
The University of Texas - Houston Medical School 
 

Information Sheet for Fellowship Appointment 
(Must be completed in English.  Please type or print.) 

 
 
Department: Ophthalmology and Visual Science 
 
Type of Fellowship:  Clinical Research 
(circle one) 
 
Subspecialty interest: _______________________________ 
 
Date fellowship to begin: _______________________________ 
 
Name: ______________________________________________ 
 Last First Middle 
 
Present Address: ______________________________________________ 
 
Street   ______________________ ______ __________ 
   city     state  zip 
 
Telephone:  ___________________________ (day) 
 

 ___________________________ (evenings) 
 

Citizenship:  U.S. Other:  _____________________ 
 
Social Security Number: _______ - _____ - _______ 
 
Visa Status: Permanent Temporary J-1 H-1  
(circle one) 
 
ECFMG Certification: Standard Interim 5th Pathway ECFMG #_______ 
(circle one) 
 



Medical School 
 
Medical School: ____________________________ _________ __________ 

name      city  state 
 
Graduation Date: __________________ 
 
 
Medical School: ____________________________ _________ __________ 

name      city  state 
 
Graduation Date: __________________ 
 
 
National Board of Medical Examiners (indicate month and year exams were taken) 
 
 Part I _______ Part II _______ Part III _______ FLEX _______ 

mm/yr   mm/yr   mm/yr   mm/yr 
 
Current Medical Licenses: State/Number ______________ 
 

 State/Number ___________________ 
 
_______No Texas medical license; will need to apply for an Institutional Permit 
 
American Specialty Board Certified _________________________________ 
      specialty 
 
Previous Residency Training 
 
Hospital ____________________________ Specialty ________________ 
 

 ____________________________ State ___________ 
 
Dates of Training _______________ to _______________ 
 
Hospital ____________________________ Specialty ________________ 
 

 ____________________________ State ___________ 
 
Dates of Training _______________ to _______________ 
 
 
 
 
 



 
Hospital ____________________________ Specialty ________________ 
 

 ____________________________ State ___________ 
 
Dates of Training _______________ to _______________ 
 
 
 
Undergraduate College(s) 
 
College ______________________________ Degree __________ 
 
City ____________________________________ State ____________ 
 
Dates _______________ to _______________ 
 
 
College ______________________________ Degree __________ 
 
City ____________________________________ State ____________ 
 
Dates _______________ to _______________ 
 
 
Graduate School 
 
College ______________________________ Degree __________ 
 
City ____________________________________ State ____________ 
 
Dates _______________ to _______________ 
 
 
College ______________________________ Degree __________ 
 
City ____________________________________ State ____________ 
 
Dates _______________ to _______________ 
 
 
 
 
 
 
 



For Departmental Use Only 
 
This form must be submitted regardless of funding source (UT or outside source).  
Individuals appointed without salary from the University must be reported to accrediting 
agencies as well as those paid by the University. 
 
Research or Subspecialty interest: ___________________________________ 
 
Funding Source: UT Other _______________________ 
(circle one)    (please specify) 
 
________________________________________ _______________________ 
Richard S. Ruiz, M.D. Date 
Professor and Chairman 
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