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Application for Subspecialty Residency -    Critical Care or      Neurocritical Care Fellowship  

PERSONAL DATA:  

Name:                                                 

Preferred name:                 

                                      

Birthdate:                 Place of Birth:          ECFMG #:       

 

Address:                       

                                                       

Citizenship:                               Visa Status:       

 

City/State/Zip                           

 

EMAIL:                      Social Security #:                   

 

Cell Phone:                   Male      Female    

 

Applying for a 1- or 2-year position          Start Date:                   

 

EDUCATION: 

 

University or College:                                                  Dates Attended:               Degree Awarded:       

 

Medical School:                                                       Dates Attended:               Degree Awarded:       

 

POST GRADUATE TRAINING: 

 

Internship Hospital Name:                                      Department:                                        

 

Director of Training Program:                                   Directors Phone #:                                     

 

Address:                                      City/State/Zip                                 

 

Current Level of Training: PGY-                      Dates of Training:  start                             completion date       

 

Residency Hospital Name:                                      Department:                                        

 

Director of Training Program:                                   Directors Phone #:                                     

 

Address:                                      City/State/Zip                                 

 

Current Level of Training: PGY-                       Dates of Training:  start                            completion date       

 

Fellowship Hospital Name:                                      Department:                                        

 

Director of Training Program:                                   Directors Phone #:                                     

 

Address:                                      City/State/Zip                                 

 

Current Level of Training: PGY-                       Dates of Training:  start                            completion date       

 

Fellowship  Hospital Name:                                      Department:                                        

 

Director of Training Program:                                   Directors Phone #:                                     

 

Address:                                      City/State/Zip                                 

 

Current Level of Training: PGY-                       Dates of Training:  start                            completion date       

 

Specialty Boards in: (please list dates) (ABIM or AOA)  



Infectious Disease                  Pulmonary              Nephrology           IM                 ED                  

Neurology                                        Critical Care        

Private Practice:                                     

Location:                                   Type:                               Date:                      

 

Military Service Obligation/Deferment?                                              Other Service Obligation? 

 

Licensure: NPI #:      

State:         License Number:                    Exp Date:       DEA#:                                     Exp Date:       

State:         License Number:                    Exp Date:       BNDD#:                                  Exp Date:       

 

Professional Liability: 

Present Insurance Carrier:                                                   Coverage Amount:                        

(please include a copy of the face sheet of your current policy) 

 
IF THE ANSWER TO ANY OF THE FOLLOWING QUESTIONS IS “YES”, PLEASE GIVE FULL DETAILS ON A SEPARATE SHEET 

OF PAPER.  
Have judgments or settlements been made against you in professional liability cases?   Yes   No  

Has your malpractice insurance coverage ever been terminated by action of the insurance company?   Yes   No  

If “yes”, state when and by what company                                     

Have any malpractice suits been filed against you, which are presently pending?   Yes   No  

Has your license to practice medicine in jurisdiction ever been limited, suspended or revoked?   Yes   No  

Have your privileges at any hospital ever been suspended, diminished, revoked or not renewed?   Yes    No 

Have you ever been denied membership or renewal thereof, or been subject to disciplinary action in any medical organization?   Yes    No  
 

List any publications or abstracts:  (if further space is needed, please attach your statement to this form) 

 

 

 

 

What is your ultimate goal after completing the Subspecialty Fellowship? 

 

 

 
Two letters of recommendation are required to support this application. Letters must be from contacts that you have recently worked with. (Chairman 

or Program Director preferred) 
1. 

2. 

 
Following items to be turned in with application. Check list:       Medical School Transcript,       recent photo 2x2       letters of recommendations (one 

should be from the Program Director)   Letters should be requested from those designated above at the time of application        Copies of - valid 

passport, Visa H1 or J1 or work permit (enlarged) (copy of I-797C Notice of Action)       ECFMG certificate ,    (Missouri permanent license if you 

have one (DO NOT APPLY FOR ONE), BNDD & DEA      ACLS/BLS back and front of card,      CV       Personal Statement 

 

I FULLY UNDERSTAND THAT ANY SIGNIFICANT MISSTATEMENT IN OR OMISSION FROM THIS 

APPLICATION CONSTITUTES CAUSE FOR SUMMARY DISMISSAL FROM THE TRAINING PROGRAM  
 

 
 

 

Signature _______________________________________________      Print Name _______________________________________________  

 

 

 

Farid Sadaka M.D., Program Director   

Critical Care Fellowship     

   

Ashwani Joshi, M.D., Program Director 

Neurocritical Care Fellowship    

 

Mercy 625 S. New Ballas Road, St. Louis, MO 63141 

Marie Anich, Fellowship Coordinator 

Marie.Anich@mercy.net  

 

Please email application with all supporting  

documents to Marie.Anich@mercy.net &  

CCMphysicianfellowship@mercy.net 
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