The Application Form for Approval of a Training Centre 
(EBGH 3)
The Application Form for Approval of a Training Centre (EBGH 3), should be completed and returned via email to Ana Tavares, Executive Secretary at

febgapplications@eubog.org
Together with:
· Scanned copy of completed bank transfer of €2,500 to:
The Section of Gastroenterology, EUMS’,

Banque Generale Luxembourg,

50 av JF Kennedy L-2951,

Luxembourg

Account Number (IBAN): LU47 0030 0109 1080 0000

Bankswift/BIC: BGLLLULL

All the senior staff at the training centre should at the same time complete the EBGH 5 for the Certificate of Fellowship of the European Board of Gastroenterology & Hepatology.

A site visit by two international inspectors will be arranged as soon as possible. The training centre must pay the Inspection Fee of €2,500.00 as set by the European Board and Section of Gastroenterology & Hepatology. This fee covers the transportation expenses, accommodation and incidental expenses of the inspectors.


APPLICATION FORM


FOR APPROVAL AS A TRAINING CENTRE OF THE


EUROPEAN BOARD OF GASTROENTEROLOGY & HEPATOLOGY 
(EBGH 3)

	Name of Hospital or Hospital Group:

	Name of Department/Rotation:

	Address:

	Phone:






Fax:

	Email:

	

	NATIONAL STATUS OF THE UNIT:

	Approved for Gastroenterology Training by the appropriate National Body:
	Yes / No

	University Hospital:  
	Yes / No

	University Affiliated:
	Yes / No

	For Training Rotation, please ask the Unit Training Director in each Hospital to complete the appropriate sections (pages 20-22) of this form for that Hospital.

	

	ASSOCIATED HOSPITALS/CLINICS

	1.
	Name of Hospital:

	
	Name of Department/Rotation:

	
	Address:

	
	Phone:
	Fax:

	
	Email:

	
	University Hospital:
	Yes / No

	
	University Affiliated:
	Yes / No

	
	Approved for Gastroenterology Training by the appropriate National Body:
	Yes / No

	2.
	Name of Hospital:

	
	Name of Department/Rotation:

	
	Address:

	
	Phone:
	Fax:

	
	Email:

	
	University Hospital:
	Yes / No

	
	University Affiliated:
	Yes / No

	
	Approved for Gastroenterology Training by the appropriate National Body:
	Yes / No

	3.
	Name of Hospital:

	
	Name of Department/Rotation:

	
	Address:

	
	Phone:
	Fax:

	
	Email:

	
	University Hospital:
	Yes / No

	
	University Affiliated:
	Yes / No

	
	Approved for Gastroenterology Training by the appropriate National Body:
	Yes / No

	

	Are these Hospitals approved/seeking approval by the European Board of Gastroenterology & Hepatology?

	1.

	2.

	3.


* Please copy above section and complete if more than 3 Associated Hospitals/Clinics

	NAMES OF TRAINEES IN GASTROENTEROLOGY IN YOUR CLINIC?

	1.
	

	2.
	

	3.
	

	4.
	

	

	TITLES OF TRAINING POSTS (fellows, assistants, research fellows ,other )

	1.
	

	2.
	

	3.
	

	4.
	

	SENIOR STAFF OF THE CLINIC INVOLVED IN GASTROENTEROLOGY TRAINING:

	1.
	Title, Name, Qualification and Position:



	
	Fellow of EBGH
	Yes / No: 

	
	
	Application Sent Date:

	
	Number of Ward Rounds per Week:
	

	
	Number of Outpatients Sessions per Week
	

	2.
	Title, Name, Qualification and Position:



	
	Fellow of EBGH
	Yes / No: 

	
	
	Application Sent Date:

	
	Number of Ward Rounds per Week:
	

	
	Number of Outpatients Sessions per Week
	

	3.
	Title, Name, Qualification and Position:



	
	Fellow of EBGH
	Yes / No: 

	
	
	Application Sent Date:

	
	Number of Ward Rounds per Week:
	

	
	Number of Outpatients Sessions per Week
	

	4.
	Title, Name, Qualification and Position:



	
	Fellow of EBGH
	Yes / No: 

	
	
	Application Sent Date:

	
	Number of Ward Rounds per Week:
	

	
	Number of Outpatients Sessions per Week
	

	5.
	Title, Name, Qualification and Position:



	
	Fellow of EBGH
	Yes / No: 

	
	
	Application Sent Date:

	
	Number of Ward Rounds per Week:
	

	
	Number of Outpatients Sessions per Week
	

	* If more than 5 Senior Staff, please copy the above section.

	

	CLINICAL FACILITIES:

	Is the Gastroenterology Clinic associated with General (Internal) Medicine?
	Yes / No

	Number of Beds in:
	Medical Clinic:

	
	Primarily for Gastrointestinal Patients:

	Number of Admissions per year:
	General (Internal) Medicine:

	
	Gastroenterology:


	ENDOSCOPY ACTIVITY IN THE CLINIC:
	Number of 

Sessions per Week
	Annual Number 

of Procedures

	Oesophago-Gastro-Duodenoscopy:
	
	

	ERCP:
	
	

	Flexible Sigmoidoscopy:
	
	

	Colonoscopy:
	
	

	

	THERAPEUTIC ENDOSCOPY TECHNIQUES (ANNUAL NUMBER)

	Balloon Dilatation
	
	Sclerotherapy / Banding of Varices
	

	Laser Therapy
	
	PEG Insertion
	

	Sphincterotomy
	
	Gallstone Removal
	

	Biliary Stenting
	
	Polypectomy
	

	Endoscopic Ultrasound/ Biopsy
	
	Endoscopic Mucosal Resection
	

	

	ABDOMINAL ULTRASOUND:

	Does the Trainee have access to Ultrasound Training? (please specify):

	in the Clinic:
	

	in Radiology Department:
	

	in associated Clinic:
	

	none:
	

	

	TYPICAL DUTES OF TRAINEE(S)

	Weekly Timetable
	Morning
	Afternoon

	Monday:
	
	

	Tuesday:
	
	

	Wednesday:
	
	

	Thursday:
	
	

	Friday:
	
	

	On-Call Duties – please specify:



	

	OUTPATIENT SESSIONS

	Number per week:


	Patient Profile

/ Speciality (Number per week)
	New:
	Review:



	Gastroenterology
	
	

	Hepatology
	
	

	General Internal Medicine
	
	

	

	Teaching Duties – specify type (lectures, tutorials, bedside teaching etc):

	Undergraduate:
	

	Postgraduate:
	

	Other (please specify):
	

	What is the involvement of the Trainees in Audit?



	Staff Rounds and Conferences (indicate number per week):

	With other Medical Specialities

(Grand Rounds):
	

	With Surgeons:
	

	With Radiologists:
	


	With Pathologists:
	

	Combined:


	

	Other (Psychiatry etc):


	

	LIBRARY FACILTIES:
	

	OFFICE FACILTIIES 

FOR TRAINEES:
	

	STUDY LEAVE ARRANGEMENTS 

FOR TRAINEES:
	

	

	SPECIAL TRAINING FACILTIES:

	Therapeutic Endoscopy (please specify):



	Capsule Endoscopy (please specify):



	Motility Studies (please specify):



	Breath Tests (please specify):



	GI Laboratory Tests (please specify):



	Laparoscopy (please specify):



	Hepatology (please specify):





Research Programme of the Clinic (enclose list of publications)

PLEASE RETURN COMPLETED APPLICATION FORM WITH REQUESTED DOCUMENTATION TO ANA TAVARES, EXECUTIVE SECRETARY AT

febgapplications@eubog.org
PAGE  
5

