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Hair Restoration Surgery 

*Return completed form with a copy of your CV to the Fellowship director
fjimenez@mediteknia.com and 

Full Name:  

Degree:  

 

Current Contact Information 

Preferred e-mail address:  

Street Address: 

City:                                                                  Country:

State/Province:                                    

Telephone:  

Citizenship/Status: 

Birth Date:                                        

 

Education 

Collegue:  

Medical: 

Others: 

 

 

www.clinicadelpelo.com C/Avenida Alcade Ramírez Bethencourt, 20. Las Palmas de G.C.

Hair Restoration Surgery Fellowship

Application Form 
Return completed form with a copy of your CV to the Fellowship director

 administracion@mediteknia.com. 

 

City:                                                                  Country: 

State/Province:                                               Zip Code: 

                                        Birth Place: 

C/Avenida Alcade Ramírez Bethencourt, 20. Las Palmas de G.C. 

Fellowship 

Return completed form with a copy of your CV to the Fellowship director 



 

 
info@clinicadelpelo.com 928 23 22 78 

 

 

 

 

Residency Program 

Institution: 

Field:                                                         

Institution: 

Field:                                                                                                    Dates:

Other:  

 

Present Employments: 

 

Overall Career Goals (practice, academic, etc..

 

Special Areas of Interest: 

 

Research Interest: 

 

Medical Licensure (state/year):

 

I hereby declare that the information contained within this application is true and accurate. I 
understand that supplying misinformation to the questions above is grounds 
including immediate dismissal from the program.

Date:                                                                                   Signed: 

 

 
 

www.clinicadelpelo.com C/Avenida Alcade Ramírez Bethencourt, 20. Las Palmas de G.C.

Field:                                                                                                    Dates:  

Field:                                                                                                    Dates:  

Overall Career Goals (practice, academic, etc..): 

Medical Licensure (state/year): 

I hereby declare that the information contained within this application is true and accurate. I 
understand that supplying misinformation to the questions above is grounds for 

dismissal from the program. 

Date:                                                                                   Signed:  

C/Avenida Alcade Ramírez Bethencourt, 20. Las Palmas de G.C. 

I hereby declare that the information contained within this application is true and accurate. I 
for disciplinary action, 


