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Hospice and Palliative Medicine Fellowship
Application for Admission to Fellowship Program
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Application Process: Fellows will be selected 3 to 18 months before the training period begins on July 1st. Applicants are encouraged to submit their complete application packages as soon as they determine that they are seriously interested in a career in palliative medicine. Applications are accepted throughout the year. 

A complete application package includes: 

1. Completed application form 

2. Current curriculum vitae 

3. Personal statement 

4. Three letters of recommendation 

5. Evidence of medical licensure (Please include current copy)
6. Evidence of US citizenship, residency or an appropriate educational visa. 

Return Application Please return all application materials to:

Ric Baxter, MD, FAAHPM, Program Director

St. Luke’s Hospice and Palliative Medicine Fellowship

801 Ostrum Street, EW2
Bethlehem, PA  18015
484-526-2611 (phone)

484-526-2034 (fax)

Selection / Interview Process All applications will be reviewed by the Program Director. Selected candidates will be interviewed by multiple members of the interdisciplinary faculty. Candidates will be judged on their: 

  strength of prior training 

  demonstrated clinical competence 

  potential for excellence in a career in palliative medicine 

Interviews are conducted by appointment only. Applicants should consult directly with the Fellowship Director at 
484-526-2611 or Ric.Baxter@sluhn.org.
Candidates will be notified of their status by the Program Director soon after completing their interviews. 

PLEASE PRINT OR TYPE LEGIBLY



Year Applying for:      
Date of Application:      
	PERSONAL DATA


  Last Name



  First Name



    Middle Name or Initial

	     
	     
	     


  Social Security Number

	     


	PERMANENT ADDRESS


  Name (leave blank if same as above)
    
                               Home Phone
  

Cell Phone

	     
	(     )      
	(     )      


  Address






  City


          State
   Zip Code
	     
	     
	     
	     


	MAILING ADDRESS


  Address






 City


          State             Zip Code
	     
	     
	     
	     


  E-mail Address






Citizenship

	     
	     


NOTES:

     1.  It is suggested that you make a photocopy of the completed application for  your file.

     2.  Candidates who do not have a Social Security Number at the time of application will be expected to have one before training 
          commences.

     3.  Please notify the program office of any changes in your address or phone numbers, to that you can be contacted.

     4.  Return Completed Application to:

Ric Baxter, MD, FAAHPM, Program Director

St. Luke’s Hospice and Palliative Medicine Fellowship

801 Ostrum Street, EW2

Bethlehem, PA  18015

484-526-2611 (phone)

484-526-2034 (fax)

Ric.Baxter@sluhn.org 
	EDUCATION (Please list all schools attended.) Include full name and location.


Undergraduate College





Location

	     
	     


Dates Attended

  




Degree Conferred

	Start      
	Month 
	Year      
	Type      
	Month      
	Year      


Medical School






Location

	     
	     


Dates Attended

  




Degree Conferred

	Start      
	Month 
	Year      
	Type      
	Month      
	Year      


Postgraduate (If applicable)




Location

	     
	     


Dates Attended

  




Degree Conferred

	Start      
	Month 
	Year      
	Type      
	Month      
	Year      


	GRADUATE MEDICAL EDUCATION (Include current and previous graduate medical education.)


Name of Institution





Address
	     
	     


PGY I




  Type




     Name of Training Supervisor

	     
	     
	     


Dates

	From
	Month      
	Year      
	To
	Month      
	Year      


Name of Institution





Address

	     
	     


PGY II




  Type




     Name of Training Supervisor

	     
	     
	     


Dates

	From
	Month      
	Year      
	To
	Month      
	Year      


Name of Institution





Address

	     
	     


PGY III




  Type




     Name of Training Supervisor

	     
	     
	     


Dates

	From
	Month      
	Year      
	To
	Month      
	Year      


	GRADUATE MEDICAL EDUCATION (Continued)


Name of Institution





Address

	     
	     


PGY IV (If Applicable)


   Type




     Name of Training Supervisor

	     
	     
	     


Dates

	From
	Month      
	Year      
	To
	Month      
	Year      


	OTHER MEDICAL EXPERIENCE (include private practice, hospital & staff appointments, research, military, etc.)


Type







Location

	     
	     


Dates

	From
	Month      
	Year      
	To
	Month      
	Year      


Type







Location

	     
	     


Dates

	From
	Month      
	Year      
	To
	Month      
	Year      


Type







Location

	     
	     


Dates

	From
	Month      
	Year      
	To
	Month      
	Year      


Type







Location

	     
	     


Dates

	From
	Month      
	Year      
	To
	Month      
	Year      


Type







Location

	     
	     


Dates

	From
	Month      
	Year      
	To
	Month      
	Year      


	PERSONAL STATEMENT (an autobiographical statement that explains how you became interested in hospice and 

                                                           palliative medicine.  ONE PAGE MAXIMUM)


Please attach a personal statement

	CURRICULUM VITAE


Please attach a current curriculum vitae.

	INTERVIEW


Please indicate personal interview preference dates                or              FORMCHECKBOX 
 No preference will work with scheduling staff
	1st      
	2nd      
	3rd      


	LETTERS OF RECOMMENDATION REQUESTED (Include full name and address of institution.)


Name







Institution Address
	1.      
	     

	2.      
	     

	3.      
	     


	EXAMINATIONS TAKEN


NBME (If Applicable)
	NBME Board Number:      


Dates Taken & Scores

	Date: mm/dd/yyyy
	  Part I score
	Date: mm/dd/yyyy
	  Part II score
	Date: mm/dd/yyyy
	Part III score

	     
	     
	     
	     
	     
	     


FLEX (If Applicable)
	Location
	Date: mm/dd/yyyy
	Score

	     
	     
	     


	Licensure


	 FORMCHECKBOX 
  Temporary Permit
	 FORMCHECKBOX 
 Full/Complete


State

License Number

  Date Granted: mm/dd/yyyy                   Expiration Date: mm/dd/yyyy
	     
	     
	     
	     


State

License Number

  Date Granted: mm/dd/yyyy                   Expiration Date: mm/dd/yyyy

	     
	     
	     
	     


	NON US CITIZEN APPLICANTS


Current Visa Status
	Entry Date: mm/dd/yyyy
	     
	Expiration Date mm/dd/yy
	     

	Type of Visa
	     
	Visa Number
	     


	Photograph (All applicants should attach a hard copy or an electronic copy of a current photo below)


[image: image1.jpg]
The information I have given in this application is current and complete to the best of my knowledge.
____________________________________________


 __     ______________________

	Signature
	
	Date


PHOTO











