
                                 Creighton Neurology Observership Application 
 
 
Full Name: 
 
Address: 
 
E-mail Address:  
Telephone Number: 
Fax Number:  
Date of Birth: 
 
Languages Spoken: 
 
Name of Medical School: 
 
Address of Medical School: 
 
Year of Graduation: 
 
Employment Address: 
 
Medical Specialty: 
Other training or degree: 
 
Citizenship: 
 
 
*Emergency Contact Information (within U.S.A.): 
Name: 
Relationship: 
Address: 
Phone Numbers: 
 
Areas of Interest within Neurology: 
 
Desired date of starting Observership: 
 
Signature:                                                                                       Date: 

Please send all information to: 
Creighton University Medical Center 
Department of Neurology 
Attn:  Kathy Andersen 
601 N. 30th St., Ste. 5300 
Omaha, NE 68131 
katander@creighton.edu 
402.280.4672 
 

mailto:katander@creighton.edu

