AO North America Application for Trauma and Fracture Care Travel
Preceptorship

(Brief Travel Fellowship for North American Practicing Surgeons)

Basic Aims

This Preceptorship will provide a practicing North American certified Orthopaedic, Maxillofacial,
Spine, or Veterinary Surgeon with the opportunity to improve or refine his/her skills in fracture

care. This will be done at an approved AO Center or with an AONA member.

Organization

The Preceptorship will provide round-trip economy airfare for the individual as well as living
expenses while participating in the Preceptorship -- total reimbursable expenses shall not exceed
$5000.00.

The applicant will be responsible for contacting the Preceptor he/she wishes to work with and
designing a program to accommodate his/her needs. These needs and objectives must be outlined
and submitted along with the application form with details as to how the Preceptorship will be
accomplished. The application should then be approved by the Preceptor the applicant will be
visiting with, and subsequently submitted, along with the expected dates of the Preceptorship, to
AO North America for final approval. The applicants' current CV should also be included with
the application. Upon completion of the Preceptorship, the participant should submit original
receipts for travel and living expenses to AO North America for reimbursement. When

submitting receipts, please indicate how the reimbursement check should be endorsed.

Application

The physician is asked to submit the completed application form, along with the appropriate

supporting documentation via the pdf form found on the following pages.
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Instructions for Completing the attached Form for the
AO North America Trauma and Fracture Care Preceptorship
Submissions for Preceptorships must be made utilizing the form on the following pages.
Instructions:

Before starting the form please review each field and insure you have all of the required
information and necessary attachments.

Place the cursor on the blank line next to the first field (Last Name) and key the requested data.
Use the tab key or the mouse to move between fields.

Click on the “Attach CV” and the “Attach Needs and Objectives” buttons then browse for the
corresponding documents. MS Word or PDF files are preferred.

When all fields have been completed click on the “Submit” button.
You will receive a Thank You page telling you the form has been submitted.

Your form will be processed in the AONA Business office within two business days and
forwarded to the program committee for approval.

You will be automatically alerted upon approval by the committee.

If you run into any issues during the processing of this form please email ellis.arlene@aona.org

Thank You.



AO North America Application for Trauma and Fracture Care Travel

Preceptorship
(Brief Travel Fellowship for North American Practicing Surgeons)
Applicant Information:
Last Name
First Name

Date of Birth

Permanent Home Address

City, State,Zip

Home Telephone No.

Name of University/Hospital

Complete Address of Hospital

(If you are in private practice, please
explain your position and indicate name
and address of primary hospital.)

City, State,Zip

E-Mail Address

Hospital/Office Telephone No.

Hospital/Office Fax No.

Present Position

Academic Appointment

Institution

Title

Check One: |:|Private Practice I:I Clinical F acultyl:l Full time Faculty

Year of Certification/Fellowship

Expected Dates of Preceptorship
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Application for AONA Trauma and Fracture Care Travel (continued)

Preceptor Information:

Last Name

First Name

Complete Title

Name of University/Hospital

Complete Address of Hospital

City, State,Zip

E-Mail Address
Hospital/Office Phone No.

Hospital/Office Fax No.

IMPORTANT:

To the Applicant:

Please attach your current CV, plus a letter or memorandum outlining your reasons for wanting to

do this preceptorship: your needs, objectives, and what you expect to gain from it.

Attach CV

INCOMPLETE APPLICATIONS WILL NOT BE CONSIDERED

Submit

Attach Needs and Objectives
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