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Global Child Health Fellowship Application Form – 2026/2027 
 
1. Contact Information 

 
First name: _________________________   Last name: ______________________________ 
 
Email address: ______________________________  Phone number: ___________________ 
 
Country of citizenship: 
_______________________________________________________________ 
 
Mailing Address 
 
Address: 
____________________________________________________________________________ 
 
City: ________________________________  Province or State: ________________________ 
 
Postal or Zip Code: ___________________  Country: ________________________________ 
 
2. Fellowship Track  
 
Track to which you are applying:             Research (Track 1)             Capacity Building (Track 2) 
 
3. Education Information 

 
 
Master’s degree               Yes           No           
 
Year completed (or expected): _________        Program: _______________________________  
 
Thesis title:_____________________________________________________________________ 
      
PhD                                        Yes           No 
 
Year completed (or expected): _________     Program: _________________________________ 
 
Thesis title:_____________________________________________________________________ 
      
Nursing                                 Yes           No 
 
Year completed: _________    Licensed to practice in Ontario?         Yes           No 
 
If not licensed in Ontario, where do you hold your license? _____________________________ 
     
Medicine                              Yes           No 
 
Year completed: _________     Licensed to practice in Ontario?         Yes           No 
 
If not licensed in Ontario, where do you hold your license? ______________________________ 
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Residency training              Yes           No 
 
Year completed residency: _________    Residency Program:_____________________________ 
 
Sub-specialty training (complete or in progress)          Yes           No 
     
If you have completed or are currently pursuing sub-specialty training, answer the following 
questions.       
 
Program: ____________________________________   Year completed (or expected): ________ 
 
University/Hospital:______________________________________________________________        
Allied Health                          Yes           No 
 
Year Completed: _________    Program:____________________ 
    
Licensed to practice in Ontario?        Yes           No 
 
If not licensed for Ontario, where do you hold your license? _________________________ 

     
4. Research Interests (Track 1 applicants only) 
 
The C-GCH will match candidates with mentors who have projects available that align with a 
fellow’s areas of interest and expertise.  
 
Have you met with any C-GCH core faculty members to discuss potential research project 
ideas?           
        
           Yes            No  
 
If yes, please list the names of all core faculty with whom you’ve met to discuss potential 
fellowship project ideas (separate names with a semicolon). 
 
____________________________________________________________________________ 
 
Are you interested in working on one of the pre-specified research projects that are listed on our 
webpage (Fellowship opportunities/Global Child Health (GCH) Fellowship/Project examples)? 
 
          Yes            No 
 
If yes, please list the project title that you are interested in working on. 
 
 
____________________________________________________________________________ 
 
5. Use of Artificial Intelligence (AI) Declaration 
 
We do not prohibit the use of AI tools (e.g., ChatGPT, CoPilot, etc.) in the preparation of 
fellowship applications. However, applicants must disclose if and how AI tools were used to 
prepare their applications. 
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Did you use AI tools to support the preparation of any aspect of your application to the 
fellowship program? 
 
           Yes            No  
 
 
If yes, briefly describe which tools were used, how they were used and indicate which material 
within your application is AI-generated. 
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