APPLICATION FOR TRAINING CENTER 
IN PEDIATRIC AND ADOLESCENT GYNECOLOGY (FIGIJ)

1. 
CENTER INFORMATION
NAME OF CENTER: ………………………………………………………………………………
PHONE…………………...........................
FAX ........…………………................................

EMAIL…………………………………….....................................................................................

POSTAL ADRESS: …………………………………………………………………………………

NAME OF DIRECTOR: ………………………………………….…………………………………

2.
Postgraduate teaching program at the center.
	Name of the program
	Duration of the program
	No. of students per year 
	Total capacity

	
	
	
	

	
	
	
	

	
	
	
	


* Add pages, if necessary

3. Relationship with undergraduate level
	
	Yes
	No

	Permanent teaching in medicine
	
	

	Courses in medicine
	
	

	Permanent teaching to others health providers
	
	

	Courses to others health care providers
	
	


4. Details of the Center of service
4.1
Serving population:  …………………………..
4.2
Type of services provided by the center:


Primary care:  
…… Yes, proportion of services (e.g. 1-100%) ………..%




 
.…...  No
Secondary care:  
…… Yes, proportion of services (e.g. 1-100%) ………..%




      
.…...  No

Tertiary care:  
…… Yes, proportion of services (e.g. 1-100%) ………..%




 
.…...  No
4.3 Details of service 

	
	Yes
	Number of rooms per week

	Out-patient services
	
	

	a. Is there an out-patient clinic for adolescents?
	
	

	b. Is there an out-patient clinic in PAG?
	
	

	c. Is there an out-patient clinic in other areas of adolescent medical care?
	
	

	d. Is there antenatal clinic for adolescents?
	
	

	In-patient services
	Yes
	No of days per week

	e. Is there in-patient service for PAG?
	
	

	f.  Is there emergency Service for PAG?
	
	

	g.  Is there service for child abuse or related assessment?
	
	

	Other areas
	
	

	h. Is there any ethics committee to review research on children or adolescents?
	
	--

	i. Is there Infection control committee?
	
	--


*Please ‘V’ if the service is available and fill in the details accordingly.
5. Academic staff or clinicians involved in PAG or adolescents service
	Title (Prof./ Dr.)
	Name
	Hrs/week in PAG service

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


* Add pages, if necessary

6. Manpower of other professionals related to PAG service or teaching
	Profession

(Subspecialty)
	Name
	Hrs/week Univers.

	
	
	

	
	
	

	
	
	

	
	
	


* Add pages, if necessary
7.- Medical Equipment at the center 
	Medical equipment (e.g. imaging facilities / operating facilities / others)
	Number of equipment

	
	

	
	

	
	

	
	

	
	

	
	


* Add pages, if necessary

8.- Statistics of in PAG service
	*Year
	
	
	
	
	

	Number of out-patient new cases per year
	
	
	
	
	

	Number of out-patient follow-up cases per year
	
	
	
	
	

	Total
	
	
	
	
	

	
	
	
	
	
	

	Number of hospitalizations per year
	
	
	
	
	

	Number of deliveries per year (if applicable)
	
	
	
	
	


*Please provide details for at least 3 years 
For centers applying for Part II training:

	*Year
	
	
	
	
	

	Number of minor PAG operations per year
	
	
	
	
	

	Number of major PAG operations per year
	
	
	
	
	

	Total
	
	
	
	
	


*Please provide details for at least 3 years 
9.-Services for diagnosis support
	
	Yes
	No
	Remarks, if any

	Anatomical and cellular pathology 
	
	
	

	Chemical pathology
	
	
	

	Genetic laboratory
	
	
	

	Haematological pathology
	
	
	

	Imaging Department
	
	
	

	Others
	
	
	


10.- Library
Is there library in the same place?


Yes..…..No.......
Is the library in other place?



Yes..…..No.......
If yes, where is it? ………………………………………………..






Is there access to journal by internet?


Yes..…..No.......
If yes, number of full text e-journals:  …………………………..  
11. Teaching and meetings

	
	No
	Yes
	If yes, frequency of meeting (e.g. once per month)

	Is there audit meeting?
	
	
	

	Is there clinical meeting?
	
	
	

	Is there pathology meeting
	
	
	

	Is there journal club meeting?
	
	
	

	Is there multidisciplinary meeting?
	
	
	Specialties involved:




12. Research projects related to PAG in last 5 years (Only titles). (*Add pages, if necessary)
13. Publications in last 5 years on PAG (*Add pages, if necessary)
14. Training program (Please list the training program. Add pages, if necessary)
Please send the application to:

Director of IFEPAG: Dr. Symphorosa S.C. Chan

Email: symphorosa@cuhk.edu.hk
