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2010 Pfizer Teacher Development Award

Honoring Community-Based Physicians
Who are Outstanding Part-time Teachers of Family Medicine
APPLICATION  FORM  (see also Instructions & Checklist for Directions) f

 FORMCHECKBOX 
Please place your cursor in the grey box and type your answer.  The box will automatically expand as you type.  To move to the next box, please press the “Tab” key.  For questions, please call 1-800-274-2237, x 4457. 
This form must be received no later than April 30, 2010  FORMCHECKBOX 

APPLICANT

AAFP Member ID#:       
Full Name and Title (MD/DO):       


Mailing Address:          E-mail:       
Telephone Number:               
NOMINATOR OR CONTACT (person the Foundation can call with questions about the application):
Name and Title:       
Mailing Address:         E-mail:       
Telephone Number:               

APPLICANT’S EDUCATION

	Name of School
	City & State
	To
	From
	Degree

	     

	     
	     
	     
	     

	    

	     
	     
	     
	     

	     

	     
	     
	     
	     

	     

	     
	     
	     
	     


Residency Attended:       

Residency Director:       
Year graduated from family medicine residency program (check one):


 FORMCHECKBOX 
2003
 FORMCHECKBOX 
2004
 FORMCHECKBOX 
2005
 FORMCHECKBOX 
2006
 FORMCHECKBOX 
2007
 FORMCHECKBOX 
2008
 FORMCHECKBOX 
2009
FELLOWSHIP INFORMATION

Has the applicant, or will the applicant, be completing a Fellowship (Y/N)?       
Type of Fellowship:       
Length of Fellowship:          Completion Date:       
PROGRAM OR DEPARTMENT with which the applicant is associated in a teaching capacity:
Program/Dept. Name:       
Program/Dept Administrator Name & Title:       
Mailing Address:
        E-mail:           

Telephone #:       
REFERENCES

 FORMCHECKBOX 
 Residency Director   FORMCHECKBOX 
 Dept. Chair     FORMCHECKBOX 
 Predoctoral Director 
Name & Title:             
E-mail:             Telephone Number:             

Mailing Address:         

Two full-time, part-time, or voluntary Teaching Colleagues who will submit a reference form:
Teaching Colleague #1   
Name & Title:             
E-mail:          or    Mailing Address:         

Telephone Number:             

Teaching Colleague #2   
Name & Title:             

E-mail:          or    Mailing Address:         

Telephone Number:            
One resident or student who will submit a letter of recommendation:

 FORMCHECKBOX 
  Resident or  FORMCHECKBOX 
Student   
Name & Title:             
E-mail:          or    Mailing Address:         

Telephone Number:             
PRACTICE INFORMATION

Are you currently active in the practice of family medicine (Y/N)?       
Type of practice:
 FORMCHECKBOX 
 Fee for service
 FORMCHECKBOX 
 Full salary

 FORMCHECKBOX 
 Other, please explain      
What percentage of your practice is:

	Geriatrics
	     %
	Pediatrics
	     %
	Adult Medicine
	     %

	Obstetrics
	     %
	Surgery
	     %
	Chemical Dependency
	     %

	Other (Please explain)      %


SHORT ESSAY QUESTIONS - Please limit your answer to 200 words per question. 
1) Describe your practice setting.        
2) Tell us about your community involvement (included volunteer and charitable work).       
3) Tell us about your professional involvement (include offices held).       
4) Why did you choose family medicine as a career?       
5) What are your plans for teaching?       
6) What do you feel you can offer your students?       
7) Describe the physician/patient relationship and what it means to you.       
8) Describe the most challenging physician/patient encounter and explain how you would instruct students or residents to deal with the situation.       
 FORMCHECKBOX 
 CURRICULUM VITAE - Please provide as a separate document. 
Signature/Electronic Signature of Reference:  
Date:  
  ( THANK YOU (  
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