
PEDIATRIC PATHOLOGY FELLOWSHIP APPLICATION 
                                 

NATIONWIDE CHILDREN’S HOSPITAL 
700 Children’s Drive 

Columbus, Ohio  43205 
 

Fellowship to begin academic year ________________ 
 

 
Name in Full _____________________________________________________________________ MD or DO 
                               First Name                             Middle Name                              Last Name 
 
Present Address (home)                                                  Present Phones 
 
________________________________________            Home _____________________________________ 

________________________________________            Work  _____________________________________         

City                                State                        Zip                 Fax     ____________________________________ 

________________________________________ 

Permanent Address              Permanent Phone 
________________________________________            __________________________________________ 

________________________________________           E-mail  ____________________________________ 

________________________________________           Date of Birth _______________________________           

 

Place of Birth ____________________________          Social security number ______________________      

Citizenship ______________________________          Type of Visa Held ___________________________ 

 

Unrestricted Medical License(s) 
 
State ____________________  No. ________________________ 
 
State ____________________  No. ________________________ 
 
 
Licensing Exams Passed:     □ USMLE I           □ USMLE II          □ USMLE III          □ FLEX          □ NBME 
 
ECFMG Cert. # ________________________ 
 
 
Premedical Education                                            From (mo/yr)               To (mo/yr)                  Degree 
School 
  
__________________________________            _____________       _____________     ________________ 

__________________________________            _____________       _____________     ________________ 

__________________________________            _____________       _____________     ________________ 

 
 
 
 
Medical Education            



School                                                                        From (mo/yr)              To (mo/yr)                  Degree 
__________________________________            _____________       _____________     _________________ 

__________________________________            _____________       _____________     _________________ 
 
 
Graduate Medical Education      
School                                                                        From (mo/yr)              To (mo/yr)                   Degree 
 
_________________________________               _____________      _____________     _________________ 

_________________________________               _____________      _____________     _________________ 

_________________________________               _____________      _____________     _________________ 

 

Postgraduate Education (organized courses only) 

_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
Specialized training not already listed (assistantships, practice, etc.) 

_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
Additional information such as summer work, extra-curricular activities, etc. 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 

 
References: Communications concerning professional ability must be sent under separate cover directly to the 
Fellowship Director. One Letter of Recommendation must be from the Departmental Chairperson or Residency 
Director. Two other letters must be from physicians familiar with your academic work. 
 
Letters of Recommendation must be requested by the applicant. 
List references below (minimum 3): 
Name, Address                                                                                                            Phone Number 

_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 

_________________________________________________________________________________________ 
 
Please have all Letters of Recommendation sent to:  Samir Kahwash, MD     

       Pediatric Pathology Fellowship Program Director 
                                                                                     Nationwide Children’s Hospital   C1860     

       700 Children’s Drive 
                                                                                     Columbus, OH  43205 


