UNIVERSITY  OF  CAPE  TOWN
APPLICATION FORM FOR ELECTIVE PLACEMENT IN FACULTY OF HEALTH SCIENCES
UNDERGRADUATE STUDENTS ONLY
SECTION A:    TO BE COMPLETED BY APPLICANT

 (Mr, Mrs, Miss) .......................................................

SURNAME: .................................................................	FIRST NAME(S):  ...........................................................................................

ADDRESS FOR CORRESPONDENCE:  ..............................................................................................................................................
 
............................................................FAX NO........................................ID No/Passport no…………………………………............................

E-MAIL ADDRESS:  ..........................................................   NATIONALITY:  ...............................  DATE OF BIRTH:  .......................

NAME AND ADDRESS OF THE UNIVERSITY WHICH YOU ATTEND:  ..............................................................................................
...............................................................................................................................................................................................................
PLEASE EXPLAIN THE STRUCTURE OF THE MEDICAL DEGREE FOR WHICH YOU ARE STUDYING.  HOW MANY YEARS ARE YOU REQUIRED TO STUDY BEFORE YOU QUALIFY? ............................................................................................................
MONTH AND YEAR OF YOUR EXPECTED GRADUATION: ...............................................................................................................
IN WHICH OF THOSE YEARS DO YOU UNDERGO CLINICAL TRAINING (i.e. work with patients in  hospital) ...............................
PLEASE NOTE THAT THE UNIVERSITY OF CAPE TOWN ACCEPTS VISITING STUDENTS ONLY IF THEY ARE IN THEIR FINAL  OR SEMI-FINAL YEAR OF  CLINICAL  TRAINING.  
ARE YOU IN YOUR FINAL/SEMI-FINAL YEAR OF CLINICAL TRAINING?           	Yes    |_|	No      |_|

SECTION B:     TO BE COMPLETED BY YOUR UNIVERSITY
I CONFIRM THAT THE INFORMATION ABOVE IS CORRECT 
         
..................................................................................
Signature of Appropriate Official at your University
............................................................................................................................................		
Title, Name and Position of the University Official who Certified the above (Please Print)		UNIVERSITY SEAL (above)
		

SECTION C:     TO BE COMPLETED BY APPLICANT
IN WHICH UCT DEPARTMENT AND HOSPITAL DO YOU WISH TO UNDERTAKE YOUR ELECTIVE:

FIRST CHOICE:  .................................................................	SECOND CHOICE:  ..........................................................................
DO YOU WISH TO DO A CLINICAL ELECTIVE (I.E. WORK WITH PATIENTS)? 		Yes    |_|	No     |_|
[bookmark: Check1][bookmark: Check2]OR DO YOU WISH TO DO FOLDER RESEARCH, CLINICAL RESEARCH OR OBSERVATION 	Yes     |_| 	No     |_|
IF SO, EXPLAIN IN DETAIL  ................................................................................................................................................................
...............................................................................................................................................................................................................
GIVE EXACT DATES OF  YOUR PROPOSED ELECTIVE: 
	From:   (day, month and year) 	..........................................................................................................................
	To:      (day, month and  year)      	...........................................................................................................
Alternative Dates:     From ......................................................................	To.......................................................................................
SIGNED.............................................................................................           DATE ...............................................................................
_______________________________________________________________________________________________________
Please return this completed form to The Elective Officer, Faculty of Health Sciences, Medical School, University of Cape Town, Private Bag X3, 7934 South Africa. by  __________________________________
j:\exchrmnge\feappfm


