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Fellowship Grant Request Form

Name and Title of Person Submitting Fellowship Grant Request Form:      
Date of Request:                      
Legal Name of the qualified teaching hospital:       
or

Legal Name of the qualified academic institution:       
Mailing Address of qualified teaching hospital or academic institution:      

    
Description of Fellowship Program:      
Date fellowship expected to begin:                                 
Length of fellowship:           
Purpose or Goal of fellowship program:      
When was the fellowship program established?      
Is the fellowship program approved by the Accreditation Council for Graduate Medical Education (ACGME) or the equivalent?       
Is there evidence that this fellowship could fulfill most of the criteria for accreditation?       
What criteria does the qualified teaching hospital or academic institution use to select fellows:       
Responsibilities of fellow (draft timetable, including nature of on-call, if any; clinical vs basic science research responsibilities, etc.):       
What is the case mix, i.e., amount of time spent on clinical vs basic science research:       
Existing funding for fellows, if any:       
Please provide the case list or breakdown of cases for the most recent year of the fellowship:      
Placements of previous fellows (if applicable):       
What publications/presentations have been generated from the fellowship program in the past?       
Provide Supporting Documentation:

You may have answered questions on this Form relating to the information requested below, i.e., some of this may appear duplicative to you.  However, to the extent you have copies of supporting documents, you need to include a copy of the following supporting documents:

(a) A detailed description of the qualified teaching hospital or academic institution’s residency and clinical fellowship programs;
(b) The name(s) and curriculum vitae of the physician(s) supervising the fellow;
(c) Evidence of the accreditation status of the qualified teaching hospital or academic institution’s medical residency and fellowship programs;
(d) A description of the process by which the fellow is selected; and

(e) The IRS letter indicating the qualified teaching hospital or academic institution’s status as a 501(c)(3) charitable organization or the equivalent in the case of a Educational Event Sponsor located outside the United States.

Amount of Fellowship Grant Request:  $           
__________________________________
____________
Requestor’s Signature


Date
Complete and submit along with any requested supporting documentation via email to: GrantRequest@ammd.com.  Please note that the completion of an Application Form does not represent a contractual agreement, nor does it guarantee that a Fellowship Grant will follow.

Please do not write below this line – for internal use only _______________________________________________________________________

	Outcome of Internal Review: 

 FORMCHECKBOX 
 Approved  FORMCHECKBOX 
 Declined
	Outcome of Internal Review: 

 FORMCHECKBOX 
 Approved  FORMCHECKBOX 
 Declined 

 FORMCHECKBOX 
 Meets Fellowship Grant Requirements

 FORMCHECKBOX 
 Additional Information

 FORMCHECKBOX 
 Does Not Meets Fellowship Grant Requirements

 FORMCHECKBOX 
 Additional Information



	Signature: ________________________
	Signature: ________________________

	General Manager of AMS Business Unit


	By:  Jeff Reed, Director of Compliance, 
Member of AMS Fellowship Grant Review Committee



	Date: _____________________________
	Date: _____________________________
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