
APPLICATION FOR PRINCE OF WALES HOSPITAL FOOT AND ANKLE FELLOWSHIP 

IT IS IMPORTANT TO PROVIDE DETAILED ANSWERS AS THIS INFORMATION WILL BE USED TO ASSIST WITH 
IMMIGRATION AND MEDICAL BOARD REGISTRATIONS 

SURNAME  

GIVEN NAMES  

DATE OF BIRTH   

CITIZENSHIP  

MARITAL STATUS  

HOME ADDRESS  

  

  

  

CONTACT NUMBERS AH: 

 MB: 

EMAIL  

LANGUAGES SPOKEN  

  

PRESENT POSITION TITLE 

NAME OF UNIVERSITY / 
HOSPITAL 

 

HEAD OF DEPARTMENT  

BUSINESS ADDRESS  

  

BUSINESS CONTACT 
NUMBERS 

PH 

FX 



 

UNDERGRADUATE MEDICAL EDUCATION 

TITLE OF UNDERGRADUATE 
MEDICAL DEGREE 

 

NAME OF UNIVERSITY  

DEGREE DURATION  

DATE OF COMPLETION  

If there is insufficient space available please attach additional information 

 

POSTGRADUATE MEDICAL EDUCATION 

ORTHOPAEDIC SURGERY  

WHERE  

DATE OF COMPLETION  

TITLE RECEIVED  

  

OTHER  

WHERE  

DATE OF COMPLETION  

TITLE RECEIVED  

If there is insufficient space available please attach additional information 

POSTGRADUATE SPECIALIST TRAINING 

1 WHERE  

 
DATE OF 
COMPLETION 

 

 TITLE RECEIVED  



 ACTIVITIES  

   

   

   

   

2 WHERE  

 
DATE OF 
COMPLETION 

 

 TITLE RECEIVED  

 ACTIVITIES  

   

   

   

   

If there is insufficient space available please attach additional information 

 

SPECIALIST EMPLOYMENT (IF APPLICABLE) 

1 POSITION TITLE  

 WHERE  

 DATES  

 ACTIVITIES  

   

   

   



   

2 POSITION TITLE  

 WHERE  

 DATES  

 ACTIVITIES  

   

   

   

   

   

3 POSITION TITLE  

 WHERE  

 DATES  

 ACTIVITIES  

   

   

   

   

   

If there is insufficient space available please attach additional information 

PLEASE OUTLINE YOUR FUTURE PROFESSIONAL INTENTIONS 

 

 

 



 

 

 

If there is insufficient space available please attach additional information 

 

DO YOU HAVE ANOTHER DEFINITE APPOINTMENT? YES NO 

 WHERE  

 POSITION  

 WHEN  

   

PLEASE INDICATE THE MOST CONVENIENT DATE(S) 
FOR YOUR FELLOWSHIP 

 

   

IF YOU WERE ACCEPTED INTO THE PROGRAM WOULD 
FAMILY MEMBERS ACCOMPANY YOU? 

YES NO 

IF SO, PLEASE PROVIDE THEIR 
FULL NAMES AND DATE OF 
BIRTH AS INDICATEDON 
THEIR PASSPORT 

1 DOB 

2 DOB 

3 DOB 

4 DOB 

 

LIST THREE PROFESSIONAL REFEREES, INCLUDING CONTACT DETAILS 

1  

2  

3  

 



PLEASE PROVIDE ANY ADDITIONAL REMARKS YOU MAY HAVE TO SUPPORT YOUR APPLICATION 

 

 

 

 

 

 

 

 

  

If there is insufficient space available please attach additional information 

SIGNATURE  

DATE  

 

Please enclose the following documents with your application: 

• Detailed Curriculum Vitae 

• List of Research and Publications 

• Three signed written references 

This completed form must be returned with the abovementioned documents to: 

Dr David Lunz 
The Prince of Wales Public Hospital 
Barker Street 
Randwick NSW 2031 

 
 
If you have any questions please direct them via email to David Lunz at dtlunz@bigpond.com. 
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