CcO UNITY

ALTH OB Fellowship Application

are

MEDICAL « DENTAL « PHARMACY

2024-2025

Clear Form

Name: DOB: Date:
Home Address: Phone:
Alt:

(City) (State) (Zip Code)
Email: Language(s) Spoken:
Education
Medical School Degree Dates
Internship (leave blank if entire residency was done in the same program) Specialty Dates
Residency Specialty Dates
Fellowship Specialty Dates

Licenses and Certifications

List all active licenses

State

License number

Expiration date

DEA Number Issue Date

Expiration date

Board Certifications

ABFM Year certified

Other Year certified

Board Eligible

Year renewed

Year renewed




Certifications held and expiration date

WERS CJACLS OATLS COPALS

LINRP JALsoO [Jother

Obstetrical Experience

Please describe any OB/GYN rotations or specialized training you have undertaken during your residency.
Please include approximate numbers of vaginal deliveries, C-Sections you primaried, 1st, or 2nd assisted.

Refrences

Please provide the names and contact information of two - three professional references who can speak to
your qualifications and potential as an OB fellow. You may also provide a personal reference if you wish:

_ Name/Title Institution
_ Phone Number: Email Address
_ Name/Title Institution
_ Phone Number: Email Address
_ Name/Title Institution

_ Phone Number: Email Address



Personal Statement

Please write a brief statement (maximum 500 words) explaining why you are interested in pursuing an OB
fellowship, how you believe it will contribute to your career goals, and what unique qualities you bring to the
program

After completing the fellowship, where do you anticipate practicing and what type of practice do you see yourself
in? (please be as specific as possible).



Application Checklist

In addition to this completed application form, please submit copies of the following:

Current CV

Program Director Letter of Recommendation

Two additional Letters of Recommendation

Medical School Transcript and Diploma

ABFM Board Certification (if you are not currently a resident)

Residency Certificate (if you are not currently a resident)

Any Additional documents you believe support your application

By submitting this application, | confirm that the information provided is accurate and complete to the best
of my knowledge. | understand that any false statements or omissions may result in disqualification from
the fellowship selection process.

Applicant Signature Date

Please email completed application and supporting documents to
Misty House, Fellowship Coordinator  mhouse@commbhealth.org &
Amanda Wolf, MD, Fellowship Director awolf@commbhealth.org
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