American Osteopathic Academy of Sports Medicine

2424 American Lane

Madison, WI  53704

Contract Year Report

Training Institution:______________________________________________________

Number of Positions Filled: _______________________________________________

Address:______________________________________________________________

_____________________________________________________________________

Telephone:_____________________ Fax: ___________________________________

Name of Program Director:________________________________________________

Contract Year: _______________________  to    _________________________

Name of Resident __________________________________  AOA# ______________

Name of Resident __________________________________  AOA# ______________

Name of Resident __________________________________  AOA# ______________

Name of Resident __________________________________  AOA# ______________

Name of Resident __________________________________  AOA# ______________

Instructions:

This form must be submitted to the AOASM office within 30 days of the beginning of the contract year.  

I certify that the information on this form is correct and accurate.

________________________________________     ____________________________

(Signature of Program Director)                                                             (Date)

