
Scholarship Application Form for Post Graduate Education 

: Residency/Fellowship Training Program, M.Sc. Program in Medicine / Surgery 

 

 

Application Checklist 

 
  APPLICATION FORM  

  CERTIFICATE EMPLOYEE  
(FROM GOVERNMENT HOSPITAL/UNIVERSITY WHERE IS YOUR AFFILIATION WHICH SPECIFIED THAT  

AFTER YOU HAD GRADUATED FROM US, THEY WILL ACCEPT YOU AS LECTURER/CLINICIAN IN THERE.)  

  1 COPY OF CERTIFICATE OF EDUCATION 

  1 COPY OF TRANSCRIPT 

 1 COPY OF ENGLISH PROFICIENCY TEST SCORE 

 1 COPY OF MEDICAL LICENSE 

 1 COPY OF PASSPORT 

 1 COPY OF CURRICULUM VITAE 

 

 

I wish to apply scholarship for:      

 

Level  Residency Training Program     Master of Science Program in Medicine  

 Fellowship Training Program    Master of Science Program in Surgery 

Program Name  

 

Academic Year    

 

APPLICANT INFORMATION                                                                                                                                       

 

Name  

      

          (Family name)                (First name)                       (Middle name) 

Title:    Mr.  Mrs.     Miss  

Gender:                                  Male  Female 

Marital Status:   Single  Married  Divorce  Widowed 

Date of Birth: Date:                        Month:                                 Year:                               

Nationality:                                   Passport No:                                  Expiry Date : 

Email: Skype ID: 

 

Address in Home Country:    

Address:                                                                                                                                    

City/Town:                                                                                             Country:                                                                       Postcode:                                                 

Phone:                                                                Mobile:                                                                      Fax 

 

 

 

 

 

  

Paste a passport 

photo taken within the 

previous 6 months. 

 

 



 

 

Correspondence / Current Address:   (if different from address in home country)                

Address:                                                                        

City/Town:                                                                        Country:                                                                  Postcode:                                                                    

Phone:                                                              Mobile:                                                                              Fax:                                                                                        

 

English Proficiency Test Score  

  

  MU-Test ………….   IELTS................       

  TOEFL 

 Paper Based ………….  

 Computer Based ………….  

 Internet Based ………….  

 ITP  ………….  

  

Medical Licensure:  

Medical License Number: 

Year: 

From: 

 

Educational Background                                                                                                      

 
 

Educational level 

 

Name and address of  Institution 

 

Year and 

Month of 

Entrance and 

Completion 

Diploma or 

Degree awarded 

/ Major subject 

 

Undergraduate Level 

 

 

Name :                                                                 

 

Location:                                                                 

From                                  

 

To                                  

   

 

 

Graduate Level 

 

 

Name:                                                                  

 

Location:                                                                  

From                                  

 

To                                  

    

 

                           

 

 

Name:                                                                  

 

Location:                                                                  

From                                  

 

To                                  

    

 

                           

 

 

Trainings & Works: Begin with the most recent, if applicable. 

 

Trainings & Works Period  Responsibility  

                                                 From                                  

To                                  

                                                 

                                                                 

                                                 From                                  

To                                  

                                                 

                                                                 

 

 

 

 



 

Awards & Achievements: if applicable. 

 

                                                                 

 

FINANCIAL RESOURCE  

   

Do you get support for scholarship/grant by any 

organization? 

    Yes   No 

Name of organization:                                                                  Country:                                   

Contact person:                                                                                  Position:                                                    

Address:                                                                                                                                                                  

Phone:                                                  Fax:                                                  Email:                                                  

Type of 

support: 

  Tuition fees   Research fees   Monthly 

allowance 

  Transportation  

 

 

 

  Others (please specify detail):  

___________________________________________ 

 

 

DECLARATION 

I declare that to the best of my knowledge, the information I have supplied in this application and 

the documentation supporting it are correct and complete. I acknowledge that the provision of 

incorrect information or documentation relating to my application may result in cancellation of 

any offer of enrollment by Faculty of Medicine Siriraj Hospital, Mahidol University.  

             

   

 

Applicant’s signature:                                                                                                                                   

  

( _______________________________________ ) 

      Applicant’s name (in Roman block capitals) 

 Date of application: __________________ 

 

 

Confirmation from Head of Department/Program 

 Agree to select him/her to be scholarship applicant  

 Disagree to select him/her to be scholarship applicant (Please give a reason)  

………………………………………………………………………………………………………

………………………………………………………………………………………………………

……………………………………………………………………………………… 

 

 

 Signature        

(       ) 

    Head of Department/Program  

Date       


