
 
Important Notes: 
Forms must be legible 
 
Complete forms in CAPITAL 
LETTERS & Black Ink 
 
 
 
Electronic submission of the 
application form and additional 
documents is strongly 
recommended. 
 
 
 
 
Invitation from the hosting institution 
MUST be attached. 
 
 
 
 
Email address is obligatory! 
 
 
 
Please ensure that all necessary 
documents are attached to this 
application. 
 

 
Complete CV with summary of 
training experience 
 
Recent Photo 
 
 
Copy of National Medical 
Diploma 
 
List of Publications 
 
 
Approval by the hosting 
institution 

 
Only Fully Completed Applications 
Will Be Considered 
 
 

 
APPLICATION FOR VISITING FELLOWSHIP GRANT 

 
EUROPEAN ASSOCIATION FOR CARDIO-THORACIC SURGERY 

EACTS Executive Secretariat 
3 Park Street, Windsor, Berks SL4 1 LU, UK 

Tel: + 44 (0)1753 832166, Fax: +44 (0)1753 620 407 
E-mail: info@eacts.co.uk 
Website:  www.eacts.org 

 
Deadline for applications: 01 May & 01 September each year 

 
 
Family Name __________________________________________________________ 
 
First Name _________________________________Title: Dr/Mr./Ms ______________ 
 
Date of Birth  ______________________ Received Medical Degree in Year_________ 
 
Professional Position ____________________________________________________ 
 
Start date of training in cardiac and/or thoracic surgery:  
 
 ____________ Year____________ Month   
 
Department  ___________________________________________________________ 
 
Hospital ______________________________________________________________ 
 
Address ______________________________________________________________ 
 
City and Postal Code __________________________ Country ___________________ 
 
Email ________________________________________________________________ 
 
Telephone No + (Country Code) ___________________________________________ 
 
Fax No + (Country Code) __________________________________________________
 
 
 
 

Certification From Chief of Department 
 
Family Name __________________________________________________________ 
 
First Name _______________________________Title:Prof/Dr/Mr/Ms ______________

I certify that the Applicant works as a trainee in my department and he is welcome to 

return to this institution after completing his Visiting Fellowship. 

 

At (Hospital/Institution) ____________________________________________________

 
Email ________________________________________________________________ 
 
Telephone No + (Country Code) ___________________________________________ 
 
Fax No + (Country Code) __________________________________________________

 

Head of Department Signature _____________________________________________

 

Date  _________________________________________________________________

 



 
 

 
 
 

 

 

Electronic Submissions: 
info@eacts.co.uk 
 
Fax to 

+44 1753 620407 
or  

Mail to  
EACTS Executive Secretariat:  
3 Park Street 
Windsor 
Berks SL4 1LU, UK 

 

 
 
 
 
 
I intend to visit the following institution(s): 
 

• Head of Department: __________________________________________ 
 

• City:  _______________________________________________________ 
 

• Name of institution*:  __________________________________________ 
 

_______________________________________________________________ 
 
 
*Invitation letter from the hosting institution MUST be attached. 

 
 

If several institutions are to be visited, please fill out additional forms.   
 
ONLY FULLY COMPLETED APPLICATIONS WILL BE CONSIDERED 

 


