Application for UCLA-San Fernando Valley

Psychosomatic Medicine Fellowship

Please send all correspondence to:
Saba Syed, M.D
Program Director
UCLA-San Fernando Valley Psychosomatic Medicine Fellowship Program
Olive View-UCLA Medical Center
Department of Psychiatry, 6D 112
14445 Olive View Drive
Sylmar, CA 91342 

Any questions, please e-mail or call:

Saba Syed: (818) 364-4668
sasyed@dhs.lacounty.gov
Julie Ponce:  (818) 364-4448
jponce@dhs.lacounty.gov
POSITION BEGINNING IN JULY, ______

  
     (Year)

NAME :  __________________________________________________ Date of Birth:_________

(LAST) 

(FIRST) 
         

(MIDDLE) 

Address:  _____________________________________________________________________

E-Mail: ______________
Daytime phone: ______________
Evening phone: ______________

MEDICAL EDUCATION

MEDICAL SCHOOL(S) 

_________________________________________________


_________________________________________________

(NAME) 






(NAME)

_________________________________________________


_________________________________________________

(CITY) (STATE/COUNTRY)




(CITY) (STATE/COUNTRY)

_________________________________________________


_________________________________________________

(DATES ATTENDED)





(DATES ATTENDED)

POST GRADUATE TRAINING

_____________

_____________


(PG YEAR example: I, II-IV…)     

         (SPECIALTY)

___________________________________________________________________

(PROGRAM NAME)

_________________________________________________

(CITY) (STATE/COUNTRY)


_________________________________________________

SUCCESSFUL COMPLETION: Yes___
No____



(DATES ATTENDED)


_____________

_____________


(PG YEAR example: I, II-IV…)     

         (SPECIALTY)

___________________________________________________________________

(PROGRAM NAME)

_________________________________________________

(CITY) (STATE/COUNTRY)


_________________________________________________




(DATES ATTENDED) 




SUCCESSFUL COMPLETION: Yes___
No____

_____________

_____________


(PG YEAR example: I, II-IV…)     

         (SPECIALTY)

___________________________________________________________________

(PROGRAM NAME)

_________________________________________________

(CITY) (STATE/COUNTRY)


_________________________________________________




(DATES ATTENDED)




SUCCESSFUL COMPLETION: Yes___
No____

ATTACH ADDITIONAL SHEETS AS NEEDED
I have passed the examinations checked below on the dates indicated:

NBME, PART I:   _____________
NBME, PART II: ____________
NBME, PART III: _____________

(DATE) 

              (DATE) 


(DATE)

USMLE, STEP I: _____________ 
USMLE, STEP II: ____________  
USMLE, STEP III: _____________

(DATE) 

              (DATE) 


(DATE)

FLEX: _____________

(DATE) 

List Any Additional Examinations Passed (FMGEMS, Day 1; FMGEMS, Day 2; VQE, Day 1; VQE, Day 2; ECFMG MEDICAL SCIENCE EXAM):

______________________, ____________________,  __________________, _____________________
Honors and Awards: _______________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

Publications: ________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________

Medical Licensure

________________
_________________
_________________

(State and License Number)
(Date of Initial Licensure)

(Next Renewal Date)

__________________
_________________
_________________

(State and License Number)
(Date of Initial Licensure)

(Next Renewal Date)
__________________
_________________
_________________

(State and License Number)
(Date of Initial Licensure)

(Next Renewal Date)

DEA Certificate/Number: _________________________

I certify that the information submitted on these application materials is complete and correct to the best of my knowledge.  I understand that acceptance to the program is contingent upon successful credentialing at training hospital sites.  I understand that any false or missing information may disqualify me for this position.
___________________________________________

_______________________

SIGNATURE OF APPLICANT



DATE
LETTERS OF REFERENCE

I HAVE REQUESTED LETTERS FROM THE FOLLOWING INDIVIDUALS:

1) PSYCHIATRIC RESIDENCY TRAINING PROGRAM DIRECTOR

NAME AND TITLE  __________________________________________________________________

INSTITUTION  _______________________________________________________________________

ADDRESS  __________________________________________________________________________

2) PSYCHOSOMATIC MEDICINE/C&L FACULTY

NAME AND TITLE  __________________________________________________________________

INSTITUTION  _______________________________________________________________________

ADDRESS  __________________________________________________________________________

3) ANY OTHER FACULTY

NAME AND TITLE  __________________________________________________________________

INSTITUTION  _______________________________________________________________________

ADDRESS  __________________________________________________________________________
____________________________________

_______________

                SIGNATURE 



       
           DATE

____________________________________

NAME OF APPLICANT - TYPE OR PRINT
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