
International Application for Fellowship in Dermatopathology 

In addition to this application you must provide your current curriculum 
vitae, a personal statement, a headshot and three (3) letter of 

recommendation 

Demographic and Contact Information  

Name: _________________________________________ Date of Birth: __________________ 

Present Address: _________________________________ City: __________________________ 

State: ____________________   Country: _______________________ 

Zip Code: _________________  Telephone: _____________________ 

Citizenship of Present Country: ______________________ 

Email Address: ___________________________________ 

Emergency Contact  

Name: __________________________________________ Relation to you: _________________ 

Contact Address: __________________________________ City: ___________________________ 

State: ____________________________  Country: ________________________ 

Zip code: _________________________ Contact telephone: ________________ 

Citizenship: ________________________ 

Education 

Medical School: ___________________________     ___________________________    

  School name         Location  

___________________________     ___________________________  

      Degree        Dates   

Please Attach a 
Photo of Yourself 

Here 



Residency, Internship and/or Fellowship training  

Hospital name    Location   Program            Dates 

_____________________    _____________________________    ___________________   __________ 

_____________________    _____________________________    ___________________   __________ 

_____________________    _____________________________    ___________________   __________ 

References- references can be sent by email directly from the program or in a sealed envelope 

Name and Title          Address 

1. __________________________________________   ____________________________________

2. __________________________________________   ____________________________________

3. __________________________________________   ____________________________________

Please submit your complete application, curriculum vitae, personal statement, headshot and letter of 
recommendation by email or mail to: 

Katie Galek 
Manager of Training Programs 
Department of Dermatology  
Boston University School of medicine  
Emai:dermtrng@bu.edu  
Address: 609 Albany Street Boston, MA 02118 
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