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FELLOWSHIP IN MINIMALLY INVASIVE GYNECOLOGIC SURGERY (FMIGS)
Affiliated with AAGL “Advancing Minimally Invasive Gynecology Worldwide”
and

The Society of Reproductive Surgeons (an affiliate of the American Society for Reproductive Medicine)

6757 Katella Ave., Cypress, CA 90630‐5105 USA.

Ph: (800) 554‐2245 or (714) 503‐6200 • Fax: (714) 503‐6202

E‐mail: fmigs@aagl.org • Web Site: www.fmigs.org 
July 1, 2014 – June 30, 2016 

PRECEPTEE APPLICATION
All sections of the form applicable to the applicant must be completed in order to be accepted for review. For items that do not apply, indicate N/A in the space provided. If any requested information is not available, an explanation should be provided in the appropriate place on the form.

Once the form is complete, send one complete copy electronically to the FMIGS administrative assistant at fmigs@aagl.org.
Only one final, completed application will be accepted. Draft copies are not acceptable. After submission, if you require any revisions, (e.g. updated CV, new data, number of programs selected, change in number of reference letters, etc.) you must notify the FMIGS administrative office. If additional information is required, you will be notified to submit these materials. 

The initial application should be submitted simultaneously with the application fee of $350.00 either by check or contacting the FMIGS administrative office for electronic submission. The application fee is non-refundable. Deadline to submit application is July 1, 2013.
The applicant is responsible for the accuracy of the information supplied in this form. Incomplete applications, including incorrect or missing signatures, will be returned.

It is important to review the program requirements prior to completing the application. 
Within this application, you will find the list of participating programs. Please make your selection. You may select 1 program or all the programs listed. Your completed application will be forward to the programs selected. The programs will review your application and will contact you directly to inform you if they would like to schedule an interview. Note that most programs will start the interviews after the July 1st deadline. 

Description of the individual sites for fellowship training can be found at the Fellowship web page www.fmigs.org.
Eligibility to be a Candidate for a Fellowship: 
1. The fellow must have one of the following: 

a) Graduate of a medical school in the United States or Canada accredited by the Liaison Committee on Medical Education (LCME). 

b) Graduate of a college of osteopathic medicine in the United States accredited by the American Osteopathic Association (AOA). 

Please note:
c) Graduate of a medical schools outside the United States and Canada who meet, one of the following qualifications: 

1.  Have received a currently valid certificate from the Educational Commission for Foreign Medical Graduates (ECFMG) or; 

2.  Have a full and unrestricted license to practice medicine in a U.S. licensing jurisdiction; 
3.  The fellow must complete an RRC approved obstetrics and gynecology residency or the equivalent.
Matching Fellow to Fellowship Site: 
All fellow applications will be distributed to the programs that you select; each program will contact those applicants it wishes to interview and arrange for such interviews. Fellowship interviews will be conducted by the Fellowship sites throughout the summer and early autumn. The FMIGS match will be conducted by the National Residency Matching Program (NRMP). The match opens June 5, 2013 and the match date is October 9, 2013. Please see important dates in the following page for complete details.

Requirements for Graduation:
At the successful completion of the fellowship, each fellow may receive a certificate and a plaque from the Fellowship Board of Trustees noting the successful completion of advanced gynecologic training. 

In order to receive the certificate of completion and plaque, the following requirements must be met:
1. Scholarly Contribution

The contribution should be scientific work suitable for presentation and publication by the end of the Fellowship. The contribution can be a video, oral presentation or full manuscript. The topic of the presentation should be on endoscopic surgery or minimally invasive gynecology. Obstetrics will not be accepted. It is preferred that the fellows present their project at the AAGL or ASRM meetings. The fellows will be able to present their scholarly contribution within two years of completing their fellowship training. 

2. Training Period

A fellow must complete at least twenty-two months of training of a two-year program.

3. Semi Annual Evaluations

Evaluations will be required from the Preceptor and Preceptee, which must be completed and returned to the Fellowship office by the due date.

4. Ad Hoc Review Committee 

As a fellow, you will be required to participate as a reviewer in the Journal of Minimally Invasive Gynecology’s Ad Hoc Review Committee.
Important Dates:

· Program start date: July 1, 2014
· Interviews with applicants: To be determined by each site. To be scheduled no later than 
September 13, 2013.
National Residency Match Program (NRMP) Dates

· Match Opens: June 5, 2013 – Program Directors and applicants can begin to register.
· Rank Order List Entry Opens: August 7, 2013 – Program Directors and applicants can begin to submit their rank lists. Changes are allowed. Certify all changes.
· Rank Order List Certification Deadline: September 25, 2013 – No more changes are allowed after this date. Submission of rank list closes.
· Match Day: October 9, 2013
 AAGL ANTI-HARASSMENT POLICY 
The AAGL does not tolerate harassment of its employees, members, or visitors and is committed to providing workplace, educational, and social events that are free of harassment based on race, color, national origin, sexual orientation, religion, age, sex, physical or mental disability, marital status, pregnancy, veteran status, or any other classification protected by law. The policy is available on the AAGL website (http://www.aagl.org/wp-content/uploads/2012/03/Harassment_Policy.pdf) and must be reviewed and complied with.
Include the following documents and information with the application:

1. Digital Photo – Send as separate attachment by e-mail at fmigs@aagl.org.
2. Curriculum Vitae – Send as separate attachment by e-mail at fmigs@aagl.org.

3. A minimum of 2 Reference Letters – Your letter writers must submit their letters directly to the Fellowship office by fax (714) 503-6202, e-mail: fmigs@aagl.org or surface mail. A minimum of two reference letters must be received to process this application. Letters should be addressed to Program Director or To Whom It May Concern. 
Please indicate the number of letters to be included with your application.      
4. List all hospital staff appointments currently held, including types of privileges. 

5. List all teaching or university appointments you have held and applicable dates. 

6. List all regional and national meetings where you presented a paper and/or gave lectures for the past five years. Provide titles of talks, etc. 

7. List all academic achievements and awards. 

8. List all publications. 

9. Give narrative description of your practice, including special interests. 

10. Give reasons for desiring to be a PRECEPTEE. 

11. List and summarize surgical cases for the past 12 months.

Personal Identification data

	Name:  
	First:       Middle:       Last:        Title:      

	Home Address: 
	     

	City:
	      State:       Zip Code:       Country:      

	Phone (Home): 
	     
	Mobile:
	     
	Email:
	     

	

	Date of Birth:
	     
	Gender:
	     
	
	Language(s) Spoken:      

	Marital Status:
	     
	Spouses Name:
	     
	

	Place of Birth (City / State / Country):      
	

	Citizenship:
	     
	Visa (if not US citizen):
	     
	Expires:
	
	     

	If not a citizen of the United States, please indicate the status at the present time of your Visa       and ECFMG      .    ECFMG #:      

	

	Business Address:
	     

	City:
	      State:       Zip Code:       Country:      

	Business Phone:
	      Business Fax:      

	E-mail Address:
	       Web Address:      


Professional Practice Information

	Nature of Association: 
	 FORMCHECKBOX 
 Solo 
 FORMCHECKBOX 
Group      FORMCHECKBOX 
Partnership     FORMCHECKBOX 
Corporation     FORMCHECKBOX 
In Training

	Specialty: 
	     
	Primary:
	     
	Secondary:
	     

	Name of Practice:      

	How long have you practiced in this area?      


Pre-Medical Education
	College or University:
	     
	Degree:      
	Dates attended:      

	Mailing Address: 
	     

	City: 
	      State:       Zip Code:       Country:      

	

	College or University:
	     
	Degree:      
	Dates attended:      

	Mailing Address: 
	     

	City: 
	      State:       Zip Code:       Country:      


Medical Education
	College or University:
	     
	Degree:      
	Dates attended:      

	Mailing Address: 
	     

	City: 
	      State:       Zip Code:       Country:      

	

	College or University:
	     
	Degree:      
	Dates attended:      

	Mailing Address: 
	     

	City: 
	      State:       Zip Code:       Country:      


Internship/Residencies/Fellowships

Include residencies, fellowships, preceptorships, teaching appointments (indicate whether clinical or academic), postgraduate education in chronological order, giving name, address, city, state, zip code and dates. Include ALL programs you attended, whether or not completed. 

A. Internship

	Institution: 
	     
	Program Director:
	     

	From:       To:      
	Specialty: 
	     

	Mailing Address: 
	     

	City: 
	      State:       Zip Code:       Country:      


B. Residency

	Institution:      
	Chairman/Director:
	     

	From:       To:      
	Type of Residency: 
	     

	Mailing Address: 
	     

	City: 
	      State:       Zip Code:       Country:      

	

	Institution:      
	Chairman/Director:
	     

	From:       To:      
	Type of Residency: 
	     

	Mailing Address: 
	     

	City: 
	      State:       Zip Code:       Country:      


C. Fellowship

	Institution:      
	Chairman/Director:
	     

	From:       To:      
	Type of Residency: 
	     

	Mailing Address: 
	     

	City: 
	      State:       Zip Code:       Country:      

	

	Institution:      
	Chairman/Director:
	     

	From:       To:      
	Type of Residency: 
	     

	Mailing Address: 
	     

	City: 
	      State:       Zip Code:       Country:      


D. Other Training

	Institution:      
	Chairman/Director:
	     

	From:       To:      
	Type of Residency: 
	     

	Mailing Address: 
	     

	City: 
	      State:       Zip Code:       Country:      

	

	Institution:      
	Chairman/Director:
	     

	From:       To:      
	Type of Residency: 
	     

	Mailing Address: 
	     

	City: 
	      State:       Zip Code:       Country:      


Military Service
	Branch:      

	From:       To:      
	Rank: 
	     


Professional References
Please provide medical references from 4 physicians with names and complete addresses who have worked with you extensively with you or who have been responsible for professional observation of your work. 

	Physician’s Name: 
	     
	Relationship:
	     

	Institution: 
	     
	Phone Number:
	     

	Mailing Address: 
	     

	City: 
	      State:       Zip Code:       Country:      

	

	Physician’s Name: 
	     
	Relationship:
	     

	Institution: 
	     
	Phone Number:
	     

	Mailing Address: 
	     

	City: 
	      State:       Zip Code:       Country:      

	

	Physician’s Name: 
	     
	Relationship:
	     

	Institution: 
	     
	Phone Number:
	     

	Mailing Address: 
	     

	City: 
	      State:       Zip Code:       Country:      

	

	Physician’s Name: 
	     
	Relationship:
	     

	Institution: 
	     
	Phone Number:
	     

	Mailing Address: 
	     

	City: 
	      State:       Zip Code:       Country:      


Licensure Information 
	State Board of Medical Examiners:      

	License Number:      
	Date: 
	     

	National Board of Medical Examiners:      

	License Number:      
	Date: 
	     

	Has your license to practice medicine in any jurisdiction ever been limited, suspended or revoked? 

 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No    If yes, please explain:      


Narcotic License

	BNDD (DEA) Registration:      
	Exp. Date:
	     

	Federal DEA Certificate Number:      
	Date: 
	     

	State Narcotics Registration (Controlled Substance Registration – CSR)

	License Number:      
	Exp. Date: 
	     

	Has your narcotics license ever been suspended or revoked?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
No    If yes, please explain:      

	Other:      


Board Eligibility and/or Certification
ABOG Certification

	Are you board certified?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	If you are not yet certified, are you board eligible?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
NO If yes, when eligible?      

	If you are an active candidate of the American Board of Obstetrics and Gynecology (ABOG), date eligibility expires?      

	If you are ABOG certified, date certified:      

	If you are an active candidate of the ABOG Subspecialty, indicate subspecialty date eligibility expires:      

	If you are ABOG Subspecialty certified, indicate subspecialty date certified:      


Professional Liability Data

Attach a copy of malpractice policy and also of corporate coverage policy, if applicable. 

	Name of Carrier:      

	Policy Number:      

	Amount of Coverage:      

	Claims Made  FORMCHECKBOX 
 Occurrence  FORMCHECKBOX 


	Date of Inception:       Expiration Date:      

	Length of time with current carrier:      

	Previous carrier:      

	

	1. Has your professional liability insurance coverage ever been terminated or denied by action of the insurance company?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	2. Have you ever been denied professional liability insurance coverage?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	3. Have you ever been named as a defendant or co-defendant in a malpractice action or claim? 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	4. Has any judgments or settlements been made on your behalf in professional liability cases within the last five years?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	5. Have any professional liability suits or claims been filed against you, which are presently pending? 

 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	6. Have you ever been refused membership on a hospital medical staff?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
No

	7. Has your request for specific clinical privileges ever been denied or granted with stated limitations, or have your hospital privileges ever been suspended, revoked, or not renewed?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	8. Have you ever resigned from a hospital staff while under investigation?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	9. Are you currently under indictment for any crime?  FORMCHECKBOX 
Yes  FORMCHECKBOX 
 No

	(IF YOU ANSWERED YES TO ANY OF THE QUESTIONS CONTAINED IN THIS SECTION, PLEASE EXPLAIN)      


Professional Liability Suit Detail Information
If you are currently involved in a malpractice suit, or if you have been involved in a malpractice suit within 10 years, complete this information form (one form per suit). A full disclosure of the following details is necessary prior to completion of credentialing, and all information will be kept in the strictest of confidence. 

 FORMCHECKBOX 
 Not Applicable 


Case #1

	Date of occurrence:      

	Who is (was) the involved carrier:      

	Name of Institution involved (i.e. hospital):      

	Allegations listed in complaint:      

	What is (was) your role in the event:      

	 FORMCHECKBOX 
 Primary Defendant    
	 FORMCHECKBOX 
 Co-Defendant   
	 FORMCHECKBOX 
 Other:      

	Subsequent Actions:      

	Current Status of Suit:      

	Amount reserved or awarded by carrier for this claim (if unknown, please ask your carrier):      


Case #2

	Date of occurrence:      

	Who is (was) the involved carrier:      

	Name of Institution involved (i.e. hospital):      

	Allegations listed in complaint:      

	What is (was) your role in the event:      

	 FORMCHECKBOX 
 Primary Defendant    
	 FORMCHECKBOX 
 Co-Defendant   
	 FORMCHECKBOX 
 Other:      

	Subsequent Actions:      

	Current Status of Suit:      

	Amount reserved or awarded by carrier for this claim (if unknown, please ask your carrier):      


Case #3
	Date of occurrence:      

	Who is (was) the involved carrier:      

	Name of Institution involved (i.e. hospital):      

	Allegations listed in complaint:      

	What is (was) your role in the event:      

	 FORMCHECKBOX 
 Primary Defendant    
	 FORMCHECKBOX 
 Co-Defendant   
	 FORMCHECKBOX 
 Other:      

	Subsequent Actions:      

	Current Status of Suit:      

	Amount reserved or awarded by carrier for this claim (if unknown, please ask your carrier):      


List additional cases in a separate sheet of paper.
	4. List all hospital staff appointments currently held, including types of privileges.         FORMCHECKBOX 
 Not Applicable
     

	5. List all teaching or university appointments you have held and applicable dates.       FORMCHECKBOX 
 Not Applicable
     

	6. List all regional and national meetings where you presented a paper and/or gave lectures for the past five years. Provide titles of talks, etc.                                                                                      FORMCHECKBOX 
 Not Applicable

     

	7. List all academic achievements and awards.                                                                         FORMCHECKBOX 
 Not Applicable
     

	8. List all publications.                                                                                                                     FORMCHECKBOX 
 Not Applicable
     

	9. Give narrative description of your practice, including special interests.                         FORMCHECKBOX 
 Not Applicable
     

	10. Personal Statement – Give reasons for desiring to be a Preceptee.
     


11. List and summarize surgical cases for the past 12 months.
	Diagnostic Laparoscopy Only

	A. No Pathology……………………………………………………
	     

	B. Pathology…………………………………………………………
	     

	Total
	     

	Operative Laparoscopy

	A. Endometriosis …………………………………………………
	     

	B. Pelvic Adhesive Disease ……………………………………
	     

	C. Ectopic Pregnancy……………………………………………
	     

	D. Tubal Occlusion………………………………………………
	     

	E. Tubal Reversal…………………………………………………
	     

	F. Fibroids……………………………………………………………
	     

	G. Hysterectomy
	

	Total………………………………………………………………
	     

	Subtotal…………………………………………………………
	     

	Vaginal…………………………………………………………
	     

	H. Bladder Suspension…………………………………………
	     

	I. Adnexal Masses………………………………………………
	     

	J. Other:       
	     

	Total
	     

	Diagnostic Hysteroscopy Only
	

	A. No Pathology……………………………………………………
	     

	B. Pathology…………………………………………………………
	     

	Total
	     

	Hysteroscopic
	

	A. Neoplasia…………………………………………………………
	     

	B. Uterine Synechiae……………………………………………
	     

	C. Tubal Cannulation……………………………………………
	     

	D. Polyps………………………………………………………………
	     

	E. Fibroids……………………………………………………………
	     

	F. Endometrial Resection……………………………………
	     

	G. Hysteroscopic Endometrial Ablation………………
	     

	H. Other:      
	     

	Total
	     

	Vaginal Hysterectomies……………………………………………
	     

	Surgery Performed for:
	

	Vaginal Agenesis…………………………………………………………
	     

	Vaginal Reconstruction………………………………………………
	     

	Total
	     


Programs Participating in the Match

For a complete program description of each site, please go to the Fellowship webpage www.fmigs.org. All applicants will be notified of any program changes. This list is subject to change.
Please indicate which sites you wish to apply. 
	 FORMCHECKBOX 

	1. Prabhat K. Ahluwalia, MD: Little Falls Hospital, Little Falls, New York

	 FORMCHECKBOX 

	2. Ted L. Anderson, MD, PhD, Amanda C. Yunker, DO: Vanderbilt University Medical Center, Nashville, Tennessee

	 FORMCHECKBOX 

	3. Sawsan As-Sanie, MD: The University of Michigan, Ann Arbor, Michigan

	 FORMCHECKBOX 

	4. Masoud Azodi, MD: Yale Gynecologic Oncology, New Haven, Connecticut

	 FORMCHECKBOX 

	5. Bala Bhagavath, MD: University of Rochester School of Medicine, Rochester, New York

	 FORMCHECKBOX 

	6. Pedram Bral, MD: Maimonides Medical Center, Brooklyn, New York

	 FORMCHECKBOX 

	7. Linus T. Chuang, MD, Ami J. Shah, MD: The Mount Sinai Medical Center, New York, New York

	 FORMCHECKBOX 

	8. David I. Eisenstein, MD: Henry Ford Medical Group, Detroit, Michigan

	 FORMCHECKBOX 

	9. Stuart R. Hart, MD: University of South Florida College of Medicine, Tampa, Florida

	 FORMCHECKBOX 

	10. Michael Hibner, MD, PhD, Nita A. Desai, MD: St. Joseph’s Hospital and Medical Center, Phoenix, Arizona

	 FORMCHECKBOX 

	11. Keith B. Isaacson, MD: Newton Wellesley Hospital, Newton, Massachusetts

	 FORMCHECKBOX 

	12. Rosanne M. Kho, MD, Javier F. Magrina, MD: Mayo Clinic, Phoenix Arizona

	 FORMCHECKBOX 

	13. Ted Lee, MD, Suketu M. Mansuria, MD: University of Pittsburgh, Pittsburgh, Pennsylvania

	 FORMCHECKBOX 

	14. Mark D. Levie, MD, Scott G. Chudnoff, MD: Montefiore Medical Center, Centennial Women’s Center, Bronx, New York

	 FORMCHECKBOX 

	15. Charles E. Miller, Aarathi Cholkeri-Singh, MD: Advocate Lutheran General Hospital, Naperville, Illinois

	 FORMCHECKBOX 

	16. Camran R. Nezhat, MD:
Center for Special Minimally Invasive Surgery, Stanford University School of Medicine, Palo Alto, California

	 FORMCHECKBOX 

	17. Farr R. Nezhat, MD: St. Luke's-Roosevelt Hospital Center, New York, New York

	 FORMCHECKBOX 

	18. Michael L. Nimaroff, MD, Steven F. Palter, MD: North Shore University Hospital, Manhasset, New York

	 FORMCHECKBOX 

	19. Resad P. Pasic, MD, Lori L. Warren, MD, Jonathan H. Reinstine, MD: University of Louisville, Louisville, Kentucky

	 FORMCHECKBOX 

	20. J. Stephen Rich, MD, R. Scott Furr, MD: Women’s Surgery Center, Advanced Minimally Invasive and Robotic Surgery, Chattanooga, Tennessee

	 FORMCHECKBOX 

	21. James K. Robinson, MD: Medical Faculty Associates, The George Washington University Medical Center, Washington, D.C.

	 FORMCHECKBOX 

	22. John F. Steege, MD: University of North Carolina, Chapel Hill, North Carolina

	 FORMCHECKBOX 

	23. K. Warren Volker, MD, PhD: Las Vegas Minimally Invasive Surgery, Las Vegas, Nevada

	 FORMCHECKBOX 

	24. Karen C. Wang, MD: Brigham and Women’s Hospital, Boston, MA

	 FORMCHECKBOX 

	25. Herbert M. Wong, MD: Sunnybrook Health Science Center, Toronto, Ontario, Canada

	 FORMCHECKBOX 

	26. Stephen E. Zimberg, MD, Michael L. Sprague, MD: Cleveland Clinic, Weston, Florida

	
	


Representations and Warranties

By applying for appointment as PRECEPTEE, I represent and warrant that: 
1. All information submitted by me in this application is true to the best of my knowledge and belief. 

2. I have the qualifications to be a PRECEPTEE in the Endoscopic Surgery Fellowship.

3. I have received and read: a) guidelines of the Endoscopic Surgery Fellowship, b) the application form of   
PRECEPTEE, and c) the PRECEPTEE questionnaire.
4. I agree to abide by such Fellowship guidelines, policies, procedures, rules, and regulations as may be enacted from 
time to time.

5. As a potential PRECEPTEE, I agree that the Fellowship approved PRECEPTOR may not accept me as a PRECEPTEE 
for one or more reasons, which do not have to be justified. 

6. I agree to practice my profession according to the professional and ethical standards of my specialty. 

7. I have satisfactorily completed an approved OB/GYN residency program and have a license (institution or 
otherwise) to practice medicine in the state and country, if applicable where the PRECEPTOR resides. 

8. I understand and agree that I, as an applicant to become a PRECEPTEE, have the burden of producing adequate 
information for proper evaluation of my professional competence, character, ethics and other qualifications, and for resolving any doubts about such qualifications. I fully understand that any significant misstatements in or omissions from this application are cause for denial of appointment to or dismissal from the Fellowship program. 

9. I realize that my acceptance as a PRECEPTEE by the Fellowship approved PRECEPTOR does not necessarily qualify 
me to perform certain procedures.
Agreements and Acknowledgments between Preceptee and Fellowship
Fellowship Acknowledgments and Responsibilities: 
1. The Fellowship in Gynecologic Endoscopy offers fellowships for applicants accepted by an approved PRECEPTOR. 

The Fellowship responsibilities include: 

a) Providing guidelines for fellowship program. 

b) Providing evaluation of potential PRECEPTOR. 

c) Approval or disapproval of PRECEPTORS for fellowship training. 

d) Providing continuous evaluation of the PRECEPTOR who will be judged not only by the quality of the PRECEPTEE accepted for training, but also upon the skill and knowledge obtained by the PRECEPTEE during training. 

e) Approval or dismissal of a PRECEPTOR on an annual basis. 

f) Providing application forms for PRECEPTEE and PRECEPTOR. 

g) Providing written examination for the PRECEPTEE. 

h) Providing, as needed, advice and direction to potential or approved PRECEPTEES or PRECEPTORS. 

i) Providing a certificate to PRECEPTEE upon completion of his/her training if approved by the PRECEPTOR and the Fellowship Board of Trustees. 
2. The details of the fellowship are subject to agreement between PRECEPTOR and PRECEPTEE. The Fellowship 
disclaims all responsibilities except those specified in the immediately preceding paragraph.
3. In the performance of all services pursuant to this Agreement, PRECEPTEE is at all times acting as an independent 
contractor engaged in the profession and practice of medicine. PRECEPTEE shall employ his own means and methods and exercise his own professional judgment in the performance of such services, and the Fellowship shall have no right of control or direction with respect to such means, methods, or judgments, or with respect to the details of such services. The sole concern of the Fellowship under this Agreement or otherwise is that, irrespective of the means selected, such services shall be provided in a competent, efficient, and satisfactory manner. It is expressly agreed that PRECEPTEE shall not for any purpose be deemed to be an employee, agent, partner, joint venturer, ostensible or apparent agent, servant, or borrowed servant of the Fellowship. 

PRECEPTEE Acknowledgments and Responsibilities: 

1. Once accepted as a PRECEPTEE, I agree that the Fellowship approved PRECEPTOR may discontinue my being a PRECEPTEE for one or more reasons, which will be justified by the Fellowship Board of Trustees. The reason for my termination will be privileged information for the Fellowship Board of Trustees to use at their discretion. 

2. As PRECEPTEE, I understand and agree that it is my responsibility to determine if the fellowship program I choose is appropriate for my training. In addition, I do not depend upon the Fellowship Board to determine if I will: 1) be adequately and properly trained, 2) will have, subsequent to the fellowship training, the knowledge and skill to perform reproductive surgery, 3) will have sufficient knowledge to perform admirably on the Fellowship written examination, and 4) be able to join the AAGL and SRS. 

3. As PRECEPTEE, I further acknowledge that this training program will culminate in issuance of a certificate of completion of an approved program if my PRECEPTOR feels I have performed adequately. However, the certificate of issuance thereof in no way certifies that I: 1) am a competent surgeon and physician, 2) am eligible for any other certification, or 3) have the knowledge, skill, and ability above that of any physician. In addition, satisfactory completion of the training program does not automatically make me a member of the AAGL or the Society of Reproductive Surgeons or establish me as a specialist in endoscopic surgery or infertility. 

4. As PRECEPTEE, I further acknowledge that the AAGL and SRS will not be involved in or bear responsibilities for any litigation that may occur as a direct or indirect result of patient care rendered by PRECEPTOR or PRECEPTEE, or disputes between the PRECEPTOR and PRECEPTEE. 

5. As PRECEPTEE, I reserve the right to terminate a fellowship appointment at any time. However, I must justify the termination to the Fellowship Board of Trustees and my PRECEPTOR. 

6. As a PRECEPTEE, I understand that I will be required to complete an evaluation regarding my training experience and that this information will be submitted to the Fellowship Board of Trustees. 

7. As PRECEPTEE, I understand that I will be asked to take a written examination provided by the Fellowship Board of Trustees. The results of the examination will be sent to me and my PRECEPTOR. The grade will not be used to determine if I satisfactorily completed the fellowship program, however it may affect the ability of the PRECEPTOR to continue as a PRECEPTOR. 

8. As PRECEPTEE, I understand and agree that it is my duty to make specific arrangements with the PRECEPTEE with respect to my duties, responsibilities, liability insurance, and compensation. 

Consent to Release Information

By applying for appointment to become a PRECEPTEE, I hereby: 

1. Signify my willingness to appear for interviews regarding my application; 

2. Authorize the PRECEPTOR, Fellowship Board of Trustees, the AAGL and the SRS to consult with administrators,

employees, and members of the medical staffs of hospitals, medical schools, or organizations with which I have been associated with respect to my professional competence, character, and ethical qualifications; 

3. Consent to the PRECEPTOR’s, Fellowship Board of Trustees’, AAGL’s and SRS’s inspection of all records and documents, including, but not limited to, medical records at hospital, which may be material to an evaluation of my professional competence and my professional and ethical qualifications for the Endoscopic Gynecological Surgery Fellowship. If medical records are reviewed, the identity of the patient will be kept confidential; 

4. Authorize the PRECEPTOR, Fellowship Board of Trustees, AAGL and SRS, and their representatives to consult with my past and present professional liability insurance carriers or self-insurance trusts with respect to professional liability claims involving me; 

5. Consent to the release of information concerning me by the PRECEPTOR, hospitals, medical schools, and organizations that are requested by the Fellowship Board of Trustees, AAGL and SRS to provide information relevant to the evaluation of my application to become a PRECEPTEE. 

Release of Liability
By applying for appointment to become a PRECEPTEE, I hereby: 

1. Release from liability the PRECEPTOR, AAGL, SRS and the Fellowship Board of Trustees, its employees, agents and representatives, for any and all of their professional review actions with respect to the evaluation of my qualifications and appointment to become a PRECEPTEE. 

2. Release from liability all individuals and organization who provide to the PRECEPTOR, Fellowship Board of Trustees and its individual members, AAGL, SRS, and their representatives, information regarding my professional competence, ethics, character, and other qualifications for an appointment as PRECEPTEE; and 

3. AGREE TO INDEMNIFY AND HOLD HARMLESS THE AAGL, THE SOCIETY OF REPRODUCTIVE SURGEONS, THE AMERICAN SOCIETY FOR REPRODUCTIVE MEDICINE, THE FELLOWSHIP BOARD OF TRUSTEES, ITS INDIVIDUAL MEMBERS, AGENTS, EMPLOYEES, REPRESENTATIVES, AND ASSIGNS, FROM ANY AND ALL LIABILITY FOR INJURY TO, IN WHOLE OR IN PART, PERSONS OR PROPERTY ARISING (1) FROM THE ACTS OF THE PRECEPTOR OR THE PRECEPTEE DURING THE COURSE OF THE FELLOWSHIP IN ENDOSCOPIC GYNECOLOGIC SURGERY, INCLUDING, WITHOUT LIMITATION, LIABILITY FOR INJURIES TO PATIENTS RESULTING FROM TREATMENT GIVEN BY PRECEPTOR OR PRECEPTEE, AND/OR (2) PERFORMANCE OF THE RESPONSIBILIES OF PRECEPTOR OR PRECEPTEE PURSUANT TO THIS APPLICATION AND AGREEMENT. 

Financial Agreement
My application fee of $350 is enclosed. I understand that the application fee will not be returned regardless of whether I am accepted as a PRECEPTEE. 

My application has been filled out to the best of my knowledge. I have read, understand and agree with the following sections: 

1. Requirements for a Postgraduate Program in Minimally Invasive Gynecologic Surgery (www.fmigs.org).
2. AAGL Anti-Harassment Policy 
3. Representations and Warranties
4. Agreements and Acknowledgments between Preceptee and Fellowship
5. Consent to Release of Information
6. Release of Liability
7. Financial Agreement

     





Enter your name here: (This is your electronic signature) 

Date        

Payment Method
Checks and Credit Card payments are accepted. We accept Visa, MasterCard and American Express.
If paying by check, make check payable to The Fellowship in Gynecologic Endoscopy and mail to the Fellowship office at 6757 Katella Ave., Cypress, CA 90630.

For Credit card payment information, please call the Fellowship office at (800) 554-2245 or (714) 503-6200 and we will take your payment information over the phone.

	 FORMCHECKBOX 
 Check 
    FORMCHECKBOX 
Visa    
 FORMCHECKBOX 
 M/C      FORMCHECKBOX 
 American Express

	Account No: 
	     

	Name on card:
	     

	Expiration Date: 
	     

	Grand Total:
	$350.00
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