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EASTERN MEDITERRANEAN UNIVERSITY

COMPULSORY CLINICAL PRACTICE 
APPLICATION FORM
To whom it may concern:  
Our university students are required to do clinical placement in organizations and enterprises until the end of their education period. We would like to thank you for your interest in giving the opportunity for our students to do their clinical placement in your organization and wish you success in your studies.
	Name-Surname
	
	ID Number
	

	Student Number 
	
	Teaching year
	

	Department
	
	Faculty 
	

	e-mail address
	
	Telephone No (GSM)
	

	Residential address

	


- INFORMATION REGARDING THE PLACE OF CLINICAL PRACTICE
	Starting Date of Internship
	
	Date of Completion
	
	Duration (Working Day)
	

	Hospital/ company  name 
	

	Hospital/ company  address
	

	Production/ Service Area
	
	
	

	Telephone number
	
	Fax Number
	

	e-mail address 
	
	Web address 
	


AUTHORISED PERSON  
	Name Surname
	

	Title/ role
	
	It is appropriate for the student to do the clinical placement.
Signature / Stamp
	

	e-mail address 
	
	
	

	Date
	
	
	


        STUDENT'S SIGNATURE
    DEPARTMENT APPROVAL 
     FACULTY APPROVAL        
	The information I have written on the document is correct.
Date:
	Date:
	Date:




