
UCLA SURGICAL PATHOLOGY FELLOWSHIP APPLICATION 

DEMOGRAPHICS: 

Subspecialty Name:  Starting Date:  

Name:  Last: First: Middle Initial: 

Date of Birth:  

Address 1:  

Address 2:  

Telephone (Cell):  

Email:  

Citizenship:  

Visa Type (J1, H1, F1) 
Proof of Visa status must 
accompany app 

Expiration Date: Permanent Resident? 
    □ YES       □ NO 
 

Other: 

If foreign trained, have you 
taken ECFMG?  

□ YES  □ NO 
  

Date: 
 

Certificate No: 

EDUCATION: 

Premedical College: Degree: Year Completed: 

Medical School: Degree: Year Completed: 

Residency: Expected Completion Date: 

Fellowship: Expected Completion Date: 

USMLE or LMCC Exam: 
(copies must accompany 
application) 

Where: Date: Results: 
Step1______________ 
Step 2 _____________ 
Step 3 _____________ 

TRAINING: 

List other education, training, or hospital research.  Include present or future fellowship positions. 
Name: Type of Training: 

 
Dates: 

Name: Type of Training: 
 

Dates: 

Name: Type of Training: 
 

Dates: 

Name: Type of Training: 
 

Dates: 

STATES IN WHICH YOU ARE LICENSED TO PRACTICE MEDICINE: 

State: 
 

License No: Expiration Date: 

REFERENCES: 

Name: 
 

Institution: Email Address: 

Name: 
 

Institution: Email Address: 

Name: 
 

Institution: Email Address: 

I hereby certify that all of the information on this application is accurate, complete, and current to the best of my 
knowledge, and that this application is being made for serious consideration of training in the Pathology Fellowship 
indicated. I understand that accepting more than one fellowship position constitutes a violation of professional 
ethics and may result in the forfeiture of all positions. 

Date: 
 

Signature: 
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