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INSTITUTE

Fellowship Application
Cardiovascular and Interventional Radiology
The Penn State University Hospital
The Penn State College of Medicine

PLEASE PRINT OR TYPE FOR FELLOWSHIP YEAR:
NAME:
LAST FIRST
PERMANENT MAILING ADDRESS:
STREET
CITY STATE ZIP PHONE#
CONTACT ADDRESS (IF DIFFERENT):
STREET
CITY STATE ZIpP PHONE#
ARE YOU A U.S. CITIZEN? Y |:| N |:| IF NOT, WHAT IS YOUR VISA STATUS? EXP:
MEDICAL SCHOOL:
NAME ADDRESS DATES ATTENDED
RADIOLOGY RESIDENCY TRAINING:
NAME ADDRESS DATES ATTENDED

BOARD CERTIFICATION IN DIAGNOSTIC RADIOLOGY: CERTIFICATION DATE:

DATE PASSED PART I: DATE PASSED PART II:




Fellowship Application-Cardiovascular and Interventional Radiology-The Penn State College of Medicine (CONT’D)

PREVIOUS GRADUATE TRAINING (INTERNSHIP, RESIDENCIES, FELLOWSHIPS, etc.) OTHER THAN RADIOLOGY:

NAME OF INSTITUTION ADDRESS
DATE ATTENDED: mm/yr to mm/yr NAME OF PROGRAM DIRECTOR
NAME OF INSTITUTION ADDRESS
DATE ATTENDED: mm/yr to mm/yr NAME OF PROGRAM DIRECTOR

Do you have any Federal Service obligations (ie military): Y|:| N|:|Have they been fulfilled? vy[] N |:|

EXTRACURRICULAR ACTIVITIES: Please include a detailed curriculum vitae with your application.

REFERENCES: The Dean'’s letter from your medical school must accompany a transcript of your
medical school grades. Three additional letters of reference are required: 1) Current Program Director
2) Chief of CV/I Radiology 3) A Faculty member familiar with your work.

PLEASE PROVIDE THE NAME, ADDRESS, AND TITLE OF THOSE YOU HAVE ASKED TO SEND LETTERS OF
REFERENCE:

NAME POSITION ADDRESS PHONE
NAME POSITION ADDRESS PHONE
NAME POSITION ADDRESS PHONE

Do you have any dates when you will not be available for an interview? Y [[] N[]

Dates:

NOTE: WE DO NOT PROVIDE TRAVEL EXPENSE COVERAGE.

Applicants should return the completed application form and should request that
reference letters be sent directly to: Harjit Singh, M.D., Fellowship Director, CV/I
Radiology, Department of Radiology, The Milton S. Hershey Medical Center, PO Box
850, HO66, Hershey, PA 17033-0850.

Signature Date
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