
APPLICATION FOR POSTGRADUATE SUBSPECIALTY TRAINING IN PEDIATRICS
at

University of Arkansas for Medical Sciences / Arkansas Children’s Hospital
Little Rock, Arkansas

APPLICATION FOR WHICH PROGRAM (check one):
( Critical Care Medicine


( Pediatric Cardiology   
   ( Pulmonary
( Emergency Medicine


( Endocrine   

   ( Infectious Disease  
( Neonatology
 
( Developmental-Behavioral Pediatrics
General Information
(PLEASE PRINT)





Name:
________________________________________ID#/SSN#_____________________________________
School:  __________________________​_____________ Sex:    M     F

Citizenship: __________________________________ Visa - What type? _______________________________
Birth Place:  __________________________________ E-mail:  ________________________________________

Date of Birth:  ________________________________ Today’s Date: ___________________________________
USMLE ID:  ___ - _______ - _______ - ___              Date you wish to begin: __________________________
Contact Address:





Home Address:

Street: ________________________________________ Street: _________________________________________

________________________________________             _________________________________________
City:  _____________________ State ____  Zip ______
City:_____________________ State_____ Zip ________
Country: _______________________________________ Country: _______________________________________
Effective Dates: ________________________________  Phone # Day____________________________________
Registered for NRMP?

     Yes      No
--------
NRMP#: ________________________________________
Registering as part of a couple    Yes      No
--------
Partner’s Name:_________________________________
Military Service Obligation?        Yes      No
--------
Years:  ___________ Start Date:  __________________
Examinations - Date Taken & Scores

USMLE Step 1  _______________________________
USMLE Step 2 __________________________________
USMLE Step 3  _______________________________

Medical Licensure

Current Medical Licensure: _________________________________________________________________________________________________
Medical Licensure Route: _________________________________________________________________________________________________
Medical License Suspended?   Yes     No
Current malpractice case(s) pending?            Yes     No

Medical License Revoked?       Yes     No
License or hospital privileges limitations?     Yes     No

Voluntarily terminated?           Yes     No      (If yes to any of these, please explain on separate sheet.)

Board Certified?

  Yes     No       Board:_________________________________________________ 




                       Certification #:_________________________________________







Expiration Date:_______________________________________
Education Commission for Foreign Medical Graduate Certification

Are you certified by the ECFMG?    Yes   No     Certification #: ______________________________________

Undergraduate Education

Institution & Location

Dates Attended
Degree

Field of Study _____________________________________________________________________________________
_____________________________________________________________________________________
Medical Education





Institution and Location

Dates Attended      
Degree

Date of Degree

____________________________________________________________________________________________________________________________________________________________________

Medical School Honors/Awards

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

Residencies

Institution


Program
     Dates           Years

Discipline
Reason for





Director
   Attended




  Leaving
_____________________________________________________________________________________
_____________________________________________________________________________________
Other Education 

Institution & Location

Dates Attended
Degree

Field of Study

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________
Work/Research/Volunteer Experience

Organization


Position
Dates

Description

Reason for Leaving

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Publications

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

Reason(s) for Medical Education Interruption, if applicable 
_________________________________________________________________________________________________

_________________________________________________________________________________________________

PLEASE COMPLETE AND SEND TO:


ATTACH:  








* Recent passport-type photo


Pediatrics Cardiology Fellowship Program

* Program Director’s letter from your current   
University of Arkansas for Medical Sciences

  residency program

800 Marshall Street., Slot #512-3

           * Current Curriculum Vitae 


Little Rock, AR  72202



* Notarized Copy of:

PHONE: (501) 364-1674

 

        Medical school grade transcript


FAX: (501) 364-3667


 

*Residency Program Certificate of Completion

Email: lrpulliam@uams.edu
 

 
*Current ECFMG certificate





        



*USMLE scores, Step 1, 2, & 3



 




* At least three original and current








               letters of recommendation (list names 







               below)







*ITE Exam copies
NOTE:  If additional space is needed for any information, please attach separate sheet[s].

Letters of Reference
	1.
Name and Title
	Institution

	Phone #
	Address

	2.
Name and Title
	Institution

	Phone #
	Address

	3.
Name and Title
	Institution

	Phone #
	Address


I hereby certify that all information provided is complete and accurate.

Signature:







Date: 
_________________________________________________________________________________________________
PLEASE WRITE A BRIEF PARAGRAPH ABOUT YOUR GOALS AS A FUTURE PEDIATRICIAN IN YOUR SUB-SPECIALTY.













Passport












    Size












   Photo

Updated 9/07

