APPLICATION FORM

Cornea, External Disease and Refractive Surgery Fellowship

Department of Ophthalmology and Vision Sciences, University of TorontoPRIVATE 

Co-Directors: Allan R. Slomovic MSc, MD, FRCSC, David S. Rootman MD, FRCSC, and Joshua C. Teichman, MD, MPH, FRCSC
TODAY’S DATE: ____________________

DATE OF APPOINTMENT REQUESTED: (FROM)___________ (TO)____________________

PERSONAL
LAST NAME (Family Name): _________________________________________________

GIVEN NAME(S): ___________________________________________________________

STREET ADDRESS: __________________________________________________________

APARTMENT NUMBER: ________   CITY: _______________ COUNTRY: _______________
POSTAL CODE: _____________  
TELEPHONE (Home/Cell): _________________________ 

EMAIL: ________________________________________

PERMANENT ADDRESS: _______________________________________________________

CITIZENSHIP: ____________________________________________________

LANDED IMMIGRANT: Yes_____ No______

LANGUAGES SPOKEN (PLEASE INDICATE YOUR DEGREE OF PROFICIENCY IN SPEAKING AND UNDERSTANDING ENGLISH): ____________________________________________________________


MEDICAL SCHOOL: ___________________________ YEAR OF GRADUATION: _____

(Attach certificate)

OPHTHALMOLOGY TRAINING INSTITUTION: _______________________ YEAR: _____

(Attach certificate)

HAVE YOU PASSED PARTS 1 & 2 OF THE MEDICAL COUNCIL OF CANADA EVALUATING EXAMINATION?  Yes____ No____ (attach certificate)

IF YOU HAVE NOT PASSED THE ABOVE EXAMINATION, YOU MUST BE REGISTERED AS AN OPHTHALMOLOGIST IN YOUR COUNTRY ACCEPTIBLE TO THE UNIVERSITY OF TORONTO 
(Attach certificate)

ARE YOU REGISTERED WITH THE COLLEGE OF PHYSICIANS AND SURGEONS OF ONTARIO? _____
EDUCATIONAL LICENCE NUMBER: __________________________

GENERAL LICENCE NUMBER: ______________________________

MALPRACTICE INSURANCE POLICY NUMBER: _________________________________


REFERENCES (name and email address):

1._________________________________________________________________________

2._________________________________________________________________________

3._________________________________________________________________________

DECLARATION:


SIGNATURE: _________________________________ DATE: _____________________      
IF I AM OFFERED AND ACCEPT THIS APPOINTMENT, I AGREE TO SERVE FOR THE PERIOD SPECIFIED AND TO FAMILIARIZE MYSELF WITH, AND TO ABIDE BY THE BY-LAWS, RULES, AND REGULATIONS OF THE UNIVERSITY OF TORONTO FOR THE DEPARTMENT OF OPHTHALMOLOGY. I ALSO AGREE TO REGISTER WITH THE COLLEGE OF PHYSICIANS AND SURGEONS OF ONTARIO (EDUCATIONAL REGISTRAR) AND AS A POSTGRADUATE STUDENT IN THE UNIVERSITY OF TORONTO.  

Please include: Copy of undergraduate medical degree, residency training and fellowship certification (otherwise require proof of MCCEE I&II)

Personal statement

Curriculum vitae

Three (3) letters of reference
For accepted applicants, on acceptance will be required to submit a signed Statement of Intent & Declaration and a Visa Processing Fee (approximately $150.00, Canadian money order/travellers cheques payable “University of Toronto”).

