Name and location of institution:
Name of training supervisor:
Local cardiovascular imaging environment:
Applicant First & Last Name:
Details of the CMR service:
Number and type of CMR scanners:
Size of clinical CMR service (numbers per year):
Most common scan indications:
Specialist CMR services provided:
Existing CMR training program:
Number of Level 2/3 CMR experts:
Details of the CMR training the fellow will receive:
Please confirm that there have been no SCMR training fellows in past 2 years at the hosting institution.
· Yes
· No
Please confirm that host institution will provide CMR training to the applicant according to the expectations set out in the SCMR guidance document.
· Yes
· No
Likelihood that the fellowship will lead to a new CMR program (local support, existing infrastructure, scanner available / present, etc.), why the grant is needed and what the plan is with the new CMR service:






Signature & Date

