MCGAW MEDICAL CENTER of NORTHWESTERN UNIVERSITY

RE-APPROVAL APPLICATION FOR Non-Standard Fellowship 
Date: 

Program Name: 

Sponsoring division/department: 
Program director: 



Contact Address: 



Contact Phone: 



Contact E-mail: 

Program Coordinator or Administrator: 


Contact Address: 


Contact Phone:


Contact E-mail:

Fellowship Track (please see McGaw Program Directors Website for fellowship track criteria):
NAMF   ______________

ASTP_______________

Funding source for fellowship; (please attach letter of commitment for appropriate PGY-level stipend and benefits for desired total complement) :
Primary Core Residency Program and name of program director:

Length of training:



____ 1 Year

 ____ 
2 Year 
 ____
Other

Goals of fellowship.  Please specify if there is an academic / research component.

Is there a national society which sponsors this training?  If so please attach approval letter from last review. 

List graduates of the program from the past 5 years.  Please include prior training and current practice site and setting for each fellow.  Please also attach current contact information. Please specify if there were years in which there were no trainees. 

Please attach a bibliography of research done while above were fellows if applicable

List national meeting attended (if applicable).

Outline any fellow teaching responsibilities.

List any applicable weekly or monthly conferences in which the fellow participates and describe the extent of that participation. 

Outline the plan for formal feedback, semi-annual reviews with PD, and mentoring.

Attach any applicable case numbers 

Describe the process of evaluation and include two evaluation tools used (NAMF only).

Outline estimated duty hours if applicable (NAMF only) and plan for tracking.

Please attach a block diagram of training schedule

At which institutions did the training take place?

List key core faculty 

Signatures:

Program Director:


Name:



Signature:

If there are settings in which there will be educational integration of fellows with current resents and/or fellows in the same specialty/subspecialty, please obtain signatures of the relevant program director(s).

Program Director of ______________:


Name:



Signature:

Program Director of ______________:


Name:



Signature:

Chair, Graduate Medical Education Sub/Committee NAMF/ASTP:


Name:  Joshua Goldstein, M.D.

Signature:

