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DIVISION OF GERIATRICS 

North Division of Montefiore Medical Center, Bronx, New York 

 

Application for Geriatric Medicine Fellowship Program 

Program Sponsor:  New York Medical College 

 

Program Year Beginning July 1, ____ 

 
Please fill in all the requested information, attach a recent passport-size photograph and a copy of your updated curriculum vitae.  Also, 

please submit three (3) letters of recommendation, one must be from your Program Director, along with copies of USMLE score report, 

ECFMG certificate and visa status. 

 

The completed application, photograph and three (3) recommendation letters should be mailed to: 

 
   T. S. Dharmarajan, MD, FACP, AGSF 

   Program Director, Geriatric Medicine Fellowship Program 

   North Division, Montefiore Medical Center 

   600 East 233
rd

 Street – Dept. of Medicine - 5
th
 Floor 

   Bronx, New York 10466 

   Attn: Joan Api, Residency Coordinator 

 
 

Name: ________________________________________________________ Soc.Sec.#:  ___________________ 
                     Last                                                    First                                                   Middle Initia l  

 

Birth Date: ___________________ Country of Birth: ______________     U.S. Citizen:   _______Yes   ______No 

 
Present Address: ____________________________________________________________________________________ 
    Number and Street                                                                Apt. #             City                                       State        Zip Code 

 

                

Home Phone #:   (        ) __________________________     Cell Phone #  (        ) ______________________ 

 

E-mail Address:   ______________________________                  Work Phone# (         ) ______________________  

 

Permanent Address:__________________________________________________________________________________ 
         Number and Street       Apt. #               City                                State           Zip Code 

 

 

EDUCATION: List Medical School and Residency training in Internal Medicine or Family Practice 

 

Institution, Location    Dates of Attendance   Degree and Year 

      (month/day/year, from, to)   

 

______________________________ _____________________________ ____________________________ 

 

______________________________ _____________________________ ____________________________ 

 

______________________________ _____________________________ ____________________________ 

 

______________________________ _____________________________ ____________________________ 
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RESEARCH EXPERIENCE: (include copies of Publications or Abstracts where applicable) 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

 

HONORS, AWARDS, SOCIETY MEMBERSHIPS:  

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

__________________________________________________________________________________________ 

 

 

MEDICAL LICENSURE: 

 

State __________License Number ____________ Date Issued __________  Expiration Date _______________ 

 

INTERNATIONAL MEDICAL GRADUATES: 

 

Certification: Check and provide copies of the following required certification: 

 
 1. _____ Certification by National Board of Medical Examiners                Date Certified: ____________________ 

 

 2. _____ Standard ECFMG - Certificate Number: ___________________ Expiration Date: __________________ 

 

 3. _____ USMLE Exams: Step 1 Score: ________  Step 2CK Score: ________      Step 3 Score: _________ 

 

4. _____ TOEFL (English):  ______  Pass  _______Fail 

  

Type of Visa: (please check one)  

 

Permanent Resident: _____   J-1: _____    H-1: _____  Citizen of: ___________     Other (explain below): ____________ 

 

__________________________________________________________________________________________________ 

 

__________________________________________________________________________________________________ 

 

 

Applicant’s Name: (PLEASE PRINT) _____________________________________________________________________ 

 

Applicant’s Signature: _______________________________________________  Date: _____________________________ 
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