CHLDRENS HOSPITAL LOS ANGELES

DIVISION OF NEUROSURGERY

Fellowship Application

Application for Fellowship in Pediatric Neurosurgery to begin:___________________________

Name:________________________________________________________________________

Birthdate:_________________________Social Security Number:_________________________

Present Address:________________________________________________________________

Work:__________________________________Cell:___________________________________

Home:__________________________________Pager:_________________________________

Permanent Address:_____________________________________________________________

E-mail Address:________________________________________________________________

Citizenship:____________________If not a U.S. citizen, type of visa:_____________________

Licensure:  Are you currently licensed to practice medicine?____________If so, please indicate:

State:______________________________License Number:_____________________________

Additional information needed:

1. Transcript of your scholastic record from the Dean of your medical school

2. Copy of your medical degree

3. Current curriculum vitae

4. Three letters of recommendation (including one from your Program Director)

Send directly to:


Childrens Hospital Los Angeles


Division of Neurosurgery, MS #102


4650 Sunset Boulevard


Los Angeles, CA  90027

Signature:________________________________________Date:_________________________

