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APPLICATION FORM

Specialty Training Program in Ophthalmology 2015
This is a common entry programme for Medical Ophthalmology and Surgical Ophthalmology

(Full details on the programme are available on the College website www.eyedoctors.ie)
Name of Applicant ____________________________________________________


SECTION 1: Preferences

Please list your preference from 1 – 3:*
	Preferences (1-3)
	Programme Region

	
	Mater – Waterford- Galway
 (North Dublin)

	
	Royal Victoria Eye & Ear Hospital & Sligo (South Dublin)

	
	Cork – Limerick (Munster rotation)


*If you are not shortlisted for your first preference you may be shortlisted for your second or third choice
SECTION 2: Personal Information

Surname / Family Name: 
___________________________________________


First Name / Other Names:
___________________________________________

Known as: 
_____________________________________________________

Correspondence Address:
 __________________________________________
________________________________________________________________

Mobile Number: __________________________________________________




Email Address: 
_______________________________________________

Date of Birth:     __________________________________________________
Nationality: 
____________________________________________________

Irish Medical Council Number: 
_  _  _  _  _  _  _  _  _  _  _  _ 
Please confirm that you are eligible for the trainee specialist division ____

Registration Date: 


_ _ / _ _ / _ _ _ _ 


Please confirm if you are an EU/EEA citizen
_____
SECTION 3: Education 
· Photocopy transcript of results must accompany this application (certified copies accepted).  Applicants who received honours overall or in Medicine or Surgery need only supply results from their final year.  All other applicants must submit a full transcript of results clearly indicating honours in pre-clinical and clinical subjects.  Failure to supply this documentation with your application will result in the applicant being awarded no points for this section.  Please tick here to indicate your understanding of the above (
Medical School: 
__________________________________________________



Date from: 
_ _ / _ _ / _ _ _ _ 

Date to: 
_ _ / _ _ / _ _ _ _ 

Degree Type: ____________________
Honours (Yes or No): ________________

Honours in Medicine (Yes or No):____________________

Honours in Surgery (Yes or No): ________

Honours in Ophthalmology (Yes or No):____________________

Number of Honours(if any)in : Pre-Clinical Subjects:___   Clinical Subjects: ______


Other Relevant Degrees: 

University / College: _____________________________________________



Date from: 

_ _ / _ _ / _ _ _ _ 

Date to: 
_ _ / _ _ / _ _ _ _ 

Course & Award: _________________________________________________


Postgraduate Exams (if any): 

______________________________________
Date: ___________

______________________________________
Date: ___________

Postgraduate Courses (if any): 

______________________________________
Date: ___________

______________________________________
Date: ___________

Academic Distinctions (prizes, scholarships etc.): 

___________________________________________________________________

Section 4: Research / Publications / Presentations
· A supporting letter from your supervisor must accompany papers in print or work in progress. In the absence of a supporting letter, work in progress will be disregarded. 

· Copies of abstracts must be attached to the application form

Please indicate where appropriate: 

In Progress: 

Yes / No 




Number of Articles:______

Presented or in abstract form: 
Yes / No



Number of Articles:______

Published in National or Specialist Journal: Yes / No


Number of Articles:______

Published in National or Specialist Journal – 1st Author: Yes / No

Number of Articles:______

Published in International Journal: Yes / No



Number of Articles:______

Section 5: Clinical Training & Experience

Present Appointment: 


Hospital

Specialty 
Grade



From: 
To:
__________________________________________________________________ 
 

Previous Appointment(s): 


Section 6: References 
Referees – must be from recent clinical posts: 

Name:

 




Hospital: 



Direct Number:

1. 
___________________________
_______________________


2. 
___________________________
_______________________


The referee assessment forms are available separately:

· You must fill the top section of both referee forms (i.e. Name, Post Held, Hospital)

· Send a copy of the referee assessment form to each of your nominated assessors above

· It is the responsibility of each applicant to ensure that these forms are completed and returned to Training Programme Administration, Irish College of Ophthalmologists, 121 St. Stephen’s Green, Dublin 2, on or before Monday, 8th December 2014.
Checklist: 

· Reference forms sent to referees for completion
 




(
· Programme preference clearly indicated on the cover page of the application form 
(
· Sections 1 – 6 of the application form completed and double checked 


(
· photocopy original transcript of results from your Medical School enclosed

(
· Irish Medical Council Registration Certificate enclosed (certified copies accepted)
(
· Photograph X 1 in electronic format






(
Signed: 
_________________________________
Date: ______________
** Application forms will only be accepted electronically. However, references will be accepted in hard copy if necessary



