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 Advanced Training in Nephrology
New Zealand Advanced Training Subcommittee - Nephrology
 APPLICATION FOR PROSPECTIVE APPROVAL OF ADVANCED TRAINING
	Note:
	· Training should be undertaken in a minimum of two centres.
· One application form is required for each training run.
· Two supervisors are required


1.
PERSONAL DETAILS

	Full Name of Trainee:


	     
	     

	
	SURNAME / FAMILY NAME
	GIVEN / FIRST NAME(S)

	Full Address:
	     

	E-mail:
	
The College will use email as the primary method to communicate with you throughout your Advanced Training so please check your emails regularly.  Please ensure you notify the College when updating your work and home email addresses.

	
	

	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

	Training Status:


	 FORMCHECKBOX 

	Advanced Training (completed basic training and passed the FRACP Examination)
	 FORMCHECKBOX 

	Conditional Advanced Training 

(completed basic training and sitting the FRACP Examination)
	 FORMCHECKBOX 

	Post FRACP Training 

(have been admitted as a Fellow of RACP)

	Dual Training:


	 FORMCHECKBOX 

	Please specify the other ATC/ATS under which you are training:
	


3.
DETAILS OF TRAINING PROGRAM
	Year of Advanced Training:
	 FORMDROPDOWN 

	

	

	Training in the following subspecialty:
	     

	
	

	Core clinical, non core clinical or research:
	     

	

	 FORMCHECKBOX 

	Full time
	or
	 FORMCHECKBOX 

	Part time
	If part time, please state percentage of full

time training, or list of days/hours worked:


	     %

	

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

	dd/mm/yy
	dd/mm/yy

	Post or position:
	     

	Hospital:
	     

	Hospital Postal Address: 
	     


4.
SUPERVISOR(S)
You are strongly encouraged to have two supervisors for each period of training. 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: 
	     

	E-mail: 
	      






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: 
	     

	E-mail: 
	     


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 a Supervisor, and need not be in the same area or hospital, as long as regular contact is maintained.

Name of Mentor: 


Mentor’s Address: 


Please provide a weekly timetable for your position, outlining what you are doing each day

	
	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 hospital
	
	Other (please indicate)


Clinical Activities and Responsibilities on an average working week
	Number of inpatients 
	     
	Speciality of Clinic
	     


	Number of outpatient clinics
	     
	Number of hours in clinical activities per week
	     


	Number of ward rounds per week

	     
	Specialty of clinics
	     


	Frequency of Grand Rounds 

per week
	     
	Clinic hours expressed as a percentage of total hours per week
	     %

	
	     
	Number of hours on call
	     


Acute Care:
Describe frequency and content of your acute care work

	     


Administrative Responsibilities

     
Responsibilities at associated centres/peripheral hospitals

	     



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

	     


Teaching

Details of conferences you plan to attend/have attended

	Name of Conference
	Dates
	CME Accreditable (please tick)

	
	
	

	
	
	

	
	
	

	
	
	


Diagnostic Techniques (if applicable)
Describe exposure to specialised investigative procedures

Previous runs: (indicate techniques and number performed)

Technique
Number performed

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     


Current run: (indicate techniques and number to be performed)

Technique
Number expected to be performed

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     


Teaching

Indicate hours per week to be spent in teaching

	Undergraduates
	     
	Intern/RMOs
	     
	Basic trainees
	     
	Nursing staff
	     


Publication and Research activities and Project Topics 

	Indicate hours per week to be given to research
	     


Project Topic
Please describe the research project that you plan to undertake in consultation with your supervisor. Please refer to the handbook Requirements for Physician Training (pre-PREP trainees) and the  website for PREP Advanced Training in Nephrology Program Requirements for information and guidance concerning preparation and submission of project reports.

Research activities and Project Topic:
	     


Please list publications:
	     


Intended publications:
	     


6.
BRIEF OUTLINE OF ADVANCED TRAINING ALREADY UNDERTAKEN
	     


7.
BRIEF OUTLINE OF ADVANCED TRAINING INTENDED SUBSEQUENT TO THIS YEAR

	     



Important Checklist for Trainees  

(To be kept by trainee)
	( if completed


	

	 FORMCHECKBOX 

	Supervisors’ signatures and my signature on page 2.    VERY IMPORTANT!

	 FORMCHECKBOX 


	Personal copy of the completed application form to file.

	 FORMCHECKBOX 


	 Email the original completed application form to the College by the appropriate due date for NEW ZEALAND
15 December | first half or whole of the following year

30 April | May to August rotations

30 June | second half of the current year


	Email to:
nephrology@racp.org.nz
	New Zealand Office:

Enquiries: 

Tel: 
04 472-6713

Fax: 
04 472-6718

	Application Submission and Enquiries:

Please submit your application to the College office located in the country where you completed Basic Training. You will receive an acknowledgment email upon receipt of your application form at the College.  



	Notification of Approval:

Once your application has been considered by the nominated training 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.

· Applications submitted after the published deadlines will incur an administration surcharge. 

· Consideration of applications submitted after the deadline may be delayed. 

· The College retains the right to decline applications submitted after the specified deadline. 

· If your application is submitted late you must attach a covering letter outlining the reasons for the delay. 




RACP

ATAPGENERAL MEDICINE
PAGE  
Page 1
NZ Nephrology Application for Prospective Approval – updated 14 April 2021 

