
 

 
Department of Anesthesiology 
111 East 210th Street 
Bronx, N.Y. 10467 
(718) 920-4383 
 
 

APPLICATION  
 

 AIRWAY / ORL ANESTHESIA FELLOWSHIP 
 
       
           
POSITION APPLYING FOR ___________________________________ 
 
START DATE _______________________________________________ 
 
SOCIAL SECURITY NUMBER _________________________________ 
 
FULL NAME 
  
_____________________________________________________________ 
(Last)    (First)    (Middle) 
 
PRESENT ADDRESS      
 
______________________________________________________________ 
             
______________________________________________________________ 
 
Current TEL #   _________________________________________________ 
 
EMAIL ADDRESS  
_______________________________________________________________ 
    
IN CASE OF EMERGENCY   
 
________________________________________________________________ 
Name and number  
 
MARTIAL STATUS    ______________________  SEX M F 
 
CITIZENSHIP    ___________________________   PLACE OF BIRTH _________ 
 
DATE OF BIRTH _________________________ 
 
 
TYPE OF VISA (If Applicable) ______________________ 
 
 
 
 

Photo 
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EDUCATION: 
THIS SECTION MUST BE FILLED OUT PLEASE DO NOT REFER TO CV 
 
PRE-MEDICAL EDUCATION (Give dates and degree) 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
MEDICAL SCHOOL (Give dates and Degree) 
 
________________________________________________________________________ 
 
 
PREVIOUS HOUSE STAFF EXPERIENCE 
 
INTERNSHIP IN THE UNITED STATES OR CANADA (Hospital, Specialty, Program 
Director and Dates) - Required for eligibility to the program 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
RESIDENCY (Hospital, Specialty, Program Director and Dates) – (Required) 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
 
PRESENT EMPLOYER (Place, Person to Contact and Tel #) 
 
________________________________________________________________________ 
 
OTHER WORK EXPERIENCE 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
LICENSURE 
 
New York LIC # ________________ 
 
Other  LIC # ________________ 
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CERTIFICATION 
 
Certification by National Board of Medical Examiners Date ______________ 
 
 
American Specialty Board Certification  
Specialty   _________________    Date ______________ 
 
 
ECFMG Certificate # ____________ Expiration date: ___________ Valid Indef. ______ 
 
 
USLME Part I ________ Part II ________   Part III _________ 
 
 
In-training examination scores    Year 1 ________ Year 2 _______ Year 3______ 
 
 
 
 
Instructions 
 
Please attach a photograph to the application (sign the back of the photograph).  Please 
submit your CV, Personal Statement, Dean’s letter, final transcript, medical school 
diploma, and THREE current letters of recommendations from medical sponsors.  You 
must also include copies of USMLE board exams including In-training examinations. All 
documents should be returned by either regular mail to Montefiore Medical Center, 
Department of Anesthesiology Attn: Ms. Debbie Lopez, 111 East 210th Street, Bronx, 
N.Y. 10467 or by email to deblopez@montefiore.org. 
  

mailto:deblopez@montefiore.org

