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European Association of Urology Nurses 

Fellowship Programme

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

HOST INSTITUTION APPLICATION FORM

Institutional Name
_____________________________________
Department
_____________________________________
Address
_____________________________________

_________________________________​​____

_____________________________________

Contact Person
_____________________________________
E-mail
_____________________________________
Website
_____________________________________
Capacity
Maximum number of Fellows that can be 
accommodated at one time 
__________________
_
Maximum number of fellows per year
__________________
_
Suitable time of year
___________________
Languages spoken by staff
Please indicate the languages that are confidently spoken by a majority of the  staff in the areas of your Hospital / Institution where Fellows will be based.
1. ( English

2. ( French

3. ( German

4. ( Spanish

5. ( Other: _____________________________________________

Facilities
Please indicate the ability of your Hospital / Institution to provide the following facilities for Fellows

· Accommodation at reasonable cost close to the Hospital
( Yes   ( No
· Dining facilities
( Yes   ( No

· Nursing Mentor for the duration of the Fellow’s visit
( Yes   ( No

Programme

From the lists below please indicate (√) the types of programmes and experience that a visiting Fellow might experience in your Hospital Institution.  Please tick as many boxes as you feel appropriate and feel free to list other areas of urology.
(
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]








_________________

Other requirements
In the space below, please list any other requirements your Hospital / Institution has in providing the Fellowship programme

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Enclosures

In completion of this final section please refer to the appropriate appendix for information.
Health Certificate Required?

(  Yes  
(  No
        (Appendix__)
If ‘Yes’, please indicate the type of certification required and the health issues that require addressing in such certificates.
___________________________________________________________
(   
If no active participation in the patient care, health certificate is not 
needed.

Appendix 1
Agreement to act as a Host Hospital / Institution


I,  ___________________________________ , Head of Department, have read the rules pertaining to the EAUN Fellowship and support the application of  ________________________________  to act as a Host Institution.

____________________________ Signature of Head of Department

____________________________ Date

Appendix 2
Description of Hospital / Institution

In no more than 300 words please provide a brief description of your Hospital / Institution indicating issues such as bed numbers, geographical location and population served. Please type this section.
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