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            Application for Sleep Medicine Fellowship                                         
 
Name (First, Middle, and Last):                                                                           
 
Contact E-mail:                    
                                               
Street address:                                                                                                                                    
 
City:                                    State/Province:       Zip code:   
    
Home or Cell Telephone:         Work Telephone:    
      
Citizenship:                  Visa status (if applicable):  
 
 
Undergraduate College/University  Location   Degree(s)  Dates attended 
   
 
Medical School     Location   Degree(s)  Dates attended  
 
 
Residency     Location   Degree(s)  Dates attended  
 
 
Additional training/education   Location   Degree(s)  Dates attended  
            
 
 
Hospital experience (Please list any fellowships or staff positions and dates attended): 
 
                                                                                                                                                                                              
 
USMLE (please check):   Step 1       Pass           Fail Step 2       Pass          Fail    Step 3       Pass             Fail 
 
Licensure (state, number, and expiration date):                                                     
 
Have you committed a felony:        YES              NO 
 
Please list all honors and awards:   
 
 
 
  
                                                                                                                                            
 
Please list notable extracurricular activities:   
 

  Attach recent  
photo (optional) 
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We seek to train academic physicians and leaders in sleep medicine.  Describe your academic activities ( including 
teaching and educational) and research experience: 

                                                                                                                                                            
                                            
                                    
                                                          
 
 
 
                                                        
                                                                                          
 
 
 
 
 
 
 
 
 
Publications/Posters/Abstracts: 
 
 
 
 
 
 
 
 
 
 
 
References (include name, title, address, phone number, and E-mail): 
 
1)                                                                                              
                                                               
  
 
2)                                                                            
                                                                                                        
                                                                                                    
 
3)                                                                                      
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Please describe your goals for fellowship training and your overall career goals. Please note any particular area of 
research or academic interests you might want to pursue: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
I attest to the best of my knowledge that the information in this application is correct. 
 
Signature:          Date: 
 
Please submit this application, along with a current CV, and three letters of recommendation to: 
 
Ms. Robin Fishel, Sleep Fellowship Coordinator 
5501 Hopkins Bayview Circle, Sleep Center-4th Floor 
Baltimore, MD 21224 
 
Phone: 410-550-0574 
Fax: 410-550-3374 
E-mail: rfishel2@jhmi.edu 
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