
 

                APPLICATION FOR ORTHOPAEDIC SURGERY FELLOWSHIP 
         IN ADULT RECONSTRUCTION 

 
Please complete the entire application and review the Graduate Medical Education Policies 
attached. By signing at the bottom of page 3 you are stating that you have completely 
reviewed and understand all policies.   
     
Date of Application:  ________________________ 
Date to Begin Fellowship:  ____________________ 
 
NAME:  ___________________________________________________________ 
                        Last                            First                        Middle/Maiden 
 
PRESENT ADDRESS:  _______________________________ 
                        _______________________________ 
                                        _______________________________ 
                                        _______________________________ 
 
Telephone:    (   ) _________ 
 
PERMANENT ADDRESS:  ____________________________ 
                                               ____________________________ 
                                               ____________________________ 
                                               ____________________________ 
 
Telephone:    (   ) _________ 
 
SOCIAL SECURITY NUMBER:  ________________________ 
 
CITIZENSHIP:  _______________________________________ 
 
 

PERSONAL (Optional) 
 

Date of Birth:  __________    Place of Birth:  _____________  Height:  _____________ 
Weight:  _______________   Marital Status:  _____________  Health Status:  ________ 
 
 

Attach 
Recent Photograph 

Here 
(Optional) 
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EDUCATIONAL BACKGROUND 
 

UNDERGRADUATE:   
 Institution:   _________________________________________________ 
            Location:     _________________________________________________ 
        Dates Attended:  __________________  Degree:  ___________________ 
 
MEDICAL:   
 Institution:   _________________________________________________ 
            Location:     _________________________________________________ 
        Dates Attended:  __________________  Degree:  ___________________ 
 
INTERNSHIP: 

Institution:   _________________________________________________ 
            Location:     _________________________________________________ 
        Dates Attended:  __________________  Degree:  ___________________ 
 
RESIDENCY:   
 Institution:   _________________________________________________ 
            Location:     _________________________________________________ 
        Dates Attended:  __________________  Degree:  ___________________ 
 
FELLOWSHIP:   
 Institution:   _________________________________________________ 
            Location:     _________________________________________________ 
        Dates Attended:  __________________  Degree:  ___________________ 
 

 
RESEARCH AND PUBLICATIONS 

 
 
 
 
 
 
 

MEMBERSHIPS IN MEDICAL AND PROFESSIONAL SOCIETIES 
 
 
 
 
 

MEDICAL LICENSES 
 

STATE:                           LICENSE #:                     YEAR LICENSED: 
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BOARDS 
 

NATIONAL:   
  Part   I:  _______ Year  _______ Passed  ________  Failed 
  Part  II:  _______ Year  _______ Passed  ________  Failed 
  Part III:  _______ Year  _______ Passed  ________  Failed 
 
FLEX:   _______ Year  _______ Passed  ________  Failed 
ECFMG:   _______ Year  _______ Passed  ________  Failed 
LMCC: _______ Year  _______ Passed  ________  Failed 
 
SPECIALTY: 
NAME:  _________________________ _____Year  _____ Passed  _____ Failed 
 
 

REFERENCES 
 

NAME & TITLE:  ___________________________________________________ 
ADDRESS:          ___________________________________________________ 
                          ___________________________________________________ 
                               ___________________________________________________ 
                               ___________________________________________________ 
 
 

 
NAME & TITLE:  ___________________________________________________ 
ADDRESS:          ___________________________________________________ 
                          ___________________________________________________ 
                               ___________________________________________________ 
                               ___________________________________________________ 
 
 

 
NAME & TITLE:  ___________________________________________________ 
ADDRESS:          ___________________________________________________ 
                          ___________________________________________________ 
                               ___________________________________________________ 
                               ___________________________________________________ 
 
 
SIGNATURE:       _______________________________________ 
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PLEASE SUBMIT THE FOLLOWING:   
 

1. Application in duplicate. 
2. Medical School Transcript. 
3. One (1) Letter of Recommendation from each reference. 
4. Letter from Residency Training Program Director.   
5. Short Essay (100-200 words) describing why you wish to do a fellowship, including 

your career goals.   
 
 
RETURN TO:     Amber T. Cox, Residency/Fellowship Coordinator 
   VCUHS, Department of Orthopaedic Surgery 
   West Hospital 9th Floor, Room 9-140 
   1200 East Broad Street 
   P.O. Box 980153 
   Richmond, VA 23298-0153 
 
   Telephone:  (804) 827-1204 
                                    Fax: (804) 827-1728 
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