
 

    
  
 
 
 

2010 ACFAS RECOGNIZED  
FELLOWSHIP PROGRAM APPLICATION 
  
 
 

 
(PLEASE TYPE OR PRINT LEGIBLY. ALL ITEMS MARKED WITH A STAR WILL BE USED TO LIST APPROVED PROGRAMS AS AN “ACFAS 
RECOGNIZED FELLOWSHIP”) 
 
 
 
*FELLOWSHIP PROGRAM NAME:   
 
_______________________________________________________________________________________                 
 
 
*FELLOWSHIP TYPE:  
 
  RECONSTRUCTIVE SURGERY   SPORTS FOCUSED  DIABETIC LIMB SALVAGE 
 
  OTHER (PLEASE SPECIFY) ______________________________________________________ 
 
 
 
*PROGRAM DIRECTOR NAME:   
 
_______________________________________________________________________________________                
  
 
PROGRAM DIRECTOR CONTACT INFORMATION: 

 
CLINIC/INSTITUTION:  _____________________________________________________________ 

 
 ADDRESS:  ______________________________________________________________________ 

   
 ________________________________________________________________________________ 

 
  _________________________________________________________________________________ 
   (CITY)       (STATE/PROVINCE)        (POSTAL CODE)           (COUNTRY) 
 
 TELEPHONE: Office  (______) ______________________________________________ 
 
 FAX: Office                (______) ______________________________________________ 
 

 E-MAIL ADDRESS: _______________________________________________________ 
 
 
*OTHER PROGRAM FACULTY:  
 
             
 
             
 
             
 
             

 
 



*SPONSORING INSTITUTION CONTACT INFORMATION: 
 

CLINIC/INSTITUTION:  _____________________________________________________________ 
 

 ADDRESS:  ______________________________________________________________________ 
   

 ________________________________________________________________________________ 
 

  _________________________________________________________________________________ 
   (CITY)       (STATE/PROVINCE)        (POSTAL CODE)           (COUNTRY) 
 
 TELEPHONE: Office  (______) ______________________________________________ 
 
 FAX: Office                (______) ______________________________________________ 
 
 E-MAIL ADDRESS: _______________________________________________________ 
 
 WEB SITE: ______________________________________________________________ 
 
  

 POSITION LOCATION(S):  _________________________________________________ 
   
  _______________________________________________________________________ 
 
 
 
*POSITION DETAILS: 
 
 PROGRAM DURATION:   _______________________________________________________ 
 
 
 PROGRAM START AND END DATES:_____________________________________________        
 
  
 APPLICATION DEADLINE: ______________________________________________________ 
 
 
 STIPEND: ____________________________________________________________________      

 

BENEFITS PROVIDED:   
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 

 
 
 
*NUMBER/TYPE OF POSITIONS: 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
 
 
*RESEARCH REQUIREMENTS: 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 



*PROGRAM SUMMARY / TRAINING GOALS (PLEASE LIMIT TO 250 WORDS): 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
___________________________________________________________________________________ 
 
 
 
 
PROGRAM DIRECTOR SIGNATURE IS REQUIRED BELOW: 
 
 
I ATTEST TO THE ACCURACY OF THE INFORMATION PROVIDED IN THIS REPORT. I AUTHORIZE THE 
COLLEGE TO MAKE SUCH INQUIRIES AND OBTAIN INFORMATION AS IT DEEMS NECESSARY OR 
APPROPRIATE TO EVALUATE THIS FELLOWSHIP PROGRAM. I UNDERSTAND THAT THIS INFORMATION 
WILL REMAIN CONFIDENTIAL. I FURTHER AUTHORIZE ANY HOSPITAL, ANY MEDICAL STAFF, ANY 
MEDICAL ORGANIZATION AND ANY PERSON, WHO MAY HAVE INFORMATION THAT THE COLLEGE 
DEEMS RELEVANT TO ITS EVALUATION OF THIS APPLICATION, TO PROVIDE SUCH INFORMATION TO 
THE COLLEGE UPON ITS REQUEST. 
 
 
_____________________________________________     _________________________ 
FELLOWSHIP DIRECTOR SIGNATURE      DATE 
 
 

PLEASE COMPLETE THIS APPLICATION AND RETURN TO ACFAS:  
 

 VIA MAIL TO:  ACFAS, ATTN: MICHELLE BROZELL  
  8725 W HIGGINS RD #555 
  CHICAGO IL 60631 
 
 VIA FAX TO:  (773) 693-9304, ATTN: MICHELLE BROZELL  
 
 OR VIA EMAIL TO:  mbrozell@acfas.org 
 

YOUR APPLICATION WILL BE REVIEWED AND YOU WILL RECEIVE A RESPONSE  
WITHIN TWO WEEKS OF RECEIPT AT THE ACFAS OFFICE. 


