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	UNIVERSITY OF CINCINNATI MEDICAL CENTER

DEPARTMENT OF NEUROLOGY
APPLICATION FOR 1 YEAR 
DEMYELINATING DISEASE-NEUROIMMOLOGY FELLOWSHIP


     To Begin: (give date)_______________________________________

                     PGY (level)__________________ 

Name________________________________________________________________________

               Last                                               First                                                              Middle

Present Address________________________________________________________________

______________________________________________________Phone #________________

Permanent Address_____________________________________________________________

______________________________________________________Phone #________________

Work Phone # ___________________________      Soc. Sec#___________________________

Place of Birth_____________________________    Citizenship___________________________

PLEASE SEND Curriculum Vitae detailing all activity since Medical School Graduation.

PLEASE PROVIDE USMLE or COMLEX Scores
List States in which you have a License:____________________________________

Of not Citizen of US:

Visa Type J1_____________ H1B_____________ Exp. Date_________Resident Alien _______

ECFMG #____________________________

EDUCATION

Undergraduate education: (Please list all colleges and universities attended)

Name & Address of Institution_____________________________________________________ ___________________________________Degree___________Date of Graduation__________

Name & Address of Institution_____________________________________________________

___________________________________Degree___________Date of Graduation _________

GRADUATE EDUCATION: (Please list all colleges and universities attended)
Name & Address of Institution_____________________________________________________

_______________________________________________Degree____________Date of Graduation ________

Name & Address of Institution _____________________________________________________

___________________________________Degree____________ Date of Graduation________

MEDICAL COLLEGE: (Please list all colleges and universities attended)

Name & Address of Institution_____________________________________________________

___________________________________Degree____________ Date of Graduation________

Name & Address of Institution_____________________________________________________

___________________________________Degree____________ Date of Graduation________

INTERNSHIPS AND RESIDENCIES 
Name & Address of Institution_____________________________________________________

___________________________________Degree____________ Date of Graduation________

Name & Address of Institution_____________________________________________________

___________________________________Degree ____________ Date of Graduation________

SCHOLARSHIPS, FELLOWSHIPS, HONORS, OR AWARDS____________________________

__________________________________________________________________________________________________________________________________________________________

What are your career objectives:___________________________________________________

REFERENCES: (PLEASE LIST 3 PERSONS (INCLUDING current Program Director) who are forwarding letters of recommendation).

1. Dean’s Letter________________________________________________________________

2. __________________________________________________________________________

3. __________________________________________________________________________

4. __________________________________________________________________________

Date of Application _________________ Signature__________________________________

RETURN APPLICATION AND SEND LETTERS OF REFERENCE TO:

ARAM ZABETI, MD
DEPARTMENT OF NEUROLOGY & REHABILITATION MEDICINE
UNIVERSITY OF CINCINNATI

260 STETSON STREET, SUITE 2300
CINCINNATI, OHIO 45267-0525

EMAIL: zabetiam@ucmail.uc.edu  

FAX: 513-558-4887

