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MAHIDOL

UNIVERSITY
Wisdom of the Land Ph Oto

APPLICATION FOR THE CLINICAL PRACTICE
Faculty of Physical Therapy, Mahidol University

Please complete all sections of this form.

Section 1: Personal information

Title (MF, MS, IMITS, OTNEIS) c.veivriiieiiiiir ettt ettt et b e sre e e s e e e e sreesreseeeseeaens
Name Of APPIICANT.c.coicies it s eeereee e e

First name Middle name Last (family) name
Gender (Male, FEMAIE) it ettt sse e sreste s e s nas sreeseeneesssnsenns
Date of birth (date/MOoNth/YEar) .......cueecuiiieeeiecceee e e eveeens
CIHIZENSIIP 1ot ettt e r et st ete e e e b e s e e e e e e e aeeeeeebeansaneeeaeasteesaeeeens

Address for correspondence (This address will be used for all written documentation.)

=] o] aToT o T=IN a0 T o1 o =T T
Email address (Please provide email address that you check regularly as this will be used to send

important correspondence to you.)



Home address and telephone number

TeIEPNONE NUMDET ..ttt et et st s s e s e e baee stesteseenssaeeees oon
Name of parent/guardian/next of kin (specify which)
Contact details for parent/guardian/next of kin (Add an address and telephone number if

different from the home address and telephone number shown above.)

Present address and telephone number of

department/school/faculty/university/institution

TelEPNONE NUMBET ..ottt ettt e s e seeeeeeseeesesssssennnes
Name and email address of contact person at present department/school/faculty/

university/institution

Are you in which year of study at the present university/institution? .........c....ccveeeee.e.




Section 2: Application information
Period of exchange at Faculty of Physical Therapy, Mahidol University
From date/month/year To date/month/year

Intended area of clinical practice

Section 3: Declaration of financial support and health insurance

| confirm that

I will have available finance for the entire period of stay to cover
accommodation, living expenses and other expenses which may occur. I:I

| have health insurance for the entire period of stay. I:l

| do pay all health expenses happen during the entire period of stay if | have

no health insurance. I:l

| submit the above application for clinical practice at Faculty of Physical Therapy, Mahidol University. |

certify that the information given in this form is complete to the best of my knowledge.

Signature of applicant Date

Please return this form by airmail or email attachment to:
Mahidol University

999 Phuttamonthon Rd., Salaya, Nakorn Pathom Thailand 73170
Fax: +66 2 441-5454

Email: rungtip.pon@mahidol.ac.th


mailto:rungtip.pon@mahidol.ac.th

