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	Aotearoa New Zealand 

Joint College Training Subcommittee  —Haematology
	


	INFORMATION ON APPLICATION FORMS

	This application form is for use by:

1. Aotearoa New Zealand Advanced Trainees 

2. Conditional Advanced Trainees

3. Post-Fellowship Trainees (clinical training program only)


This form should be submitted to the RACP and a copy retained for your own records. 

The application form is not intended for retrospective approval of training previously completed. For enquiries about these circumstances, contact the RACP Aotearoa New Zealand office.
If you intend to interrupt your training, take longer leave or withdraw from training you will need to complete another application form.


	APPLICATION CLOSING DATES (AOTEAROA NEW ZEALAND)

	30 April for approval of April-August rotation
	30 June for approval of training beginning in the second half of the current year


	15 December for approval of training starting the following year

	APPLICATION SUBMISSION AND ENQUIRIES

	Please submit your application to the two College addresses below. You will receive an acknowledgment email upon receipt of your application form at the College.

Email:  Haematology@racp.org.nz 

Phone: 
64 4 472 6713



	REQUIREMENTS FOR PHYSICIAN TRAINING

	Refer to the Clinical Haematology Advanced Training Program handbook.

	PRIVACY LEGISLATION

	The College complies with the requirements of the Aotearoa New Zealand Privacy Act 1993 and the National Privacy Act 1988 (Cwlth) (Australia) and has adopted the Australian National Privacy Principles as the guidelines for ensuring the protection of personal information in its care. This policy applies to all personal information collected, stored, used and disclosed by the College. See our privacy policy.
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Advanced Training in Clinical Haematology
Note: One application form is required for each training rotation.
1.
PERSONAL DETAILS
	Full name of trainee:


	     
	     

	
	Surname / family name
	Given / first name(s) or preferred name

	Full address:
	     

	Email addresses:
	Work:  
The College will use email as the primary method to communicate with you throughout your Advanced Training. Please ensure your email addresses are up-to-date regularly by checking your details via MyRACP.

	
	

	Phone (Mobile):
	     
	Phone (Work):
	     

	Phone (Home):
	     
	Fax:
	     

	
	
	
	

	Date of birth:
	     
	Gender:
	 FORMCHECKBOX 

	Male
	 FORMCHECKBOX 

	Female


	
	
	
	
	
	
	

	Iwi affiliation / Indigenous descent: 
	     

	Citizenship/residency status:
	     


2.
TRAINEE DETAILS
	Division:
	 FORMCHECKBOX 

	Adult Medicine
	 FORMCHECKBOX 

	Paediatrics & Child Health

	Is this your first Advanced Training application? (Y/N)
	     

	Advanced Trainee
Completed Basic Training and passed the RACP Examinations



	Year passed RACP Written Examination:
	     

	Year passed RACP Clinical Examination:
	     

	
	

	Year of Advanced Training:
	     

	Are you also currently dual training under another ATC/ATS? (Y/N)
	     
	Year of training in that specialty?
	     


3.
DETAILS OF TRAINING PROGRAM
	

	 FORMCHECKBOX 

	Full-time
	or
	 FORMCHECKBOX 

	Part-time
	If part-time, please state percentage of full-time training or list days/hours worked:

	     %


	
	

	

	Duration of this training run:    (months)
	     
	Commencing:
	     
	Ending:
	     

	dd/mm/yy
	dd/mm/yy

	Post/position:
	     

	Hospital:
	     

	Hospital postal address: 
	     


4.
SUPERVISOR(S)
You are required to have two supervisors for each period of training, wherever possible. The primary supervisor may, if appropriate, complete a composite Supervisor’s Report which is co-signed by any additional supervisors. 
Note:  Both trainee and supervisor(s) must sign the application before it is submitted to the College.
SUPERVISOR #1
	Full name of supervisor:
	     

	Qualification(s):
	     
	Accredited supervisor 

(Y / N / First time):
	     

	Hospital postal address:
	     

	
	

	Phone: 
	     
	Fax: 
	     

	Email: 
	      






Note: Trainees are required to show previous supervisors’ reports to current supervisors in order to assist both trainees and supervisors with the development of relevant learning plans for the current training period. This requirement is not applicable if this is the first advanced training period.

 FORMCHECKBOX 
 
I (supervisor) have sighted the supervisors’ reports from previous training periods (if applicable) for this trainee.
_______________________
________________
______________________
____________
Supervisor's Signature

Date (dd/mm/yy)
Trainee's Signature
      
Date (dd/mm/yy)

SUPERVISOR #2
	Full name of supervisor:
	     

	Qualification(s):
	     
	Accredited supervisor 

(Y / N / First time):
	     

	Hospital postal address:
	     

	
	

	Phone: 
	     
	Fax: 
	     

	Email: 
	      






Note: Trainees are required to show previous supervisors’ reports to current supervisors in order to assist both trainees and supervisors with the development of relevant learning plans for the current training period. This requirement is not applicable if this is the first advanced training period.

 FORMCHECKBOX 
 
I (supervisor) have sighted the supervisors’ reports from previous training periods (if applicable) for this trainee.
_______________________

________________
______________________
____________
Supervisor's Signature

Date (dd/mm/yy)
Trainee's Signature
      
Date (dd/mm/yy)
Trainees are strongly recommended to nominate a mentor for long term guidance. A mentor may be a senior member of the College, or senior colleague you can trust and relate to freely.  Your mentor may give advice on training and career matters, and if a problem arises, may be useful to talk to or help with liaison between yourself, the supervisors and the College. A mentor should not be your supervisor and need not be in the same area or hospital, as long as regular contact is maintained.

Name of mentor:      
Mentor’s address:      
WEEKLY TIMETABLE FOR YOUR POSITION
Please specify with details of your daily activities.
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	am
	     
	     
	     
	     
	     

	pm
	     
	     
	     
	     
	     

	     


5.
TRAINING ACTIVITIES

Appointment in:  
	     
	%  public hospital  
	     
	%  private hospital  
	     
	%  private facilities in public hospital  

	     
	% private outpatient clinics within public hospitals
	     
	Other (please indicate)


Clinical activities and responsibilities on an average working week
	Number of outpatient clinics per week:
	     
	
	Speciality of clinic:
	     


	Number of inpatients per week:
	     
	
	Other ambulatory core activity: 
	     


	Number of ward rounds per week:
	     
	
	Number of hours on call per week/month:
	     


Administrative responsibilities:
     
Responsibilities at associated centres/peripheral hospitals:
	     



Laboratory responsibilities 
Include estimate of proportion of time spent in performance, reporting and interpretation of haematological/immunological tests.

Note: For the laboratory component of training, candidates must occupy a position in a laboratory accredited by the Board of Censors of the Royal College of Pathologists of Australasia. 

	     



6.
TEACHING AND RESEARCH ACTIVITIES
Teaching

Indicate hours per week to be spent in teaching.
	Undergraduates:
	     

	Intern/RMOs:
	     

	Basic Trainees:
	     

	Nursing staff:
	     


Other training activities
Details of educational activities available ‘in house’, peer review sessions, ward teaching or journal club.

	     


Details of conferences you plan to attend/have attended
	Name of Conference
	Dates
	CME Accreditable (Y/N)

	
	
	

	
	
	

	
	
	

	
	
	


RESEARCH 
	Publication and Research activities — indicate hours per week to be given to research:
	     


Details of research activities as well as details of any papers you will be presenting/have presented during the period:  

	     


Intended publications:
	     


7.
BRIEF OUTLINE OF ADVANCED TRAINING ALREADY UNDERTAKEN
	     


	     



8.
BRIEF OUTLINE OF ADVANCED TRAINING INTENDED SUBSEQUENT TO THIS YEAR
PRE-SUBMISSION APPLICATION CHECKLIST
	( if completed



	 FORMCHECKBOX 

	My supervisors and I have signed this form on page 2. 

	 FORMCHECKBOX 

	I have made a copy of the completed application form for my personal records.

	 FORMCHECKBOX 

	I have posted the original of the completed application form to the College by the appropriate due date.
 


	NOTIFICATION OF APPROVAL

	Once your application has been considered by the nominated supervising committee you will be notified of the decision. Whenever possible this advice will be sent within six weeks of the application deadline. The committee will either, approve the application, decline the application or defer the decision pending provision of further information. 



	PAYMENT OF RACP TRAINING FEES

	If you’re an Aotearoa New Zealand trainee you will be sent an invoice for Advanced Training.  

See current training fees.
For queries or support regarding your training fees, email racp@org.nz or telephone 64 4 472 6713.
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