Israel Medical Association

World Fellowship
Application Form for the Elective Program

Required
* Two photographs

* This form is to be completed in duplicate copies by the applicant, and both copies, plus all relevant documents, should be sent to:  
PLEASE FILL IN OR TYPE IN BLOCK LETTERS
	Surname:
	First Name:
	Sex: Female [ ]  Male [ ]

	Date of Birth: Day/Month/Year 
	Place & Country of Birth:

	Nationality:
	Passport No.:

	Address:

	

	

	Phone No.:____________         Fax No.: ________________________


	From which University/Medical School did you graduate:

	Date of Graduation:
	Medical Licensing:

	Current Status as Postgraduate: Employed [ ]  Unemployed [ ] 
Postgraduate: Employed [ ]  Unemployed [ ]

	Presently working at (name of Hospital + Department):

	Specialization completed in (Field of Medicine):


PLEASE LIST THREE CHOICES IN ORDER OF PREFERENCE

	Hospitals: 1.   2.    3.
	Departments:   1.  2.   3.

	
	

	
	

	Preferred Period: (4,6,8-24 weeks) 
	From: (day/month/year) 
	To: (day/month/year)

	
	
	

	Interested in Housing: Yes [ ]  No [ ]


______________________                                                  _____________________

     Applicant's Signature                                                                        Place & Date
The World Fellowship Elective Program, 2 Twin Towers, 35 Jabotinsky Street, Ramat Gan 52511, ISRAEL


