Bartellas Family Award for Innovation in Medicine
Application Form
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Background Information

This award was established by a donation from Dr. Elias Bartellas, MD, FRCS ©, DABOG. Dr.
Bartellas was born in Cyprus and obtained his medical degree from The Hebrew University in
Jerusalem. He completed his obstetrics and gynecology residency training programs in Israel and at
Memorial University of Newfoundland where he served as an associate clinical professor. Dr. Bartellas
has been recognized provincially and nationally for distinction in teaching and mentorship. In addition
to having a busy practice in obstetrics and gynecology, Dr. Bartellas has been a pioneer in innovation,
simulation and the implementation of new medical technologies in his field. Together with his wife, Dr.
Maeve Kelly, a pediatrician and clinical assistant professor, they have raised three children who have
followed in their parents’ footsteps at Memorial University’s Faculty of Medicine and continued the
family’s legacy of innovation.

Requirements

Applicants must:

Be in their 15t or 2" year of the Undergraduate Medical Education Program.

Meet scholarship standing as defined by the university.

Complete this application form.

Write a personal letter describing their innovation activities and how they believe they will
improve healthcare (500 word maximum).

5. Submit all documents via email to ScholarshipsUGME@mun.ca.
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Application forms must be signed and completed in full by the student. Incomplete or improperly
prepared application forms disqualify the student from the competition.

Applicant Information

Name: | | Student Number:[ ]

Mailing Address: | |

Email: | |Phone Number:[ ]

Year of Medical School: | |

Applicant Signature: | | Date: | |

Contact Us

If you have any questions or concerns regarding this application, please contact the Memorial
University, Faculty of Medicine Scholarships Administrator at ScholarshipsUGME@mun.ca.
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