
APPLICATION FOR FELLOWSHIP IN PEDIATRIC HOSPITALIST MEDICINE  
Janet Weis Children’s Hospital – Geisinger Medical Center 

 
Return Application To: 
 
Paul Bellino, M.D. 
Director, Pediatric Hospitalist Fellowship 
Geisinger Medical Center 
100 N. Academy Avenue 
Danville, PA  17822-2701 
 
Application for Fellowship beginning July 1, 2010 
Please type or print all entries. 
 
Name: ________________________  _________________  ______________ 
 Last    First   Middle 
 
Present Address: ________________________________________________________________ 
 
______________________________________________________________________________ 
 
Mailing Address (if different from Present Address): ______________________________________ 
 
________________________________________________________________________ 
 
Home Phone________________________ Work Phone ___________________ 
 
Cell Phone/Pager_____________________ E-Mail_______________________ 
 
Citizenship______ If not a U.S. citizen what is your immigration status?________ (If not a U.S. 
citizen, please enclose a copy of your immigration VISA and the date/results of the Foreign 
Medical Graduate Test)  
 
Birth date_______________________ Birthplace_______________________ 
 
Social Security/Social Insurance Number___________________________________ 
 
Currently Working/Training at ______________________________________ 
 
 
 
 
 
 
 
 
 
 
 
 



EDUCATIONAL BACKGROUND  
 
UNDERGRADUATE EDUCATION: 
 

School/City/State From (mo/yr) To (mo/yr) Major Degree 
 
 

    

 
 

    

 
 

    

 
 
MEDICAL EDUCATION: 
 

School/City/State From (mo/yr) To (mo/yr) Major Degree 
 
 
 

    

 
 
Academic Honors:  
 
________________________________________________________________________________________________  
 
________________________________________________________________________________________________ 
 
 
USMLE Scores: 
 

Step 1 Step 2 Step 3 
 
 

  

 
 
 
POSTGRADUATE EXPERIENCE 
 
Internship/Residency 
 

Institution City / State / Country Dates Attended 
 
 

  

 
 

  

 
 

  

 
 
OTHER POSTGRADUATE TRAINING: 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
Board Certified: _____________________________ 
 
Specialty: ________________________________  Year: ________________________________ 



MEMBERSHIP IN SCIENTIFIC AND PROFESSIONAL ORGANIZATONS:  
 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
RESEARCH EXPEREINCE 
 

Supervisor Address Nature of Research 
 
 

  

 
 

  

 
 
Who was your research presented to? _______________________________________________________________ 
 
Where? ________________________________  When? _________________________________________ 
 
 
 
PROFESSIONAL EXPERIENCE 
 

Type/Position Location Dates 
 
 

  

 
 

  

 
 

  

 
LICENSURE 
 

State Status License Number 
 
 

  

 
 

  

 
 
1) Has your license ever been suspended or revoked or voluntarily surrendered?  □No  □ Yes  
 
2) Have you ever been disciplined in any way by a licensing board?  □No  □ Yes 
 

3) Have you ever been party to any medical malpractice liability claims, lawsuits, and/or settlements? □No  □ Yes 
 

4) Have you ever been convicted of a crime (felony)?  □No  □ Yes 
 
If the answers to any of the above questions are yes, please attach a summary and explain. 
 
 
 
 
 



MILITARY/PUBLIC SERVICE: 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________  
 
________________________________________________________________________________________________ 
 
 
PERSONAL INTERESTS: 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
 
LANGUAGES SPOKEN OTHER THAN ENGLISH: 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
 
REFERENCES 
 

 Name Address Phone 
Residency Director 
 

   

Resident Advisor 
 

   

Person of your 
choosing 

   

 
CHECK ONE: 
 

□ I hereby waive access to the above reference letter and will inform the reference. 

□ I do not waive access to the above reference letter and will inform the reference. 
 
 
I have read and understand the instructions for completion of this application. I certify that the information submitted 
on this application is complete and correct to the best of my knowledge. I understand that any false or missing 
information may disqualify me for this fellowship position. 
 
 
____________________________________________   ___________________________ 
Signature        Date 
 
 
 
 
 
 
 
 
 
 
Deadline for completion December 31, 2009 


