MEDICAL INTERNSHIP PROGRAMME APPLICATION FORM

TO BE COMPLETED BY THE APPLICANT

SECTION 1: Details of Applicant

Applicant’s Photo

1. Last / Surname:

2. First / Given Name(s):

3. Age: (Yrs)

4. Sex

] Female []

5. Marital Status

Male

Married [] Single []
Other (specify) []

6. Nationality

Passport No:

National Id No:

7. Title:

CIMr. O Ms. Mrs. ] Dr. [ Sr

Other (please specify)

8. Physical Address:

11. Have you applied for internship before?

9. Telephone No (s):

Yes [] No [

10. E-mail:

12. If Yes, give date? (dd/mm/yyyy)

SECTION 2: Details of the proposed Internship

13. Proposed period of internship training:

(dd/mm/yyyy)

Start Date:

End Date:

14. Qualifications (e.g. MBChB)

1. Medicine [ ]
2. Dentistry [ ]
3. Nursing/Midwifery [ ]

4. Pharmacy [ ]

15. Name of University/Institution of training:

17. Country:

16. Year of completion of your Course:

I certify that the above information is complete and correct to the best of my knowledge.




