
 

 

AFAAS.2016 

 

 

THORACIC ANESTHESIA / ADVANCED PRACTICE
                  FELLOWSHIP APPLICATION  
UCLA DEPARTMENT OF ANESTHESIOLOGY AND 

PERIOPERATIVE MEDICINE
  

          
Month / Year

  

  

Applying for:  _______________________ 
 

  
  
Please Note:  All information requested in this application is mandatory.   Failure to provide any of the requested information will result in the application 
not being processed or being rejected as incomplete.  The information provided will be used for identification and to determine qualifications. A curriculum 
vitae is not a substitute for this application.  Questions not applicable, respond: N/A.   
  
  

PERSONAL DATA  
  
Name:   __________________________________________ SSN: _________________ DOB:  ____________ Home Ph: (        ) _______________   
  
Address:  __________________________________________________________________________________ Office Ph: (        ) ________________    
  
 __________________________________________________________________________________ Pager: (        ) ___________________  
  
Email: __________________________________________________________________________________        
  
U.S. Citizen:  Yes ____  No ____   Perm Res: _____  Visa: ___________  Exp Date: ____________   Other: __________________  
  

EDUCATION  
  
Medical School: _______________________________________________________________ City/State: __________________________________  
  
 Degree: ___________ Date: ______/______/_______ Major: _______________________________ GPA: _____________  
  
Graduate School: ______________________________________________________________ City/State: _________________________________  
  
 Degree: ___________ Date: ______/______/_______ Major: _______________________________ GPA: _____________  
  
Undergraduate School: _________________________________________________________ City/State: __________________________________  
  
 Degree: ___________ Date: ______/______/_______ Major: _______________________________ GPA: _____________  
  

POST-GRADUATE TRAINING  
  
Internship: ____________________________________ Location: ______________________________ Dates: ________________________  
  
Residency: ___________________________________  Location: ______________________________ Dates: ________________________  
  
Other:  _______________________________________Location: ______________________________  Dates: ________________________  
  

  
________________________________________________________________________________________________________________________  
  

  
USMLE TESTS HONORS & AWARDS  
(Numerical Response Only) (Include date received)  
  
Step I:    Score _________  Date: __________    
Step II:   Score _________  Date: __________ 
Step III:  Score _________  Date: __________   
  

LETTERS OF RECOMMENDATION  

  
#1 ___________________________________________________________________________________________________  
  
#2 ___________________________________________________________________________________________________  
  
#3 ___________________________________________________________________________________________________  
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