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Personal Information: (Type information as it appears on your passport) 

Family/Last Name  

First Given Name  

Middle Name  

Date of Birth Month Contact No. Gender 

        /       /       / 
 

                 Male                                   Female 

Email Address  

Dental School Information  

University  

City  

Nationality  

Year Level  

I.D number  

Preferred Date for Rotation 

                                                                     

            Starting Date (      /        /      )  

Applicants to the Internship Training Program are required to submit the following documents: 

Requirements to be upload: 

 

 Letter Request of Internship Acceptance from the undergraduate University or Institution, addressed to the 

Dean of COD KSAU-HS. 

 Duly accomplished Internship Personal Information Form. 

 An official copy of applicant’s academic records. (Transcript copy) 

 A copy of SDLE certificate (if applicable). 

 Basic Life Support (BLS) Certificate or Advanced Cardiac Life Support (ACLS) Certificate. 

 A copy of the national identity and passport. 

 

 
 

NOTE: 

 Notification will be send to your email once accepted. 

 Maximum of four (4) months of rotation 
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