Patient Safety Fellowship Application

ProMedica and University of Toledo College of Medicine and Life Sciences

Basic Information

First Name Sex
Middle Name Email
Last Name Birth Date
Suffix

Mobile Phone

Alternate Phone

Address

Address 1
Address 2
Country
State

City

Postal Code

Work Authorization

Are you currently authorized to work in the United States? Yes No

Additional Information

USMLE/ECFMG ID:

NBOME ID: (Required for D.O. applicants)

AOA Member Number:
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Education

Higher Education
This section allows multiple entries for each undergraduate and graduate school you have attended.

Entry 1
Institution & Location:

Education Type (Undergraduate, graduate, etc.):
Field of Study:

Degree Expected or Earned:

Date of Graduation:

Entry 2

Institution & Location:
Education Type (Undergraduate, graduate, etc.):
Field of Study:

Degree Expected or Earned:

Date of Graduation:

Medical Education
Entry 1
Country
Institution
Degree
Degree Month
Degree Year
Entry 2
Country

Institution
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Degree
Degree Month
Degree Year

Additional Information

Membership in
Honorary/Professional Societies:

Medical School Awards:

Other Awards/ Accomplishments:

Experience

Training

Please add an entry for any current or prior AOA Internship, AOA Residency, AOA Fellowship, ACGME Residency, or ACGME/RCPSC/UCNS Fellowship
in which you have trained, regardless of the length of time spent in the training.

Entry 1
Type of Training

Specialty

Institution/Program

Country

State/Province

City

Program Director

Supervisor

Dates of Residency/Fellowship:

From Month From Year To Month To Year

Reason for Leaving:

Entry 2
Type of Training
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Specialty

Institution/Program

Country

State/Province

City

Program Director

Supervisor

Dates of Residency/Fellowship:

From Month From Year To Month To Year

Reason for Leaving:

Experience

Please add any additional experience. Clinical and teaching experience should be treated as work experience. Include all unpaid extracurricular
activities and committees on which you have served as Volunteer Experience.

Entry 1

Experience Type
Organization

Position

Supervisor

Country
State/Province

City

Average Hours/Week

Description:

Reason for Leaving:

Dates of Experience:

From Month From Year To Month To Year

Entry 2

Experience Type
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Organization

Position

Supervisor

Country
State/Province

City

Average Hours/Week

Description:

Reason for Leaving:

Dates of Experience

From Month From Year To Month To Year

Licensure

Please add an entry for any of your state medical licenses.

Entry 1
State

License Type
License Number
Expiration Month

Expiration Year

Entry 2
State

License Type
License Number
Expiration Month

Expiration Year
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Additional Information
Has your medical license ever been suspended/revoked/voluntarily terminated? Yes No

If yes, please
explain:

Have you been named in a malpractice case? Yes No

If yes, please
explain:

Is there anything in your past history that would limit your ability to be licensed or would limit your ability to receive hospital privileges?*

(Note: This section is not intended to solicit information about your health, disability, or family status.) Yes No

If yes, please
explain:

Have you ever been convicted of a misdemeanor in the United States? Yes No

If yes, please
explain:

Have you ever been convicted of a felony in the United States? Yes No

If yes, please
explain:

Are you able to carry out the responsibilities of a resident, intern, or a fellow in the specialties and at the specific training programs to which you
are applying, including the functional requirements, cognitive requirements, and interpersonal and communication requirements with or without
reasonable accommodations? Yes No No Response

Are you Board Certified? Yes No

If yes, Board Name:

DEA Registration Number:

Expiration Month Expiration Year

Certification

By completing and submitting this application, | certify that the information contained within this application is complete and
accurate to the best of my knowledge. | understand that any false or missing information may disqualify me from consideration
for this position; or if employed, may constitute cause for termination from the program.



