece of paper.



	Applicant’s Affidavit:

I certify that the information contained in this application is complete and accurate to the best of knowledge.  I authorize investigation of all matters contained in this application and agree that any misleading or false statements would be cause for rejection of this application or would be sufficient cause for dismissal after my appointment.  I hereby authorize my present and past employers to furnish the Lehigh Valley Health Network with their records of service.

_______________________________________________             _________________

                             Signature                                                                         Date


