 [image: Macintosh HD:Users:sertacaksakal:Desktop:Çalışmalar:hayvan-rat-ostokin:Bezmiâlem_logo.png]
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By my signature below,

A. I certify that I have requested and am entering into this association without any promise or expectation of financial compensation or offer of employment or other appointment by BVUDentistry.
B. I understand that all application material submitted to BVUDentistry becomes the property of BVUDentistry and is not returnable.
C. I understand that the information submitted herein will be relied upon by BVUDentistry to determine my status for eligibility for this association. I authorize BVUDentistry to verify the information I have provided.
D. I certify that the information in the application is complete and correct to the best of my knowledge and belief. I acknowledge the submission of any false information is grounds for rejection of my application or termination of my association with BVUDentistry.
 

INDIVIDUALS’S SIGNATURE 						DATE
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DENTAL SCHOOL

Name Country
Year graduated from an undergraduate dental program?
Year School
Have graduated from a specialty diplomalcertificate or degree program? ~ Yes No
Currently registered in a specialty program? Yes No
If “yes” state Program and current year of study
Program

Year School
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STUDENT’S NAME:

NAME OF DENTAL SCHOOL:

ADDRESS:

Check the appropriate box:

O The above-named student is presently registered in his/her yearofa year program
towards a doctor of dental surgery degree.

O The above-named student is presently registered in his/her yearofa year Specialty
program towards a specialty degree.

The above-named student will be enrolled/registered in his/her year during the proposed elective.

O The above-named student has graduated from a specialty program / degree  Yes |__|No
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Complete the following:

Assessment of academic ability: above average average below average
Assessment of clinical ability:  above average average below average
Student's knowledge of English: Spoken: Witten

Will the student be covered by Liability Insurance by your Institution: Yes[ |No

Amount of Liability

(Canadian Students Only) Will the student be covered by personal Health Insurance: Yes[ |No

The above-named student is in good standing at this institution. The student is authorized to take this clinical
instruction and (will/ will not) receive academic credit for the experience.

AUTHORIZING SIGNATURE PRINT SIGNATURE

TITLE DATE

SEAL OF INSTITUTION
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PART A: STUDENT INFORMATION

Dr.

Mr. Sumame Given names
Ms.

Home/Permanent Address:

Street Name Apt/Suite No.

City Province / State Postal Code / Zip Code Country

Area Code + Tel. No.  Area Code + Fax No. “Email Address

PART B: MAILING ADDRESS IF DIFFERENT FROM THE ABOVE

Street Name Apt/Suite No.

City Province / State Postal Code / Zip Code Country

Area Code + Tel. No.  Area Code + Fax No. Expiry Date
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PART C: TO BE COMPLETED BY THE VISITING UNDERGRADUATE DENTAL STUDENT

DENTAL SCHOOL

Name “Country

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





