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	For Office Use Only

DATE OF CALL:        /          /20  __   (dd/mmm/yyyy)

CLINICAL SHORT TERM FELLOWSHIP no. ___
_____________
Applicant’s name:     __________________________________
Starting date:     _ /      /20   _    Ending date:        /    /20___




ERA CLINICAL SHORT-TERM FELLOWSHIP PROGRAMME
END REPORT

	
Applicant’s name:
Name:	________________________
Surname:	________________________
ERA no.: ____________________
	
Date of birth:       /          /           (dd/mmm/yyyy)
Nationality:         _________________________


	Current address

Institution: 		
		
Address:		
		
Postal code:		
City:		
Country:		
Telephone:		 
E-mail: 		

	Address at time of application
(do not write anything if it is the same)
Institution: 			
		
Address:				
Postal code:		
City:		
Country:		



Privacy Policy and Terms and Conditions
ERA takes your privacy very seriously and we confirm that all data processing is done in compliance with the EU General Data Protection Regulation (2016/679) and the relevant/eventual up-dates as well as of the laws of Italy on this same topic. By submitting the data requested above you automatically accept ERA’s Privacy Policy and Terms and Conditions.

Date:____________________________________Signature______________________

DURATION OF THE FELLOWSHIP 	
ERA Clinical Short-Term Fellowship -from a minimum of 2 months (60 days) to a maximum of 6 months (180 days).
Starting date:             /          /           		Ending Date:              /          /            (dd/mmm/yyyy)

Total Duration:		(months)
	
INSTITUTIONS INVOLVED IN THE PROJECT

HOME INSTITUTION:   		
      		
           		
Referee(s):		
Town:		 	 Country:   	
Phone:	 ______________________	Fax:          	
E-mail:	 _________________________________________________________   


RECEIVING INSTITUTION:		
      		
           		
Supervisor:		
Town:			Country:   	
Phone:	 ______________________	  Fax:          	
E-mail:	 _________________________________________________________


END OF FELLOWSHIP REPORT
Field:	_____________________________________________________________	
	___________________________________________________________________
Title of the project:	_____________________________________________________________	
	_____________________________________________________________	
_______________________________________________________________________________________



Keywords :	1)	
(please, provide 5 keywords related to the research)	2)	
	3)	
	4)	
	5)	


DEVELOPMENT OF THE RESEARCH/STUDIES (max 500 words): 


SEMINARS:



RESULTS 
Extensively describe the results of the study (diagrams and/or charts and/or illustrations are allowed):



FUTURE
Describe how to implement the result of the studies in the Institution/Country of Origin (max 300 words):



LIST OF THE PUBLICATIONS DONE DURING THE FELLOWSHIP OR AFTER ITS END BUT RELATED TO IT:
1)  ___________________________________________________________________________
2)  ___________________________________________________________________________
3)  ___________________________________________________________________________





Supervisor’s full name
_______________________________
_______________________________

Supervisor’s signature
____________________

The end of fellowship report should also include a statement from the Chief of the “Home Institution” (or equivalent) confirming that the fellow has indeed returned to his/her home country after completing his/her fellowship. Exceptions to this rule must be evaluated, and approved or rejected, by the SAB Chair and SAB Vice Chair.

I, the undersigned __________________________ (Chief of the “Home Institution” -or equivalent-) confirm that ___________________________ (name of the Fellow) has regularly returned to his/her home country after completing his/her fellowship c/o the ______________________________________ (name of the “Receiving Institute”).

Chief of the “Home Institution” (or equivalent)’s full name
_______________________________
_______________________________

Chief of the “Home Institution” (or equivalent)’s signature
_______________________________


TO BE ENCLOSED: copies of the publications 

END REPORT and COPIES OF THE PUBLICATIONS, if any, should be sent, within one month after the end of the fellowship, by e-mail to the ERA HQ: fellowships@era-online.org
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