
5.10.06 

APPLICATION FOR FELLOWSHIP  
IN MATERNAL-FETAL MEDICINE 

 
 

Affix Photo Here 
 

(Original Photos Only) 

 
DATE OF SUBMISSION: _________________________________ 
INSTITUTION:   _________________________________ 
FELLOWSHIP DIRECTOR: _________________________________ 
 
CANDIDATE INFORMATION: 
  
 NAME IN FULL ________________________________________________________________________ 
   LAST    MIDDLE  FIRST 
 
 CURRENT MAILING ADDRESS___________________________________________________________ 
     STREET    CITY  STATE 
 
 __________________________ TELEPHONE: __________ ______________________ 
  ZIP CODE    AREA CODE  
 
 (_____)_________________________(_____)_______________ ______________________________ 
 CELL     BEEPER   EMAIL ADDRESS 
 
DATE OF BIRTH ______________ SOCIAL SECURITY NUMBER______________________ 
 
USA CITIZEN _____FOREIGN CITIZEN _____________PERMANENT IMMIGRANT VISA # ______________J VISA _____ 
  Country 
PROFESSIONAL 
 
LINCENSURE 
List all state licenses you have ever had 
 
 State License # Date of Issue Expiration Date 
Original license _________________________________________________________________ 
Other license    _________________________________________________________________ 
Other license    _________________________________________________________________ 
Other license    _________________________________________________________________ 
Other license    _________________________________________________________________ 
 
Submit copy of your license if you are licensed in the state in which the fellowship exists 
 
Have you ever been denied a license, permit, or privilege of taking an examination by any 

licensing authority? __________ 
Have you ever had a license or permit encumbered in any way (revoked, suspended, 

surrendered, censored, restricted, limited, place on probation)?  __________ 
 If yes attach a detailed explanation. 
Have you ever been named in a malpractice suit?  _______ 
 If yes attach a detailed description. 
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MEDICAL TRAINING 
RESIDENCY TRAINING PROGRAM: _____________________________________ 

      _____________________________________ 
      _____________________________________ 
 
 YEARS IN ATTENDANCE   _____________________________________ 
 ANTICIPATED COMPLETION  _____________________________________ 
  
 CREOG SCORES    ______ _______ ______ ______ 
      1ST 2ND 3RD 4TH  
 USMLE     _______ _______ _______ 
 

MEDICAL SCHOOL PROGRAM  ________________________________ 
      _______________________________________  

      ________________________________ 
 
  

YEARS IN ATTENDANCE   _______________________________ 
GRADUATION    _______________________________  
DEGREE AWARDED   _______________________________ 

 
 

OTHER GRADUATE EDUCATION 
 
 PROGRAM:    _____________________________________ 
      _____________________________________ 
      _____________________________________ 
 
 YEARS IN ATTENDANCE   _____________________________________ 
 DEGREE AWARDED   _____________________________________ 
  
 

UNDERGRADUATE EDUCATION 
 
 PROGRAM:    _____________________________________ 
      _____________________________________ 
      _____________________________________ 
 
 YEARS IN ATTENDANCE   _____________________________________ 
 AREA OF STUDY    _____________________________________ 
 DEGREE AWARDED   _____________________________________ 
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HONORS AND AWARDS:   
 
 _______________________________________________________________________________ 
 _______________________________________________________________________________ 
 _______________________________________________________________________________ 
 

ACTIVITIES:   
 
 _______________________________________________________________________________ 
 _______________________________________________________________________________ 
 _______________________________________________________________________________ 

PUBLICATIONS 
 _______________________________________________________________________________ 
 _______________________________________________________________________________ 
 _______________________________________________________________________________ 
 _______________________________________________________________________________ 
 _______________________________________________________________________________ 

 
 
 
8. A MINIMUM OF THREE LETTERS OF REFERENCES IS REQUIRED:  LIST BELOW THE NAMES OF 

YOUR THREE REFERENCES; ASK THEM TO CORRESPOND DIRECTLY WITH THE PROGRAM 
DIRECTOR. 

 
  
  1. 

             NAME                                                       INSTITUTION 
2. 
             NAME                                                       INSTITUTION 
3. 
             NAME                                                       INSTITUTION 

Please mail application to: 
 
Joanne Porto, MFM Fellowship Administrative Coordinator 
Yale University School of Medicine 
Dept. of Obstetrics, Gynecology & Reproductive Sciences 
Section of Maternal-Fetal Medicine 
PO Box 208063 
New Haven, CT 06520-8063 
 
Phone: 203-785-2671 
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