






ESRA LIFT Mentor Application Form
Programme: ESRA LIFT (Leaders Inspiring Future Talents) Mentorship Programme
Duration: 12 months (virtual or in-person sessions)
Eligibility: ESRA member ≥ 5 years, expertise in RA, POCUS, Perioperative Care or Pain Medicine, maximum of 2 mentees per year.

Section 1 – Personal Information
· Full Name: ___________________________________________
· Current Position/Title: __________________________________
· Affiliation (Institution/Hospital): ____________________________________
· City/Country: ______________________________________________
· Email: ________________________________________________
· Phone: ________________________________________________
· ESRA Membership Number: ______________________________
· Years of Continuous ESRA Membership: ___________________

Section 2 – Professional Experience
1. Primary Area(s) of Expertise (check all that apply):
· ☐ Regional Anaesthesia (RA)
· ☐ Point of Care Ultrasound (POCUS)
· ☐ Perioperative Care
· ☐ Pain Medicine
2. Clinical/Teaching/Research Experience (list highlights):



3. Previous Mentorship Experience:
· Have you served as a mentor before? ☐ Yes ☐ No
· If yes, please describe:




Section 3 – Motivation & Commitment
1. Why do you want to serve as a mentor in the ESRA LIFT Programme?


2. What do you believe mentees can learn from your experience?


3. How many mentees would you be willing to mentor concurrently? (Max. 2 per year)
☐ One ☐ Two
4. Mentoring Availability (please select one):
☐ Virtual only
☐ In-person only (if geographically feasible)
☐ Both virtual and in-person
5. Commitment Declaration (please check all):
· ☐ I confirm my ability to commit to minimum 30-minute monthly meetings (virtual/in-person).
· ☐ I agree to provide early quarter, mid-year and final reports.
· ☐ I agree to participate in programme feedback surveys.
· ☐ I understand and accept the confidentiality and mentoring agreement requirements.

Section 4 – Attachments Required
· ☐ Curriculum Vitae (CV)
· ☐ Motivation Letter
· ☐ Proof of ESRA Membership

Signature: _____________________________ Date: ____________
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