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New York University 
                Hand Surgery Fellowship Application 

 
 
PERSONAL INFORMATION 
Name (Last, First Middle):                                
Social Security Number:  
Present Address:  
Present Phone Numbers Day:  Evening:  
Email Address:  
Pager:  
Citizenship: (US/Other)  
Visa or Immigrant Status:  
 
UNDERGRADUATE EDUCATION 
College:  
Location (City/State):  
Dates Attended: From (Month/Year) To (Month/Year) 
Degree (if any):  
Area of Study:  
 
College:  
Location (City/State):  
Dates Attended: From (Month/Year)      To (Month/Year)   
Degree (if any):  
Area of Study:  
 
GRADUATE EDUCATION  
University:  
Location (City/State):  
Dates Attended: From (Month/Year)      To  (Month/Year)     
Degree (if any):  
Area of Study:  
 
University:  
Location (City/State):  
Dates Attended: From (Month/Year)        To  (Month/Year)     
Degree (if any):  
Area of Study:  
 
MEDICAL EDUCATION 
Medical School:  
City/State/Country:  
Month/Year of Matriculation:   
Month/Year of Graduation:  
Electives Completed:  
Awards/Honors:  
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GRADUATE MEDICAL EDUCATION 
Residency/Preliminary Training 
Hospital/Institution:  
Location (City/State)  
Program (Specialty):  
Program Director:  
Dates of Internship: Start Date: (mm/dd/yyyy)  Completion Date: (mm/dd/yyyy)  
 
Plastic Surgery Training 
Hospital/Institution:  
Location (City/State)  
Program (Specialty):  
Program Director:  
Dates of Residency: Start Date: (mm/dd/yyyy)  Completion Date: (mm/dd/yyyy)  
 
Fellowhip 
Hospital/Institution:  
Location (City/State)  
Program (Specialty):  
Program Director:  
Dates of Residency: Start Date: (mm/dd/yyyy)  Completion Date: (mm/dd/yyyy)  
 
Plastic Surgery Inservice Percentile 
Year 1 Score  
Year 2 Score  
Year 3 Score  
 
ECFMG Registration (if applicable) Please include a copy of your ECFMG certificate. 
Certificate #:  
Expiration Date:  
 
MEDICAL LICENSE(S) 

 
REFERENCES  
Letters of references have been requested from the following individuals: 
 
Name & Title:  
Institution:  
Address:  
Phone/email:  
 
Name & Title:  
Institution:  
Address:  
Phone/email:  
 
Name & Title:  
Institution:  
Address:  
Phone/email:  
 

State  
Expiration Date:  
License #:  

State  
Expiration Date:  
License #:  
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AWARDS (may refer to curriculum vitae) 
 
 
 
 
 
 
 
 
 

 
RESEARCH EXPERIENCE AND PUBLICATIONS (may refer to curriculum vitae) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
***Please include curriculum vitae 
 
 
 
Mail application to: 
 
Attention: Carla Navarro 
Institute of Reconstructive Plastic Surgery 
560 First Avenue 
Suite TH-169 
New York, NY 10016 
 
Or email to: carla.navarro@med.nyu.edu 
 
 
I certify that the information submitted on these application materials is complete and correct to the best of my knowledge: 
I understand that any false or missing information may disqualify me for this position. 
 
 
Signature of applicant: 

 
Date: 

 

 
 
 
 
 

Please attach photo here 
 

 


