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Application Form 
	
	
	 

	I. Personal Information

	NOTE: The information below is critical when contacting you or related personnel. Should you wish to fill out the form in handwriting please write in block letters. KHIDI will not take any responsibility for results caused by unclear writing. Phone numbers should include your country code.

	Attach 
Your picture here.
(a bust shot only)
	Name
	(First)                    (Middle)                     (Surname)

	
	Home Address
	

	
	
	* Emergency contact No.:

	
	Passport No.
	
	Country of Issue
	

	
	Work Phone 
	+   -    - 
	Nationality
	
	Date of Birth
	(mm/dd/yy)

	
	Mobile Phone
	+   -    - 
	
	
	Place of Birth
	

	
	E-mail
	
	Gender
	
	Airport of Departure
	

	Family Information

	Name
	Relationship
	Age
	Occupation
	Name
	Relationship
	Age
	Occupation

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Academic Profile

	NOTE: Every applicant is required to enclose a certified copy of his/her license of medical doctor. A failure to submit the copy may result in disadvantage.

	B.A. / M.A. / Ph.D. 
(select one)
	Original Specialty
	
	Doctor’s License Number
	

	Name of University(B.A.)
	

	Name of University(M.A.)
	

	Name of University(Ph.D.)
	

	Previous Attendance
	□Yes; If yes, please be specific as follows
□No

	Have you previously attended any courses sponsored under programs of Korea(KHIDI) or of other countries?
	

	Education Institution
	Field of Study/Diploma
	Location
(City/Country)
	Period(mm/dd/yyyy)

	
	
	
	From
	To

	
	
	
	
	

	
	
	
	
	


Note: Please DO NOT HANDWRITE. TYPE the contents and prepare three (3) copies including the original. 
The words "NIL" or "N/A" should be used where applicable. Do not leave any space blank.



	II. Preference Specialty

	Describe your preferred specialty that you want to be trained  

	First
	

	Second
	

	III. Career Profile

	NOTE: Please specify the name(s) of a hospital(s) where you’d been trained and have practiced medicine; described the training course(s) and your practice as a medical doctor. The name of a current work place (hospital) and your position at the hospital should be stated clearly.

	Present Status
Job title:                                                                                    
Department:                                                                                 
Name of Organization:                                                                         
Work Address:                                                                               
- Tel No.:   +    -       -          Fax No.:   +    -       -                      
Type of Organization:  □ Governmental/Public hospital  □ Private hospital  □ International hospital   □ Others
Your tenure of office: from               to present day 
Describe your present duties:
                                                                                           
                                                                                           
                                                                                           

Career in the past
	Organization
	From
	To
	Position/Responsibilities

	
	month/year
	month/year
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




	IV. Language Proficiency

	NOTE: An informal telephone interview in English will be conducted prior to a process to select participant trainees.

	English language: please tick the appropriate box.

	
	Excellent
	Good
	Fair
	Poor
	Remarks

	Listening
	□
	□
	□
	□
	

	Speaking
	□
	□
	□
	□
	

	Writing
	□
	□
	□
	□
	

	Reading
	□
	□
	□
	□
	



Native Language:                      
Other languages:                         
In case you speak English as a foreign language, it is required for you to certify your English proficiency. 
Please indicate result of any of your English Proficiency Tests:

 □ TOEFL:               □ TOEIC:                 □ Others:              
                score                              score                              score


	Ⅴ. MEDICAL REPORT 

1. MUST NOT be longer than 6months
2. MUST be completed by an authorized physician
3. MUST be STAMPED by the hospital of the authorized physician
 
Name of Applicant:                                    

	Age: 
	Sex: 
	Height: 
	Weight: 

	Blood Group: □A     □B     □AB      □O      Other (          )

	Blood Pressure:

	1. If the applicant has a history of illness or disorders during the last 5 years, please describe the treatment and present status.
                                                                                
                                                                                
                                                                                

2. List any abnormalities indicated in the chest X-ray.
                                                                                
                                                                                
                                                                                

3. Is the applicant free of infectious diseases (AIDS, hepatitis, tuberculosis, trachoma, skin diseases, etc.)?
                                                                                
                                                                                
                                                                                

4. What opinions do you have about the overall health condition of the applicant to carry out an intensive training course away from his/her home?
                                                                              
                                                                                
                                                                              

Name of Clinic:                                                                           

Address of Clinic:                                                                        

Name of Physician:                                                              


  Date:    (mm/dd/yyyy)         Signature and Stamp :                          



	VI. Self-Introduction

	Applicant’s Name
	

	.  NOTE : Self– introduction & Study Plan are taken into consideration for applicant assessment.

	Self-Introduction 

	1. About your job in your department




















2. About your hospital(Dimension, Strength point for international co-operation etc.)





























	Statement of Training Purpose 

	1. Describe any plan or idea in regard to the co-operation between your hospital and the hospitals in Korea.




















2. Describe your study plan minutely 

























<Note – Submission of all the required documents is taken into consideration for applicant assessment.>

Along with the application forms, please make sure to enclose a certified copy of:
· Letter of Recommendation :completed by either applicant’s hospital president/Ministry of Health or Korean hospital)
· Copy of Medical Doctor’s License or Professional Certificates: should be translated into either English or Korean and authenticated
· Copy of Diploma Certificates: should be translated into either English or Korean and authenticated
· Copy of Certificate of employment
· Test result of officially recognized English test if you’ve ever applied for one (e.g. TOEFL, IELTS, etc.)

	ⅥI. APPLICANT'S RESPONSIBILITIES

Commitment
 

If accepted as a participant, I agree:


1) to follow the training program to the best of my ability and abide by the rules of the training institution, hospital, university, or college in which I undertake training;

2) to refrain from engaging in political activities, or any form of employment for profit or gain;

3) to return to my home country upon completion of my training program and to resume work in my country;

4) not to extend the length of my training or my stay for personal conveniences;

5) not to bring any family member (dependents) to Korea;

6) to accept that the Korean Government is not liable for any damage or loss of my personal property;

7) to accept that the Korean Government will not assume any responsibility for illness, injury, or death arising from extracurricular activities, willful misconduct, or undisclosed pre-existing medical conditions; and

8) to carry out such instructions and abide by such conditions as may be stipulated by the Korean Government in respect of my training program.

   
And I fully understand that my status as a participant may be terminated
if I fail to make satisfactory progress, or for any other cause, as determined 
by the Government of the Republic of Korea.


   
Signed this on  _______th  day of           , 2017 
                                 month
 Applicant's Name and Signature: ________________________________________ 
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