
Icahn School of Medicine at Mount Sinai 

GLOBAL WOMEN’S HEALTH FELLOWSHIP APPLICATION 

Applicant Information 
FIRST NAME 
 

LAST NAME 
 

SUFFIX (MD, DO, MPH) 
 

EMAIL ADDRESS 
 

COUNTRY OF CITIZENSHIP 
 

 
Contact Address 
STREET 
 
CITY 
 

STATE/PROVINCE ZIP/POSTAL 
CODE

COUNTRY 
 

PHONE 1 PHONE 2 FAX 
 

Permanent/Home Address    Check if same as Contact Address  
STREET 

CITY STATE/PROVINCE ZIP/POSTAL 
CODE

COUNTRY 

PHONE 1 PHONE 2 
 

 
Education and Training 

Undergraduate Education 
Institution, City, State (or Country) Dates Attended Degree, Field of Study 

  

Medical School 
Institution, City, State (or Country) Dates Attended Degree 

  

Internship/Residency/Fellowship 
Institution, City, State (or Country) Dates Attended Specialty 
 
 
 

 

 
Other Graduate Education 
Institution, City, State (or Country) Dates Attended Degree, Field of Study 
 



Icahn School of Medicine at Mount Sinai 

 

Licensing and Certification 
Examinations 
Institution, City, State (or Country) Results (3-digit score) Date(s) 
Step 1  
Step 2/Step 2 CK 
Step 2 CS (if taken)  
Step 3 

(Please include results for all attempted examinations.) 

Medical Licenses 
Type Certificate Number Valid Dates Issuing Agency 
 

Specialty Board Eligibility/Certification 
Are you board eligible or board certified? 

Yes  No    
 
Will you have completed a residency and be board eligible or certified in your specialty by July 1 of next 

year?  Yes  No  
 

CV 

Be sure to include awards, honors, and publications in your CV.  List research, work, volunteer, and 
significant international travel experiences with the dates (month and year) and nature of your 
involvement.  

 

 

 

Personal Statement 

Please describe your interest in global women’s health and briefly address how you might benefit from 
the fellowship.  Please limit your personal statement to one single-spaced page.   
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