
          APPLICATION FOR 2010-11 
SPORTS MEDICINE FELLOWSHIP 

NEW ENGLAND BAPTIST HOSPITAL 
BOSTON, MASSACHUSETTS 

Please attach photo 
 
NAME IN FULL  __________________________________________ DATE OF BIRTH__________________________________ 
LOCAL ADDRESS 
   __________________________________________ SOCIAL SECURITY#______________________________ 
    
   __________________________________________ TELEPHONE #___________________________________ 
PERMANENT          
ADDRESS  __________________________________________ E-MAIL ADDRES ________________________________ 
    
   __________________________________________ TELEPHONE #___________________________________ 
 
   __________________________________________ 
 
LICENSURE #  MASS._________________________  U.S. CITIZEN?____________________________________ 
    
   OTHER_________________________  IF NO, VISA______________________________________ 
 
EDUCATION 
 
PREMEDICAL  ____________________________________________________________________________________________
DATES AND DEGREES   

   ____________________________________________________________________________________________
   

MEDICAL DATES ____________________________________________________________________________________________

AND DEGREES 
   ____________________________________________________________________________________________
 
   ____________________________________________________________________________________________
 
INTERNSHIP  ____________________________________________________________________________________________
LOC. AND DATES 
   ____________________________________________________________________________________________
 
   ____________________________________________________________________________________________
 
RESIDENCY  ____________________________________________________________________________________________
LOC. AND DATES 
   ____________________________________________________________________________________________
 
   ____________________________________________________________________________________________
 
FELLOWSHIP AND/OR ____________________________________________________________________________________________
SPECIAL TRAINING   
   ____________________________________________________________________________________________
 
 
ORTHOPAEDIC  ____________________________________________________________________________________________
TRAINING 
PROGRAM  ____________________________________________________________________________________________
 
NAME OF CHIEF ________________________________________ TELEPHONE # ___________________________________
 



p.2 
 
      NAME OF CANDIDATE_________________________________ 
 
LICENSURE  State_______________                          Number ____________________ 
 
Any suspensions, restrictions, disciplinary actions?  Please describe) ______________________________________ 
 
_____________________________________________________________________________________________ 
 
Do you have any health problems which would affect your fellowship performance or abilities?  (Please describe) 
 
_______________________________________________________________________________________________ 
 
Research/Grant Experience _________________________________________________________________________ 
 
Publications/Presentations (Attach copies of publication) 
 
REFERENCES 
1. NAME  ________________________________________ TELEPHONE# ___________________________________
 ADDRESS 
   ________________________________________ 
    
   ________________________________________ 
 
2. NAME  ________________________________________ TELEPHONE#  ___________________________________
 ADDRESS 
   ________________________________________ 
 
   ________________________________________ 
 
3. NAME  ________________________________________ TELEPHONE# ___________________________________
 ADDRESS  
   ________________________________________ 
 
   ________________________________________ 
 
** Please include your curriculum vitae.  Three recommendation letters should be sent under separate cover.   
 
PERIOD OF FELLOWSHIP REQUESTED ___________________________ 
 
Please submit your reasons for desiring the fellowship.  Include your future professional plans and your 
fellowship expectations. 
 
      SIGNATURE_____________________________________________ 
       
      DATE         _____________________________________________ 
RETURN THIS APPLICATION TO:  (Due no later than 11/1/08) 
Mark E. Steiner, MD 
Sports Medicine Fellowship Program 
c/o Carolyn Mullane 
New England Baptist Hospital 
Department of Orthopedics 
125 Parker Hill Avenue 
Boston, MA 02120 
(617) 754-6743 
FAX (617) 754-6443 
sportapp.doc 
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