
FUNDING REQUEST FORM
Name

Hospital

Position

Telephone

E-mail

IASSM Membership status Full member      Associate    Committee

FUNDING DETAILS
Funding (Provide as much detail as 

possible. Attach relevant 
documentation supporting request)

Event

Training institution

Venue

Date(s)

COST 

Signed:_______________________________ 
Date:___________________________

Completed application forms should be returned to Patricia Doheny, Kilcrene 
Hospital, Kilcrene, Kilkenny

IASSM OFFICIAL USE ONLY___________________________________________

Approved                  Not approved

Signed:__________________________________           Date:_____________________


