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Manager, Medical Education
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Ph: +61 3 9508 1375    Fax: +61 3 9508 1368 

Email: aspence@cabrini.com.au
** Please read information sheet before completing this form**

PART 1 : To be completed by VISITING STUDENT WHO HAS APPLIED TO THIS OFFICE (Please print or type)

	TITLE: _________ SURNAME: _________________________________________ GIVEN NAME: ___________________________

ADDRESS FOR CORRESPONDENCE:  _________________________________________________________________________

__________________________________________________________________________________________________________  

Age: _________________________    Telephone: ______________________________ Fax: _______________________________

E-Mail : ___________________________________________________________________________________________________

NAME OF MEDICAL SCHOOL: ____________________________________ COUNTRY: __________________________________

Physical or other disabilities which might necessitate special arrangements: _____________________________________________

Year of study at time of proposed elective (5th, 6th, etc.)  ____________   Total number of years of the course: __________________

Clinical Medical experience you will have completed prior to the proposed elective:

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

How many weeks (        ) applying for.       List three (3) elective choices in order of preference. Please include start and end dates.  

1st Choice:
Elective Topic : _______________________________________________________________________________



Date of Elective:
From:  ______________________________
      To:
__________________________________

2nd Choice:
Elective Topic: _______________________________________________________________________________



Date of Elective: 
From: ______________________________        To:
__________________________________

3rd Choice:
Elective Topic: _______________________________________________________________________________



Date of Elective:
From: ______________________________        To:
__________________________________

If contacts have been made already with staff in this hospital network, please provide the following information:

Name:
__________________________________________ 
Department Name: ________________________________________

Telephone No.: ____________________________________  Facsimile No.: ____________________________________________

____________________________________________________________  
            ___________________________________

                           STUDENT’S SIGNATURE






              DATE


