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APPLICATION

PHYSICIAN ASSISTANT POSTGRADUATE FELLOWSHIP PROGRAM

Please check the fellowship program you wish to apply to:

 FORMCHECKBOX 
  Cardiovascular
 FORMCHECKBOX 
  Nephrology      FORMCHECKBOX 
  Orthopedics      FORMCHECKBOX 
 Urology
PERSONAL INFORMATION
Last Name:      
First Name:      
Middle Name:      
Date of Birth (MM/DD/YYYY):        
U.S. Citizen  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Social Security #:      
Current Address
Street:      
City:      
State:     Zip Code:       


Telephone:      
Preferred email address:      
Permanent Address (if different from above)
Street:      
City:      
State:     Zip Code:       


Telephone:      

EDUCATION AND TRAINING
College:      
  Year Graduated:      
Degree:      
Second College:       Year Graduated:     
Degree:      
Physician Assistant School:        Graduated (MM/YYYY):       Degree:      
NCCPA Certification  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No
Date Certified (MM/DD/YYYY):          Certificate #:      
 If NO, are you NCCPA certification-eligible?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No 
Other Certifications:      




REFERENCES
Name:      
Street:      
City:      
State:     Zip Code:       


Telephone:      
Email address:      
Name:      
Street:      
City:      
State:     Zip Code:       


Telephone:      
Email address:      
Name:      
Street:      
City:      
State:     Zip Code:       


Telephone:      
Email address:      
PERSONAL STATEMENT (Describe your interest in this particular fellowship at this time):
     
A completed application includes:

· Application form

· A current curriculum vitae
· Official transcripts from PA program
· Copy of BLS certification card
· Three letters of recommendation
· Copy of NCCPA certificate (if certified).
Please mail all application materials, in one envelope, to:

Tina Kaatz

University of Illinois College of Medicine

1601 Parkview Avenue

Rockford, IL  61107
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