NYPH-Weill Cornell Geriatric Psychiatry FellowshipApplication
Please complete the application, save and email as an attachment.

All required fields are marked with an asterisk (*). Please note, however, that some of these fields are required only in certain circumstances. For example, if you state that you did earn or expect to receive a degree from an institution, you will be required to enter that degree. 

Profile 
First Name:      *               Middle Name:                                Last Name:       * 

Suffix:                     Previous Last Name:                     Preferred Name:      
Contact E-mail:      * 

SSN:                         Canadian SIN:       

Present Mailing Address: 
Country:      * 

Street Address:        *    
City:      *    State/Province:      *    ZipCode:      
Preferred Phone:             Alternate Phone:            Pager:       

Mobile:                  Fax:      
Citizenship: * 

 FORMCHECKBOX 
 US Citizen Permanent Resident Refugee/asylum/displaced 

 FORMCHECKBOX 
 Foreign National Conditional Permanent Resident 

Current Visa Types: (for Foreign Nationals only - select all that may apply) 

 FORMCHECKBOX 
B-1 - Temporary visitor for business 

 FORMCHECKBOX 
 B-2 - Temporary visitor for pleasure 

 FORMCHECKBOX 
 F-1 - Academic student 

 FORMCHECKBOX 
 F-2 - Spouse or child of F-1 

 FORMCHECKBOX 
 H-1 - Temporary worker 

 FORMCHECKBOX 
 H-1B - Specialty occupation, DoD worker, etc. : We are unable to accept H1B visas
 FORMCHECKBOX 
 H-2B - Temporary worker - skilled and unskilled 

 FORMCHECKBOX 
 H-4 - Spouse or child of H-1, H-2, H-3 

 FORMCHECKBOX 
 J-1 - Visa for exchange visitor 

 FORMCHECKBOX 
 J-2 - Spouse or child of J-1 

 FORMCHECKBOX 
 O-1 - Extraordinary ability in sciences, arts, education, business, or athletics 

 FORMCHECKBOX 
 TN - NAFTA trade visa for Canadians and Mexicans 

 FORMCHECKBOX 
 E-2 – Treaty investor, spouse and children 

 FORMCHECKBOX 
 Diplomatic Service 
 FORMCHECKBOX 
 Immigrant 
 FORMCHECKBOX 
 EA     D – Employment Authorization 

 FORMCHECKBOX 
 Other 
______________________________________________________________________________________   
© 2009 AAMC. Copies may be made for educational or noncommercial uses only. 
NBOME ID:       (Required for COMLEX transcript transmission) 
USMLE ID:        (Required for USMLE transcript transmission)
Have you taken USMLE Step 3?

 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Yes


Status:


 FORMCHECKBOX 
 Passed


 FORMCHECKBOX 
 Failed


 FORMCHECKBOX 
 Awaiting Results
 FORMCHECKBOX 
 I am ACLS (Advanced Cardiac Life Support) certified in the U.S.A. Expiration Date:      
 FORMCHECKBOX 
 I am BLS (Basic Life Support) certified in the U.S. A. Expiration Date:      
International Medical Graduates (IMGs) ONLY 
Are you certified by the Educational Commission for Foreign Medical Graduates (ECFMG)? 

 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 Yes 

Month:            Year:       
___________________________________________________________________________________________ 

© 2009 AAMC. Copies may be made for educational or noncommercial uses only. 

Application -  General 
Birth Place:                         Birth Date:       

Gender: * 

 FORMCHECKBOX 
 Female 

 FORMCHECKBOX 
 Male 

 FORMCHECKBOX 
 No Response 

Permanent Mailing Address: 
Country:      
Street Address:      * 

City:      *            State/Province:                Zip/Postal Code:       

Phone:      
Are you committed to fulfill U.S. military active duty service obligations/deferments? * 

 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No 

If Yes: Years:                 Branch:       

Do you have any other service obligations? (i.e., Military Reserves or Public Health/State programs) * 

 FORMCHECKBOX 
 Yes 

 FORMCHECKBOX 
 No 

Description      
___________________________________________________________________________________________  

© 2009 AAMC. Copies may be made for educational or noncommercial uses only. 

Application - Education (include only higher education) 
For each non-medical educational institution you have attended, please provide the requested information. This worksheet has space for you to make two entries. You may create as many entries as needed. 

 FORMCHECKBOX 
 None
Entry 1: 
Institution:      * 

Location:      *

Education Type:*  FORMCHECKBOX 
 Undergraduate  FORMCHECKBOX 
 Graduate  FORMCHECKBOX 
 Other 

Major:      * 

Degree expected or earned: *  FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No   Degree:      
Degree Month:                 Degree Year:       

Dates of Attendance: 

From: Month:       *            Year:      * 

To: Month:      *                  Year:       Leave month/year blank if experience is ongoing. 

Entry 2: 
Institution:      * 

Location:      *

Education Type:*  FORMCHECKBOX 
 Undergraduate  FORMCHECKBOX 
 Graduate  FORMCHECKBOX 
 Other 

Major:      * 

Degree expected or earned: *  FORMCHECKBOX 
Yes    FORMCHECKBOX 
 No   Degree:      
Degree Month:                 Degree Year:       

Dates of Attendance: 

From: Month:       *                Year:      * 

To: Month:          *                  Year:       Leave month/year blank if experience is ongoing. 

___________________________________________________________________________________________   
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Application - - Medical Education 
For each medical school you have attended, please provide the requested information. This worksheet has space for you to make two entries. You may create as many entries as needed. 

Entry 1: 
Country:      *                     Institution:      
Degree expected or earned: *  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

Degree:                            Degree Month:               Degree Year:       

Dates of Attendance: 

From: Month:      *      Year:      * 

To: Month:           *      Year:       *
Entry 2: 
Country:      *                     Institution:      
Degree expected or earned: *  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No 

Degree:                            Degree Month:               Degree Year:       

Dates of Attendance: 

From: Month:      *      Year:      * 

To: Month:           *      Year:       *
___________________________________________________________________________________________   
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Application -– Current/Prior Training 
For each residency, fellowship or osteopathic training position you have held or currently are in, regardless of the amount of time spent there, please provide the requested information. This worksheet has space for you to make two entries. You may create as many entries as needed online. 

Entry 1: 
Type of Training:*  FORMCHECKBOX 
 Residency  FORMCHECKBOX 
 Fellowship  FORMCHECKBOX 
 Osteopathic training 

Specialty:      *                     Institution/Program:      * 

Country:      *                       State/Province:                  City:      * 

Years:       * 

Program Director:      *                      Supervisor:      * 

Chief Resident (only available for fellowship applicants) 

Dates of Residency/Fellowship/Osteopathic training: 

From: Month:      *           Year:      * 

To: Month:          *           Year:      * 

Reason for leaving (up to 510 characters):      
     
     
     
Entry 2: 
Type of Training:*  FORMCHECKBOX 
 Residency  FORMCHECKBOX 
 Fellowship  FORMCHECKBOX 
 Osteopathic training 

Specialty:      *                     Institution/Program:      * 

Country:      *                       State/Province:                  City:      * 

Years:       * 

Program Director:      *                      Supervisor:      * 

Chief Resident (only available for fellowship applicants) 

Dates of Residency/Fellowship/Osteopathic training: 

From: Month:      *           Year:      * 

To: Month:          *           Year:      * 

Reason for leaving (up to 510 characters):      
     
     
     
___________________________________________________________________________________________   

© 2009 AAMC. Copies may be made for educational or noncommercial uses only. 

Application - Experience(s) 
Provide the requested information for each relevant work, research, and volunteer experience/position. Include clinical and teaching experience as work experiences, and include all unpaid extracurricular activities and committees you have served on as volunteer experiences. This worksheet has space for you to make two entries. You may create as many entries as needed online. 

 FORMCHECKBOX 
 None 
Entry 1: 
Experience Type:  FORMCHECKBOX 
 Work   FORMCHECKBOX 
 Research  FORMCHECKBOX 
 Volunteer * 

Organization:      * Position:      * 

Supervisor:      _* 

Country:      * City:       * State/Province:      * 

Average Hours/Week:       

Description (up to 1020 characters):      
Reason for leaving (up to 510 characters):      
Dates of Experience: 

From: Month:      * Year:      * 

To: Month:      * Year:        (Leave month/year blank if experience is ongoing) 

Entry 2: 
Experience Type:  FORMCHECKBOX 
 Work   FORMCHECKBOX 
 Research  FORMCHECKBOX 
 Volunteer * 

Organization:      * Position:      * 

Supervisor:      _* 

Country:      * City:       * State/Province:      * 

Average Hours/Week:       

Description (up to 1020 characters):      
Reason for leaving (up to 510 characters):      
Dates of Experience: 

From: Month:      * Year:      * 

To: Month:      * Year:        (Leave month/year blank if experience is ongoing)
___________________________________________________________________________________________ 

© 2009 AAMC. Copies may be made for educational or noncommercial uses only. 

Application - Publications 
If you have no publications to enter, select None. 

 FORMCHECKBOX 
 None 

If you have publications (printed or online), presentations and/or abstracts, pls paste them below where indicated ( Applicant bibliography) using the format as per these examples below:
Steffens DC, Otey E, Alexopoulos GS, Butters MA, et. al. : Perspectives on depression, mild cognitive impairment, and cognitive decline. Arch Gen Psychiatry. 2006; 63:130-138
Alexopoulos GS: Cognitive impairment and the phenomenology and course of geriatric depression. Eaton WW, ed.  In Medical and Psychiatric Comorbidity Over the Course of Life.  Washington, DC, American Psychiatric Press, 2005, pp. 155-176.
Applicant Bibliography:      
Application - - Medical Licensure 
Has your medical license ever been suspended/revoked/voluntarily terminated?* 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

Reason (up to 510 characters):      *

Have you ever been named in a malpractice case?* 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

Reason (up to 510 characters):      *

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

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

Reason (up to 510 characters):      
Have you ever been convicted of a felony?* 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

Reason (up to 510 characters):      
Are you Board Certified?* 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No 

Board Name:      
DEA Registration Number:       (if applicable) 
Expiration Month:         Expiration Year:      
Note: DEA is for U.S. medical license holders only. 
Do You have an NPI number?
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Yes;  What is your NPI number:       
_____________________________________________________________________________________________
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Application - State Medical Licenses 
For each state license you have, please provide the requested information. This worksheet has space for 
you to make two entries. You may create as many entries as needed online. 

 FORMCHECKBOX 
 None 
Entry 1: 
State:      *
License Type: 

 FORMCHECKBOX 
 Full 

 FORMCHECKBOX 
 Temporary or Limited 

 FORMCHECKBOX 
 Inactive 

License Number:      
Expiration Month:      *Expiration Year:      * 

(If a License Number is provided, the Expiration Month and Expiration Year will be required.) 
Entry 2: 
State:      * 

License Type:* 

 FORMCHECKBOX 
 Full 

 FORMCHECKBOX 
 Temporary or Limited 

 FORMCHECKBOX 
 Inactive 

License Number:      *
Expiration Month:      * Expiration Year:      *
(If a License Number is provided, the Expiration Month and Expiration Year will be required.) 
___________________________________________________________________________________________ 
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Application - Page 9 - Miscellaneous 
To be answered by International Medical Graduates (IMGs) only. 
Are you able to carry out the responsibilities of a resident or fellow in the specialties and at the specific training programs to which you are applying, including the functional requirements, cognitive requirements, interpersonal and communication requirements, and attendance requirements with or without reasonable accommodations?* 

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 Yes, with Limiting Aspects (up to 510 characters):      
 FORMCHECKBOX 
 No 

 FORMCHECKBOX 
 No Response  

Was your medical education/training extended or interrupted?* 

 FORMCHECKBOX 
 Yes Reason (up to 510 characters):      
 FORMCHECKBOX 
 No 
Language Fluency (Other than English):       (255 characters) 
___________________________________________________________________________________________ 
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Hobbies and Interests:       (510 characters) 

Medical School Awards:       (510 characters) 

Psychiatry Residency Awards:
Other Awards/Accomplishments:       (510 characters) 

Membership in Honorary/Professional Societies:       (255 characters) 

Below is information that will help the program find qualified applicants in the future:

I first discovered the NYPH-Cornell Geriatric Psychiatry Fellowship via:

 FORMCHECKBOX 
 Word of mouth from peers

 FORMCHECKBOX 
 Word of mouth from mentors/residency advisors or directors

 FORMCHECKBOX 
 Printed Journals

 FORMCHECKBOX 
 Email or Internet Sources

 FORMCHECKBOX 
 Other (please elaborate): (up to 5 lines)       

Certification of Truth:

I hereby certify that all of the statements and answers above are true,

Please apply e-Signature if available:_____________________________________________________






Name: 




Date:
Please save and return via email with subject line “COMPLETED GERIATRIC PSYCHIATRY APPLICATION” to: Dr. Klimstra at sakyol@med.cornell.edu and Dr. deAsis at jdeasis@med.cornell.edu. 

Thank you.
___________________________________________________________________________________________ 
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