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APPLICATION FORM 
FOR VISITING INTERNATIONAL STUDENT ELECTIVE PROGRAM
Osaka Metropolitan University School of Medicine
[image: image1.jpg]
Family name:　　　　　　　　　      First name:　　　　　　　　　　　　
Nationality:　　　　　　　　　　　　
Gender:  　　　　　　Date of birth:                      
Passport number:                      Valid until:                
Native language:                 　Other languages:                  
Medical school:                                               
Name of Dean: _____________________________________________
Present status at medical school:          -year medical student
Expected date of graduation:          ､         
School address:                                                              
Home Address:                                                           
E-mail:                                    Phone no:                  
●Desired elective time period 
　 From 　　　　　　　　  　　　To　　　　　　　　　　　　　　　　　　　　
●Elective choices and dates (Please list in order of preference. We cannot always guarantee your preferences)
	
	Course name
	Weeks

	1
	
	

	2
	
	

	3
	
	

	4
	
	


　 
●Do you require an accommodation at furnished weekly rental apartment?   □Yes 　□No
　(If yes, I will arrive on             (only weekday) and will leave on               )
●Additional information or Comments
· After finishing elective program, we require students to submit a report of their experiences in English within a week. We would like to upload it on our website of Faculty of Medicine with your name and photo.  

Do you agree with uploading your report □, name□ and photo□?　Please check the box ☑ if you agree.　　　　　　　　　　　　　　　　　　　　　　　　　　　　　　       

Date of application:　　            　　　　　　　　　　　　　　Signature:　　　　            　　　       　 　　　　　　　　
Photo








