
APPLICATION FOR FELLOWSHIP IN ADVANCED CLINICAL 
AND TRANSPLANT HEPATOLOGY  

 
 
 

 
 
NAME (Last, First, Middle)   
 
ADDRESS (Street)   
 
 (City, State and Zip Code)   
 
PHONE NUMBERS Home:   Office:   FAX:   
 
E-MAIL   
 
DATE OF BIRTH   CITIZEN OF (country)   
 
NUMBER OF DEPENDENTS   
 
MEDICAL LICENSE NUMBER   STATE   
 
COMMENCEMENT DATE OF FELLOWSHIP 
(Please indicate the commencement date for which you are applying)   
 
 
Please mail completed application to: 
 

Norah A. Terrault, MD, MPH 
Attn: Sadie McFarlane. 
Division of Gastroenterology 
University of California, San Francisco 
513 Parnassus Avenue, S-357 
San Francisco, CA 94143-0538 

 
 
 
 
 
 
“The University of California, San Francisco, in compliance with Titles VI and VII of the Civil Rights Act of 1964, Title IX of 
the Education Amendments of 1972, and Section 504 of the Rehabilitation Act of 1973, does not discriminate on the basis of 
race, color, national origin, religion, sex, or handicap in any of its policies, procedures, or practices. This nondiscriminatory 
policy covers admission and access to, and treatment and employment in, University programs and activities, including but 
not limited to, academic admissions, financial aid, educational services, and employment.” 
 
Inquiries regarding UCSF's equal opportunity policies may be directed to: Affirmative Action Office, UCSF  (415) 476-4752 

University of California 
San Francisco 

UCSF 
Division of Gastroenterology 
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EDUCATION AND PROFESSIONAL EXPERIENCE (or provide curriculum vitae) 
 

 
PRESENT AND FUTURE INTERESTS: On a separate sheet, please summarize in up to 300 
words your present interests, plans for the future and any additional information that you 
think will be helpful in processing your application, and identifying a suitable mentor for your 
planned fellowship.  Also, please describe briefly any research or special clinical activities in 
which you hope/expect to spend time during a fellowship in this program. 
 
PLEASE provide a separate curriculum vitae including publications with this application. 
 
LETTERS OF RECOMMENDATION:  Please ask three individuals to send a letter of 
recommendation commenting on your clinical competence, background, achievements, and 
potential directly to Dr. Norah Terrault (see mailing address on last page).  List their names and 
addresses here: 
 
1. 
 
 
 
2. 
 
 
 
3. 
 
 

INSTITUTION LOCATION NO. OF 
YEARS DATES DEGREE 

RECEIVED 
College or University: 
 
 

    

Graduate or Medical School: 
 
 

    

Internship, Residency 
or Equivalent: 
 
 

    

Postdoctoral Research Training 
or Fellowship: 
 
 

    

Faculty Positions: 
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