
 

 

 

Surgeons registration  for        

TRAINING COURSE  

Training Site:  

Date: 
: 

 

Applicant:                   

(PS-AM) 
 

Doctor’s name and 

surname: 

Phone: 

Mobile Phone: 

Email:  

 

Hospital: 

Address: 
 

City:  

N° 

Interventions/year 
 

Method or Product 

used: 
 

Potentially               

(# of THD): 
 

Training Course 

Type:  
 

Motivation:  
 

 

Expectation               

(Timing and 

Quantity):  

 

 

 

 

Cost associated:  

Note:  

 


