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IAHCSMM – 3M International Sister CSSD Educational Exchange Program  
Application Form

Instructions: Applications can be submitted via mail or electronically. If you are to mail in the application, please print the form, and 
fill it with a blue pen, attach the documents required, date, and sign at the end. If you are to apply online, click on boxes to check (R) 
if applies and fill the blanks with the information requested.

Applicant Name: Title: 

Hospital: City/State/Country:

Applicant Telephone:  Applicant E-Mail:  

Hospital Information 

Hospital Accreditation: 

CSSD Information 

I work in a hospital with at least 500 beds

My hospital is accredited by Joint Commission

My hospital is seeking accreditation by Joint Commission or other organization,

please specify if other:

My hospital is accredited by another organization,

please specify:

My hospital supports my participation in the program. Please attach the letter of support from the

 hospital administration.

There is a safe and secure hotel nearby the hospital or my hospital has a guest house facility for program

How many people work in your CSSD Department, please specify:

What is the scope of service of your department, please specify:

AAMI, AORN, and CDC guidelines are followed in day to day practices in my CSSD

directly reports to (e.g. OR, IC, Material management, etc.)

My hospital supports I participate in the program. Please attach the letter of support for from the unit CSSD

Endoscopes are processed in my CSSD or I am familiar with endoscope reprocessing

highlighting the process) within the rules and regulations of the hospital.

My department is willing to provide a virtual tour (PowerPoint presentation with a few photographs 

o This letter will include confirmation 
 § that my hospital will permit me to travel for a 10 day trip 
 § that my hospital is willing to host a fellow from a sister hospital for up to 5 days 
 § that my hospital is willing to undertake responsibility for conducting screening of the visitor 

    necessary to permit the visitor access to the hospital facility 

program participant if needed during the exchange stay

Languages spoken besides English:

Personal Information 

while I am participating in the exchange visit.

I am the CSSD Manager and I have someone in my department who could take the responsibilities of my duty 
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By submitting this Application and typing my name at the end I certify that my participation will not violate local or national laws.  

IF I AM CHOSEN AS A PARTICIPANT IN THIS PROGRAM:

I understand that the value I receive as a participant in this Program may be reported to government entities where applicable and I 
consent to such disclosure. I agree to be responsible for any federal, state and local taxes which I may owe as a result of my 
participation in this program.

I understand that I will be required to travel for approximately ten (10) days outside of my home country and confirm that I have (or 
will have) a valid passport (and/or VISA)  to permit such travel.  I will provide a letter of support from my hospital administration and 
CSSD department. I understand that I will receive round trip coach air fare from a major commercial airport near my residence and 
standard hotel accommodations (alternatively I may be asked to stay in a hospital guest house).  A food allowance of not more than 
$100.00 per day and a ground travel allowance of $25.00 per day will be paid with valid receipts.  All other expenses will be my 
responsibility.

I commit to participate in twelve (12) monthly telephone calls with my Sister Hospital, IAHCSMM and 3M.

At the conclusion of twelve (12) months, I agree to share my observations and impressions at local regional and international meetings, 
when possible.  I agree to submit an abstract to IAHCSMM in time for the IAHCSMM 2013 annual meeting, based on some 
component of my experience with this program. 

I grant 3M and IAHCSMM the right to use my name, voice, photograph and likeness for advertising, publicity and trade purposes 
without additional compensation, except where prohibited by law.  I waive all right of inspection.

I release 3M and IAHCSMM from any and all liability, loss, harm, damage, cost or expense, including all reasonable counsel fees and 
court costs incurred and including, without limitation, property damage, personal injury and/or death which may occur in connection 
with my participation in this program

By clicking the submit button I certify that all the information provided in this application is correct and complete.

OR MAIL COMPLETED FORM WITH SUPPORTING DOCUMENTS TO

IAHCSMM 
SISTER CSSD PROGRAM

213 West Institute Place Suite 307
Chicago, IL 60610 USA

Signature:

Name:

Date:
*Be sure to attach supporting documents

Resume, Please attach

Recommendation letters (3), Please attach

meetings in oral or poster presentation formats.

I am willing to give presentations about my learning from the program at local, regional or international

I am willing to sign a written consent to follow the regulations, protocols, and standards at the host

hospital during shadowing visit.

I understand that I will be responsible to provide information, including background information, as requested by the hospital I will 
visit in order for them to grant me access to their facility.
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City/State/Country:
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Applicant E-Mail:  
Hospital Information 
Hospital Accreditation: 
CSSD Information 
 hospital administration.
What is the scope of service of your department, please specify:
directly reports to (e.g. OR, IC, Material management, etc.)
highlighting the process) within the rules and regulations of the hospital.
o This letter will include confirmation
 § that my hospital will permit me to travel for a 10 day trip
 § that my hospital is willing to host a fellow from a sister hospital for up to 5 days
 § that my hospital is willing to undertake responsibility for conducting screening of the visitor    necessary to permit the visitor access to the hospital facility 
program participant if needed during the exchange stay
Personal Information 
while I am participating in the exchange visit.
By submitting this Application and typing my name at the end I certify that my participation will not violate local or national laws.  
IF I AM CHOSEN AS A PARTICIPANT IN THIS PROGRAM:
I understand that the value I receive as a participant in this Program may be reported to government entities where applicable and I consent to such disclosure. I agree to be responsible for any federal, state and local taxes which I may owe as a result of my participation in this program.
I understand that I will be required to travel for approximately ten (10) days outside of my home country and confirm that I have (or will have) a valid passport (and/or VISA)  to permit such travel.  I will provide a letter of support from my hospital administration and CSSD department. I understand that I will receive round trip coach air fare from a major commercial airport near my residence and standard hotel accommodations (alternatively I may be asked to stay in a hospital guest house).  A food allowance of not more than $100.00 per day and a ground travel allowance of $25.00 per day will be paid with valid receipts.  All other expenses will be my responsibility.
I commit to participate in twelve (12) monthly telephone calls with my Sister Hospital, IAHCSMM and 3M.
At the conclusion of twelve (12) months, I agree to share my observations and impressions at local regional and international meetings, when possible.  I agree to submit an abstract to IAHCSMM in time for the IAHCSMM 2013 annual meeting, based on some component of my experience with this program. 
I grant 3M and IAHCSMM the right to use my name, voice, photograph and likeness for advertising, publicity and trade purposes without additional compensation, except where prohibited by law.  I waive all right of inspection.
I release 3M and IAHCSMM from any and all liability, loss, harm, damage, cost or expense, including all reasonable counsel fees and court costs incurred and including, without limitation, property damage, personal injury and/or death which may occur in connection with my participation in this program
By clicking the submit button I certify that all the information provided in this application is correct and complete.
OR MAIL COMPLETED FORM WITH SUPPORTING DOCUMENTS TO
IAHCSMM 
SISTER CSSD PROGRAM
213 West Institute Place Suite 307
Chicago, IL 60610 USA
*Be sure to attach supporting documents
meetings in oral or poster presentation formats.
hospital during shadowing visit.
I understand that I will be responsible to provide information, including background information, as requested by the hospital I will visit in order for them to grant me access to their facility.
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