
R e q u i r e m e n t s :  
 

  S u p p o r t  o f  p o s t - r e s i d e n c y  r e s e a r c h  b y  s u r g e o n s  w i t h  a  

m a j o r  c o m m i t m e n t  t o  a  c a r e e r  i n  t r a u m a  s u r g e r y  

  O n e  y e a r  c o m m i t m e n t  

  A w a r d e d  m o n e y  i s  d e d i c a t e d  o n l y  t o  a c a d e m i c  r e s e a r c h  

AAST and Ethicon Fellowship 

Award in Local Wound  

Haemostatics & Hemorrhage  

Control  

Award Amount:  $40,000 

Application Deadline: February 1st, 2010 

Decision by AAST: April 2010 

Scholarship Award: July 2010– June 2011 

For additional information, please contact the AAST Office at:  

American Association for the Surgery of Trauma  

633 N. Saint Clair St., Suite 2600 

Chicago, IL 60611 

Phone: (800) 789-4006/Fax: (312) 202-5063 

Email: aast@aast.org 
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Organized 1938 
 

APPLICATION FOR  
THE AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA  

REASEARCH AND EDUCATION FOUNDATION FELLOWSHIP AWARD 
 

 
 
 
 
 
 
 
 
 

Application is made for the AAST Fellowship Award for a one-year period 
 

PLEASE TYPE OR PRINT RESPONSES 
 
____________________________________________________________________________ 
 Day    Month    Year 
 
Name  ______________________________________________________________________ 
 
Present Title _________________________________________________________________ 
 
Title at time of proposed 
Initiation of Fellowship Award ___________________________________________________ 
 
Office Address _______________________________________________________________ 
 
Telephone ______________________________ 
 
Permanent Address_____________________________________________________________ 
 
Telephone ______________________________ 
 
Date of Birth ____________________________ Place of Birth__________________________ 
 
 
Citizenship ______________ Type of Visa _____________ Expiration Date ______________ 

 
 
 

 applicant’s picture  
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Education: 
 
A. Premedical: Name of School and Location: __________________________________ 

 _______________________________________________________________________ 

 Date of Graduation: __________________ Degree Received: ____________________ 

B. Medical: Name of School and Location: _____________________________________ 

 ________________________________________________________________________ 

 Date of Graduation: __________________ Degree Received: ____________________ 

C. Postgraduate Education: 

   Name of Institution     Dates   Degree 
         and Location       if any 
 
 PGY 1 ___________________________     _______________      _______________ 

 PGY 2 ___________________________     _______________      _______________ 

 PGY 3 ___________________________     _______________      _______________ 

 PGY 4 ___________________________     _______________      _______________ 

 PGY 5 ___________________________     _______________      _______________ 

 OTHER __________________________     _______________      _______________ 

 

Medical Licensure: 

State ____________________ Year Awarded ________________ License # ______________ 

Specialty Board Certification: __________________________     _______________________ 
      Date    Certificate No. 
 
Previous Research Experience: __________________________________________________ 

______________________________________________________________________________ 

Prior Fellowship Awards: _______________________________________________________ 

______________________________________________________________________________ 

Other Awards and Honors: _____________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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Description of Research Facilities 

A. Facilities and Equipment Available: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

B. Collaborators (Provide NIH - Biographical Sketch for each): 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

C. Funds Available to Applicant for Research during Fellowship: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

D. Biohazards and Human Investigation Approval 

 a.  If research includes biohazards record date upon which  
      the appropriate Institution's committee approved project.  ____________ 
 
 b.  If research is to include human subjects record date upon 
      which the appropriate institution's committee approved project. ____________ 
 
 c.  If research is to include animal subjects record date upon which 
      the appropriate institution's committee approved project.  ____________ 
 
 
 ____________________________________________________  ____________ 
             Signature              Date 
 
 
 
 
 
 
 
 
Please Note:  The total amount of the scholarship is for the personal use of the recipient and is 
not to diminish or replace the usual or expected compensation.  The award is made to the 
scholar, not to the institution. A budget must be submitted with the application. 
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TO BE COMPLETED BY DEPARTMENT HEAD 

Department Head Name _______________________________________________________ 

Title _______________________________________________________________________ 

Address______________________________________________________________________ 

Description of plans for applicant during the following Fellowship (verify clinical appointment 
of candidate and note nature and extent of clinical activities, which should not exceed 50% of 
total effort). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
_________________________________________________        _________________________ 
Signature                 Date 
 

Please Note: The total amount of the scholarship is for the personal use of the recipient and is 
not to diminish or replace the usual or expected compensation.  The award is made to the 
scholar, not the institution. A budget must be submitted with application (please see pg. 3) 
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Professional Plans during Fellowship and in Future: ________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Name, Title, and Address of Faculty Sponsor: ______________________________________ 

______________________________________________________________________________ 

Name, Title, and Address of Department Head (if not sponsor): _______________________ 

______________________________________________________________________________ 

Names and institution affiliation of three individuals who have been requested by the applicant to 
submit letters of reference (these individuals should be familiar with applicant's research and 
clinical capabilities). 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

(Please request these individuals to send a letter directly to the Secretary of the American 
Association for the Surgery of Trauma). 

Other Applications for Fellowships for the same or overlapping time period. 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Curriculum vitae and bibliography of applicant (type on standard 8 1/2" x 11" bond paper).  
Include in bibliography only articles in referred professional journals. 

 

    ______________________________________ ____________ 
    Applicant's Signature     Date 
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Research Proposal of Applicant (please complete on standard 8 1/2" x 11" bond paper and follow 
the outline indicated below).  This section should not exceed six pages.  Use the following 
headings. 
 
A. Brief summary of research proposal including application of anticipated results. 
 
B. Detailed description of research plan including specific experimental design and  
            statistical assays.  Should be sufficiently detailed to allow reviewers to evaluate  
            feasibility, validity, budget, etc. 
 
C. Significance of research.  Include brief discussion of anticipated results and how the  
            information will affect the field in question. 
 
D. Pertinent bibliography. (Include articles of others as well as those of applicant - no more 

than 20 references.) 
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INSTRUCTIONS: 
 
All applications must be submitted electronically via email (PDF format) by 
February 1st to Ann Blumstein, Assistant to Robert C. Mackersie, MD, AAST 
Secretary-Treasurer with a cc to Tamara Jenkins. Email addresses are:  
 
Ann Blumstein: ablumstein@sfghsurg.ucsf.edu  
Tamara Jenkins: tjenkins@aast.org  
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Organized 1938 
 

APPLICATION FOR  
THE AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA  

REASEARCH AND EDUCATION FOUNDATION FELLOWSHIP AWARD 
 

 
 
 
 
 
 
 
 
 

Application is made for the AAST Fellowship Award for a one-year period 
 

PLEASE TYPE OR PRINT RESPONSES 
 
____________________________________________________________________________ 
 Day    Month    Year 
 
Name  ______________________________________________________________________ 
 
Present Title _________________________________________________________________ 
 
Title at time of proposed 
Initiation of Fellowship Award ___________________________________________________ 
 
Office Address _______________________________________________________________ 
 
Telephone ______________________________ 
 
Permanent Address_____________________________________________________________ 
 
Telephone ______________________________ 
 
Date of Birth ____________________________ Place of Birth__________________________ 
 
 
Citizenship ______________ Type of Visa _____________ Expiration Date ______________ 

 
 
 

 applicant’s picture  
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Education: 
 
A. Premedical: Name of School and Location: __________________________________ 

 _______________________________________________________________________ 

 Date of Graduation: __________________ Degree Received: ____________________ 

B. Medical: Name of School and Location: _____________________________________ 

 ________________________________________________________________________ 

 Date of Graduation: __________________ Degree Received: ____________________ 

C. Postgraduate Education: 

   Name of Institution     Dates   Degree 
         and Location       if any 
 
 PGY 1 ___________________________     _______________      _______________ 

 PGY 2 ___________________________     _______________      _______________ 

 PGY 3 ___________________________     _______________      _______________ 

 PGY 4 ___________________________     _______________      _______________ 

 PGY 5 ___________________________     _______________      _______________ 

 OTHER __________________________     _______________      _______________ 

 

Medical Licensure: 

State ____________________ Year Awarded ________________ License # ______________ 

Specialty Board Certification: __________________________     _______________________ 
      Date    Certificate No. 
 
Previous Research Experience: __________________________________________________ 

______________________________________________________________________________ 

Prior Fellowship Awards: _______________________________________________________ 

______________________________________________________________________________ 

Other Awards and Honors: _____________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 
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Description of Research Facilities 

A. Facilities and Equipment Available: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

B. Collaborators (Provide NIH - Biographical Sketch for each): 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

C. Funds Available to Applicant for Research during Fellowship: 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

D. Biohazards and Human Investigation Approval 

 a.  If research includes biohazards record date upon which  
      the appropriate Institution's committee approved project.  ____________ 
 
 b.  If research is to include human subjects record date upon 
      which the appropriate institution's committee approved project. ____________ 
 
 c.  If research is to include animal subjects record date upon which 
      the appropriate institution's committee approved project.  ____________ 
 
 
 ____________________________________________________  ____________ 
             Signature              Date 
 
 
 
 
 
 
 
Please Note: AAST Scholarships do not support indirect costs. All awards are disbursed to the 
sponsoring institution and not to the award recipient. However, the total amount of the scholarship 
is for the sole use of the individual recipient for stated research purposes. The award cannot be 
used to reduce or otherwise replace usual or expected compensation.  
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TO BE COMPLETED BY DEPARTMENT HEAD 

Department Head Name _______________________________________________________ 

Title _______________________________________________________________________ 

Address______________________________________________________________________ 

Description of plans for applicant during the following Fellowship (verify clinical appointment 
of candidate and note nature and extent of clinical activities, which should not exceed 50% of 
total effort). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
_________________________________________________        _________________________ 
Signature                 Date 
 

Please Note: AAST Scholarships do not support indirect costs. All awards are disbursed to the 
sponsoring institution and not to the award recipient. However, the total amount of the scholarship 
is for the sole use of the individual recipient for stated research purposes. The award cannot be 
used to reduce or otherwise replace usual or expected compensation. 
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Professional Plans during Fellowship and in Future: ________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Name, Title, and Address of Faculty Sponsor: ______________________________________ 

______________________________________________________________________________ 

Name, Title, and Address of Department Head (if not sponsor): _______________________ 

______________________________________________________________________________ 

Names and institution affiliation of three individuals who have been requested by the applicant to 
submit letters of reference (these individuals should be familiar with applicant's research and 
clinical capabilities). 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

(Please request these individuals to send a letter directly to the Secretary of the American 
Association for the Surgery of Trauma). 

Other Applications for Fellowships for the same or overlapping time period. 

______________________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

Curriculum vitae and bibliography of applicant (type on standard 8 1/2" x 11" bond paper).  
Include in bibliography only articles in referred professional journals. 

 

    ______________________________________ ____________ 
    Applicant's Signature     Date 
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Research Proposal of Applicant (please complete on standard 8 1/2" x 11" bond paper and follow 
the outline indicated below).  This section should not exceed six pages.  Use the following 
headings. 
 
A. Brief summary of research proposal including application of anticipated results. 
 
B. Detailed description of research plan including specific experimental design and  
            statistical assays.  Should be sufficiently detailed to allow reviewers to evaluate  
            feasibility, validity, budget, etc. 
 
C. Significance of research.  Include brief discussion of anticipated results and how the  
            information will affect the field in question. 
 
D. Pertinent bibliography. (Include articles of others as well as those of applicant - no more 

than 20 references.) 
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BUDGET: 
 
Please submit a line item budget for the total amount of funds. All funds must be 
used for the research project only. No funds are to be used for administrative 
support by the institution.   
 
 
INSTRUCTIONS: 
 
All applications MUST be submitted electronically using a *.pdf format. Paper 
applications will not be accepted. The deadline for receipt of scholarship 
applications is midnight PST. Applications should be sent to the Secretary-
Treasurer’s office and to the AAST central office using the following addresses: 
 
Ann Blumstein, Assistant to Dr. Robert Mackersie, AAST Secretary-Treasurer 
ablumstein@sfghsurg.ucsf.edu and Tamara Jenkins, AAST Program Coordinator, 
tjenkins@aast.org  
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