	DEPARTMENT OF RADIOLOGY

Application for Fellowship/Clinical Instructorship

	DATE TRAINING TO BEGIN
	

	NAME
	

	
	Last                                                First                                                  Middle

	PRESENT ADDRESS
	

	
	

	
	

	WORK PHONE
	PERSONAL PHONE

	E-MAIL ADDRESS
	

	PREFERRED MAILING ADDRESS
	

	
	

	
	

	LICENSURE

	State Boards:
	3 digit COMLEX Level 1:                                           
	3 digit USMLE Step 1:

	FLEX or VQE:
	3 digit COMLEX Level 2:
	3 digit USMLE Step 2:

	Other:
	3 digit COMLEX Level 3:
	3 digit USMLE Step 3:

	RADIOLOGY BOARDS

	Core Exam:                    PASS   FORMCHECKBOX 
    FAIL   FORMCHECKBOX 
    YEAR  [image: image1.wmf]

   N/A  FORMCHECKBOX 


	Certifying Exam:           PASS   FORMCHECKBOX 
    FAIL   FORMCHECKBOX 
    YEAR  [image: image2.wmf]

   N/A  FORMCHECKBOX 


	Written – Physics:        PASS   FORMCHECKBOX 
    FAIL   FORMCHECKBOX 
    YEAR  [image: image3.wmf]

   N/A  FORMCHECKBOX 


	Written – Diagnostic:  PASS   FORMCHECKBOX 
    FAIL   FORMCHECKBOX 
    YEAR  [image: image4.wmf]

   N/A  FORMCHECKBOX 


	Oral Exam:                     PASS   FORMCHECKBOX 
    FAIL   FORMCHECKBOX 
    CONDITIONED  FORMCHECKBOX 
     YEAR  [image: image5.wmf]

   N/A  FORMCHECKBOX 


	EDUCATION

	Pre-Medical:
	Dates:
	Degree:

	
	
	

	Medical:
	Dates:
	Degree:

	
	
	

	INTERNSHIP (if applicable)

	Type:
	Location:
	Dates:

	Type:
	Location:
	Dates:

	RESIDENCY

	Type:
	Location:
	Dates:

	Type:
	Location:
	Dates:

	POST-GRADUATE WORK

	Field:

	Location:
	Dates:

	Field:

	Location:
	Dates:

	PRACTICE

	Specialty:

	Location:
	Dates:

	SPECIAL HONORS:

	Have you ever, at any time during your medical training been suspended, placed on probation, or placed under other disciplinary action, either voluntarily or involuntarily? 

Yes [  ]   No [  ]   If yes, explain: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Have you ever, at any time, had medical licensure or hospital clinical privileges denied, not renewed, suspended, challenged, limited, restricted, placed on probation, or placed under other disciplinary action, either voluntarily or involuntarily in this state or any other state?  

Yes [  ]   No [  ]   If yes, explain: 

___________________________________________________________________________________________________

___________________________________________________________________________________________________
___________________________________________________________________________________________________
Have you ever either voluntarily or involuntarily withdrawn your application for medical staff affiliation at any facility?  Yes [  ]   No [  ]   If yes, explain: 

__________________________________________________________________________________________________

__________________________________________________________________________________________________
__________________________________________________________________________________________________
Have you ever been convicted of, or plead guilty to, a crime other than a misdemeanor traffic violation?
Yes [  ]   No [  ]   If yes, explain: 

___________________________________________________________________________________________________

___________________________________________________________________________________________________
___________________________________________________________________________________________________


At any time, have you ever been convicted of a misdemeanor relating to a health profession, or received probation without a verdict, disposition in lieu of trial, or an accelerated rehabilitation disposition in the disposition of felony charges in any state, territory, or country? 
Yes [  ]   No [  ]   If yes, explain: 

___________________________________________________________________________________________________

___________________________________________________________________________________________________
___________________________________________________________________________________________________
If hired, are you willing to submit to and pass a controlled substance test?                                  
Yes [  ]   No [  ]

Have you ever applied for employment with us?                                                                               
Yes [  ]   No [  ] 
If so, what position, month, and year? ________________________________________________________

Have you ever been employed at any UPMC previously?

Yes [  ]   No [  ] 
If so, what department/division and dates? ____________________________________________________                                                                                                                                                               



	SUPPORTING DOCUMENTATION

	1. Curriculum Vitae

2. Official Medical School Transcripts
3. Copy of USMLE/COMLEX scores
4. Three letters of recommendation, including one from your program director

5. Personal statement as to why you are interested in this training

	Signature 


	Date:

	Please forward to:
UPMC Radiology Department, 200 Lothrop Street, Presbyterian Hospital - Suite 200 E Wing, Pittsburgh, PA  15213
 FORMCHECKBOX 
 - Abdominal Imaging

Vivian McBride

412-647-3550
mcbridevl@upmc.edu
 FORMCHECKBOX 
 - Breast Imaging

Diane Wibner

412-641-5591
wibndm@upmc.edu
 FORMCHECKBOX 
 - Interventional Radiology
Virginia Matesic-little
412-647-5050
matesiclittlev2@upmc.edu 
 FORMCHECKBOX 
 - Musculoskeletal Imaging
Heather Duganieri
412-648-6062
duganierih2@upmc.edu 
 FORMCHECKBOX 
 - Neuroradiology

Sandra Minor

412-647-3530
minorsl@upmc.edu  
 FORMCHECKBOX 
 - Nuclear Medicine/PET
Tiffany Sparrow

412-647-0104
sparrow@upmc.edu 
 FORMCHECKBOX 
 - Thoracic Radiology

Mercedes Sabol

412-647-7288
sabolma@upmc.edu
 FORMCHECKBOX 
 - Women’s Imaging

Kathy Keesecker

412-641-1635
kkeesecker@mail.magee.edu 

UPMC Children’s Hospital, Radiology Department, 4401 Penn Avenue, Pittsburgh, PA 15224

 FORMCHECKBOX 
 - Pediatric Imaging

Diane Vescio                      
412-692-3195
diane.vescio2@chp.edu 


3

