Annual Report Form
	Resident:
	

	Work Phone:
	

	Fax:
	

	E-mail:
	

	Mailing Address:
	


	Residency Start Date:
	


	Supervisor:
	

	Work Phone:
	

	Fax:
	

	E-mail:
	

	Mailing Address:
	


STUDY AND EDUCATION

	YES
	NO

	
	


Has a reading list been provided?

List the seminars, case conferences, meetings or other educational events attended:

	EVENT
	Event(s) Title, Date, Venue and Duration in hours.

	Seminars
	

	Case conferences
	

	Meetings
	

	Other
	


Describe and quantify other non-clinical activities (including library research, research projects, study or externships at other institutions):

	Duration:
	What was the time allocated for:

	
	

	
	

	
	


CLINICAL NEUROLOGY (minimum 70 weeks over the course of the Residency)

Please provide the following information:

	Number of weeks on clinics under direct supervision
	

	Number of weeks on clinics under indirect supervision
	

	Approximate annual case load of the clinic
	

	Approximate annual case load you as Resident were involved in:
	

	Large animal cases seen or large animal rotation performed. If rotation, specify number of weeks, institution and case load during rotation
	


BASIC SCIENCES (minimum 10 hours over the course of the Residency)

Please provide the number of hours dedicated to each of the following disciplines:

	DISCIPLINE
	HOURS
	FORMAT (Seminars, lectures, etc.)

	Neuroanatomy
	
	

	Neurophysiology
	
	

	Clinical Pathology
	
	

	Neuropharmacology
	
	


NEUROSURGERY
Are you in a surgical or a non-surgical residency program?

	SURGICAL
	NON-SURGICAL

	
	


Please provide the following information:

	SURGICAL PROGRAM
	NON-SURGICAL PROGRAM

	
	Primary

Surgeon
	Assistant
	Rotations performed (weeks)
	

	Number of surgeries performed
	
	
	Number of neurosurgical cases managed
	

	
	
	
	Number of surgeries assisted
	


CLINICAL SCIENCES (minimum 50 hours each over the course of the Residency)

Please specify the number of hours and the activity (seminars, rotations, case discussion sessions, etc.) for each of the following disciplines:

	DISCIPLINE
	HOURS
	ACTIVITY
	SUPERVISOR (with qualifications)

	Internal Medicine
	
	
	

	Diagnostic Imaging
	
	
	

	Anaesthesia and Critical Care
	
	
	


GENERAL PATHOLOGY 

Please specify the number of hours spent in each of the following:

	ACTIVITY
	HOURS

	Review pathology/neuropathology samples
	

	Courses
	

	Lectures
	

	Seminars
	

	Other (specify)
	


	Rotation supervisor(s) (with qualifications
	


OPHTHALMOLOGY
Please specify the number of hours spent in each of the following:

	ACTIVITY
	HOURS

	Clinical Ophthalmology
	

	Courses
	

	Lectures
	

	Seminars
	

	Other (specify)
	


	Rotation supervisor(s) (with qualifications
	


REQUIRED PUBLICATIONS

Check boxes below:

	
	SUBMISSION TO JOURNAL
	ACCEPTANCE BY JOURNAL

	
	YES
	NO
	YES
	NO

	Publication 1 (Case Report or Scientific Study)
	
	
	
	

	Publication 2 (Scientific Study)
	
	
	
	


SUPERVISOR EVALUATION

Are formal reviews performed and documented, in order to review, critique and plan the progress of the Resident every six months?

	YES
	
	NO
	


If no, please justify.

	


	Resident:
	

	Signature:
	

	Date
	


	Supervisor:
	

	Signature:
	

	Date
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