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European Association of Urology Nurses 

Fellowship Programme
Short term visit: min. 1 – max. 2 weeks

APPLICATION FORM
Name


_______________________________________
Home address
_______________________________________



_______________________________________



_______________________________________
Country

_______________________________________
Hospital Address
_______________________________________



_______________________________________



_______________________________________



_______________________________________
Email


_______________________________________
Date of qualification in nursing __________________________
Time working in urology
Years _______     Months _______
Are you a member of the national urological 

nurses society 
     ( Yes   ( No   ( There is no national society
Languages
Please indicate the languages in which you are confident (including your own) 

1. ( English

2. ( French

3. ( German

4. ( Spanish

5. ( Other: ________________________________________  


Please indicate the length of the visit

1. ( one week 

2. ( two weeks

Budget

Estimated expenses in Euros
1. Travel
​​​___________________________ 
EURO

2. Visa
​​​___________________________
EURO

3. Insurance costs
​​​___________________________
EURO

4. Lodging
​​​___________________________
EURO

5. Food/Meals
​​​___________________________
EURO

	



TOTAL
​​​___________________________
EURO

Programme

Please indicate whether you require the General or Specialised programme and indicate which area(s) within your chosen programme you are especially interested in.
(
General Programme

(
Specialised Programme


(
Ward




( 
Paediatric urology


(
Operating Room


(  
Urodynamics


(
Outpatients Department

( 
Stone Treatment


(      
Other [Please specify]

( 
Lithotripsy

____________________________
( 
Continence 









management








(  
Prostate Disease








( 
Microwave Therapy








(  
Home / Ambulant care








(  
Palliative care




( 
Other [Please specify]








_________________
Host Institution

Please review the list of host institutions ensuring that your chosen host can provide the experiences you require.
Name
_____________________________________________

Address
_____________________________________________


_____________________________________________

_____________________________________________

_____________________________________________
Country
_____________________________________________
Enclosures
Please complete the final section and make sure the following items are enclosed:
1.
Curriculum Vitae






 
2.
Health Certificate

(   Yes 
(  No


Ask the host institution if this is required.
3.
Agreement from home institution





I,  ___________________________________ , Head of Department, have read the rules pertaining to the EAUN Fellowship and support the application of  ________________________________  for a Fellowship visit to a Host Institution.
____________________________ Signature of Head of Department

_________________________​___ Date

Declaration of Applicant

I,  __________________________________ , declare that the details I have given in this application are accurate.  I have read and agree to be bound by the rules pertaining to the Fellowship programme.

____________________________ Signature of Applicant

____________________________ Date

4.
Motivation for Fellowship Application
In the space below and in no more than 500 words, please indicate your reasons for applying for the Fellowship. This section must be typed.
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