
Application Form for Volunteers
in the ASA Overseas Teaching Program                                                                                               

TYPE OR PRINT

Name:  __________________________________________________________________________________________
Last First Middle

Address:  ________________________________________________________________________________________
Street          City State Zip

Date of Birth:_____________   Place of Birth:  __________________ Marital Status:� Married  � Single  � Divorced  � Widowed

Phone No.:                                                            Fax:                                                    E-Mail:                                                      

PREMEDICAL EDUCATION:
COLLEGE LOCATION DATES ATTENDED DEGREE AWARDED
____________________________ _________________________ __________________ ____________________
____________________________ _________________________ __________________ ___________________
                                                                                                                                                                        

MEDICAL SCHOOL:
COLLEGE LOCATION DATES ATTENDED DEGREE AWARDED
                                                   _______________________ ________________ __________________
                                                   _______________________ ________________ __________________
                                                   _______________________ ________________ __________________

POSTDOCTORAL TRAINING:
NAME OF INSTITUTION LOCATION TYPE OF TRAINING DATES
                                                   _______________________ ________________ __________________
                                                   _______________________ ________________ __________________
                                                   _______________________ ________________ __________________

AMERICAN BOARD OF ANESTHESIOLOGY:  Date certified  ________________________

PRACTICE SINCE FINISHING RESIDENCY:
NAME OF INSTITUTION LOCATION DATES
                                                   _______________________ ________________
                                                   _______________________ ________________
                                                   _______________________ ________________

WOULD YOU CLASSIFY YOURSELF AS ASA PHYSICAL STATUS: (circle)  1   2   3

If other than 1, why?  ____________________________________________________________________________
_____________________________________________________________________________________________

PREVIOUS ANESTHESIA EXPERIENCE OVERSEAS:
NAME OF ORGANIZATION WHERE OVERSEAS DATES
                                                   _______________________ ________________
                                                   _______________________ ________________
                                                   _______________________ ________________



Dates (in order of preference) when you would most like to work overseas as an OTP volunteer; include at least 4 dates;
do not include travel time; each tour must start on the first day of a month and must end on the last day of a month;
preference given to those volunteering for more than one month:

1.__________________________________________________
2.__________________________________________________
3.__________________________________________________
4.__________________________________________________

Describe (one hundred words or less; single spaced) what you expect to achieve as an OTP volunteer:

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

I hereby agree that if accepted for participation in the Overseas Teaching Program, I will release the American
Society of Anesthesiologists, its officers, employees and agents from any claims for injury, loss, cost and
expense incurred by myself or members of my family in connection with my participation in the Program, except
for reimbursement for those travel and per diem living costs expressly described in the materials published by
ASA in connection with the Program.

SIGNED _______________________________________________ DATE_________________________________
PASSPORT NUMBER ____________________________________


