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STUDENT APPLICATION FORM

ACADEMIC YEAR 2013-2014
	 
	Photograph 


This application should be completed in black in order to be easily copied and/or telefaxed.

SENDING INSTITUTION

(to be completed by the departmental Coordinator)

Name and full address of the University :

Pontifícia Universidade Católica de São Paulo (PUC-SP)
Faculdade de Ciências Médicas e da Saúde
Rua Joubert Wey, 290 

CEP18030-070 - Sorocaba/SP 

Departmental Coordinator :

Name : DA SILVA RODRIGUES


First Name(s) : José Mauro
Tel. : 55-15-3212.9996  

Fax :      

E-mail : jmrodrigues@pucsp.br
Date : 09/05/2016




Stamp & Signature :

HOST INSTITUTION

Name and full address of the University :

FACULTE LIBRE DE MEDECINE

56 rue du Port

F-59046 LILLE CEDEX

Departmental Coordinator :

Name : BODART


First Name(s) : Olivier
Tel. : 33-3-20-13-41-81
         Fax : 33-3-20-13-41-31          E-mail : olivier.bodart@icl-lille.fr
Educational Tutor :

Name :      



First Name(s) :      
Date :      




Stamp & Signature :

TO BE COMPLETED BY THE APPLICANT
STUDENT'S PERSONAL DATA

	Name :      
	First Name(s) :      

	Date of birth :      
	Place of birth :      

	Sex : M  FORMCHECKBOX 

F  FORMCHECKBOX 

	Nationality :      

	Current address :

     
     
     
     
	Permanent address (if different) :

     
     
     
     

	Tel. :      
	Mobile :      

	E-mail :      


LANGUAGE COMPETENCE

	Mother tongue :      

	Other languages :

     
     
     
	I am currently studying

this language

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	I have sufficient knowledge to follow lectures

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 


	I would have sufficient knowledge to follow lectures with an extra-preparation

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 




CURRENT STUDIES
Diploma/degree which you are currently studying :      
Year of the curriculum which you are currently following :      
Theoretical subjects already followed and validated :      
PRACTICAL TRAINING EXPERIENCE
	Type of work experience
	Organisation
	Dates
	Country

	     
     
     
     
     
     

	     
     
     
     
     
     
	     
     
     
     
     
     
	     
     
     
     
     
     


COVERING LETTER

Please introduce yourself briefly and set out your motives for studying in Lille
     
PRACTICAL DETAILS/PERSONAL WISHES
Potential date to start your period of study :       / to end your period of study :      
Second choice (if relevant) : start :       / end :      
Please mention any specific details or wishes about your period of study abroad :

     
I undersigned,      , apply for a practical training period at the Medical Faculty of the Lille Catholic University.
	Department in Hospital
	Period of Study
	

	
	from
	to
	Date :      

	     
     
     
     
     
     
     
	     
     
     
     
     
     
     
	     
     
     
     
     
     
     
	Signature :




I undersigned,      , apply for a theoretical training period at the Medical Faculty of the Lille Catholic University.

	Title of course
	Year of curriculum
	Semester
	Date :      

	     
     
     
     
     
     
     
     

	     
     
     
     
     
     
     
     
	     
     
     
     
     
     
     
     
	Signature :




SENDING INSTITUTION

	We confirm that this proposed programme of study is approved.

         Date :                                          Signature :                                             Stamp :




HOST INSTITUTION

	We confirm that this proposed programme of study is approved.

         Date :                                            Signature :                                             Stamp :




