
Walter P. de Groot  
Clinical Phlebology Fellowship for  

US Applicants 
Available Online 

www.phlebology.org/research/awards_degroot.html 

The purpose of this award is to recognize the significant contribution of Dr. de Groot in advancing the specialty of phlebology 
and to provide funding to help defray costs when US members travel to study and learn additional phlebological techniques and 
procedures with their colleagues. Known for his ability to accommodate opposing view points with tact and simplicity, Walter de 
Groot endeared himself to colleagues both nationally and internationally. 

1.  APPLICANT INFORMATION: Please print  

First and Last Name_________   ______    

Company  ______     ______   

Street Address  ______   ______    

City, State, Zip  _____  ____   ______   

E-mail (Required) ___________________________________________________ 

Phone    ___________   Fax   ____________    

American College of Phlebology  
101 Callan Avenue ● Suite 210 ● San Leandro ● CA 94577  

510.346.6800 ● 510.346.6808 fax ● www.phlebology.org ● info@acpmail.org 

 OTHER INFORMATION REQUIRED WITH APPLICATION 
 Submit this form with a word or pdf document attachments as described below. 
3. Letter from Preceptor acknowledging their agreement to their proposal 
4. Nature of study with dates, comments, and additional explanations.  

     By checking this box, I agree to the terms of the de Groot Award and attest to the information provided in this 
application.  If awarded, I will be available to attend and submit an abstract about the clinical skills I have acquired 
during the course of study.  This abstract will be presented at the next Annual Congress. (November 5  -  8, 2009 in 
Palm Desert, CA)   

 
 

Please submit 
application by 

 
May 1, 2010 

 
Email: ctynan@acpmail.org  

Fax:  510-346-6808 
 

     For Office Use Only

 

Received Receipt Sent to App. Sent For Review Result of Review Final Letter to App. 

Applicants who are awarded the $2500 award, must also agree to submit an abstract and make a presentation about their newly 
acquired clinical skills at the Annual ACP Congress.  

2.  MENTOR OR TRAINER  INFORMATION: Please print  
 
First and Last Name_________   ______    
 
Company  ______     ______   

Street Address  ______   ______    

City, St, Zip,Cntry   _____  ____   ______   

E-mail (Required) ___________________________________________________ 

For Office Use Only—Check List 
 
           App Info Complete 
           Preceptor Info  Complete 
           Letter from Preceptor Rec’d 
           Nature of Study document            
           Attestation/Agreement Check 
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