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APPLICATION FORM - AEPC IMAGING WORKING GROUP JUNIOR CLINICAL GRANT

Given Name:	__________________________________________________________________				
Family Name: __________________________________________________________________
Date of birth: __ / __ / __
AEPC membership: Yes / No	
Imaging Working Group Member: Yes / No
Contact address: ______________________________________________________________
Email Address: _________________________________________________________________
Telephone Contact: _____________________________________________________________
Home institution (name and address): _____________________________________________
______________________________________________________________________________
Current position of the candidate: _________________________________________________
Supervisor in Home Institution (name and affiliation): ________________________________
______________________________________________________________________________
Contact of Home Supervisor (telephone and e-mail address): __________________________
______________________________________________________________________________
Proposed Host institution (name and address): ______________________________________ 
______________________________________________________________________________
Supervisor in Host Institution (name and affiliation): _________________________________
______________________________________________________________________________
Contact of Host Supervisor (telephone and e-mail address): ___________________________
______________________________________________________________________________
Description of the skills to develop/improve: ________________________________________
____________________________________________________________________________________________________________________________________________________________
Objective of the clinical stay (please specify also the reason of the host institution choice): ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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Contact of Host Supervisor (telephone and e-mail address): ___________________________ 

______________________________________________________________________________ 

Description of the skills to develop/improve: ________________________________________ 

______________________________________________________________________________

______________________________________________________________________________ 

Objective of the clinical stay (please specify also the reason of the host institution choice): 
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