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2010 Application Form

Please provide all information requested. Incomplete or faxed applications will not be accepted.
	PART I: APPLICANT INFORMATION


Name: _____________________________________________________________________________

               (First)                                                  (Middle)                                 (Last)

Social Security #: _________________________

Address: ___________________________________________________________________________

____________________________________________________________________________________

(City)                                                                 (State)                                           (Zip code)

Telephone #: ______________ 
Beeper #: ________________
Fax #: ___________________ 
E-mail: _____________________________________________________________________________
Male/Female: ______________ Date of Birth: ________________  
Citizenship: ______________

If not US citizen, check type of visa you hold:

􀂆  Permanent Resident     


􀂆  J1       
􀂆  H1-B (mail copy of Alien Registration Card or Visa to Fellowship Program)

Ethnicity:
􀂆 Hispanic                                 􀂆 Non-Hispanic
Race:

􀂆 African American/Black                                                 

􀂆 American Indian/Native American

􀂆 Asian/Pacific Islander 
􀂆 White

􀂆 Other (please specify)    ______________________
Languages spoken other than English: ____________________________________________________

	PART II: EDUCATION, TRAINING & PROFESSIONAL EMPLOYMENT


	
	Education/Training
	City/State
	Year/Dates
	Degree

	College
	
	
	
	

	Medical School
	
	
	
	

	Internship
	
	
	
	

	Residency
	
	
	
	

	Fellowship
	
	
	
	


Board Certified
Date: _________________
Specialty: _____________________
Board Eligible
 _____          ______              
Specialty: _____________________
                                      Yes              No                                            

Professional Employment Experience (If appropriate):
Employer



Position/Title


Dates of Employment

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	PART III: PROFESSIONAL LICENSURE


State:    _______                            License Number:   _______         Expiration Date:    ______
State:    _______                            License Number:   _______         Expiration Date:    ______ 

Do you have a state or federal DEA certificate?             􀂆 Yes            􀂆 No

If yes, please list type(s) and DEA numbers:

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Do you foresee any problems in obtaining a Massachusetts State License?  􀂆 Yes   􀂆 No
If yes, please explain: _______________________________________________________________

_____________________________________________________________________________________

	PART IV: CURRICULUM VITAE, RECOMMENDATIONS & ESSAY


Please provide the following documents. Please enclose each letter of recommendation in a separate sealed envelope. Also, please submit all three letters of recommendation with your packet of mailed information.
A. Applicant’s Curriculum Vitae (attach electronic version and mail hard copy)
B. Attach (3) three letters of recommendation from persons who can discuss your qualifications and commitment to the ideals of the Dr. Leon Nicks Memorial Fellowship. If you have just completed a residency program, we ask that your residency program director or department chairperson provides one of the three references.

List names, addresses, and telephone numbers for the three references below.

Name: ______________________ Position: ________________ Telephone: ___________________
Address: _____________________________________________________________________________________
_____________________________________________________________________________________
Name: ______________________ Position: ________________ Telephone:  __________________
Address: _____________________________________________________________________________________
_____________________________________________________________________________________
Name: _______________________Position: ________________ Telephone:  __________________
Address: _____________________________________________________________________________________
_____________________________________________________________________________________
C. Applicant Essay

Please attach a one page, single spaced, 12 point font, essay which describes:

· Why would you like to practice medicine in the MetroWest Community;

· Your interest or experience in addressing racial/ethnic health disparities and working with diverse patient populations;
· Personal interests, career goals, community or professional experience related to the fellowship;

· Other special skills, talents and gifts you bring to the Dr. Leon Nicks Memorial Fellowship.
	PART V: CERTIFICATION STATEMENT


I hereby certify that I have met the eligibility requirements as stated in the Dr. Leon Nicks Memorial Fellowship announcement and that the information provided in this application is accurate.

_____________________________________________________________________________________

Name of applicant                                                                         Date

	PART VI:  HOW DID YOU HEAR ABOUT THE DR. LEON NICKS MEMORIAL                 FELLOWSHIP PROGRAM?


􀂆 Email Listserv 



(please specify: ______________________)

􀂆 Residency Program

􀂆 Friend

􀂆 Internet website 



(please specify: ______________________)

􀂆 Professional Organization 


(please specify: ______________________)

􀂆 Journal or newsletter advertisement 
(please specify: ______________________)

􀂆 My Institution 



(please specify: ______________________)

􀂆 Other 




(please specify: ______________________)

	


APPLICATION CHECKLIST

******* IMPORTANT INFORMATION - PLEASE READ *******

I. A complete application consists of all Parts of the electronic application complete and copies of all documents requested.  Each application must contain:
· Alien Registration Card or Visa (if applicable)
· Certificate of Completion of Residency Training
· Board Certification (if applicable)
· State License(s) to practice medicine
· DEA Certificate (if applicable)
· Electronic and hard copy of Curriculum Vitae
· Three Letters of Recommendation
· Applicant Essay
· Your Certification Statement

II. DO NOT send documents separately. Please mail copies of your Alien Registration Card or Visa, Residency Training Certificate, Board Certification, Licenses, DEA Certificate, CV and three letters of recommendation in the same envelope.
III. Incomplete or faxed applications will not be accepted.
	


Please mail copies of requested documents to:

Steve Ridini, Ed.D.

Vice President

Health Resources in Action
95 Berkeley Street, Suite 208

Boston, MA 02116

For questions please contact:

Steve Ridini, Ed.D

Phone: (617)-451-0049 ext. 234

Email: sridini@hria.org
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