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KING SAUD UNIVERSITY         KING KHALID UNIVERSITY HOSPITAL 
     

FELLOWSHIP PROGRAM IN __________________________ 

 

APPLICATION FORM 

 

 

A.   PERSONAL DATA 

01.  NAME : Surname……………………..…  Given………….………………  Middle……………………….. 

02.  SEX…………..…  03.  NATIONALITY…………………….………  04.  RELIGION…..……….………. 

05.  MARITAL STATUS…………………   06. SPOUSE’S NAME…….………………………..……………. 

07.  CHILDREN (How many) ………………...    Sex and Ages of children…..………………….…………….. 

       …………………………………………………………………………………………….………………….. 

08.  BIRTH DATE………………………………….  09.  BIRTH PLACE….……………………..……………. 

10.  HOME ADDRESS………………………………………………………... 11.  PHONE……………..…….. 

12.  MAILING ADDRESS………………………………………………………………………………………… 

13.  FATHER OR GUARDIAN’S NAME………………………………………………………………………… 

       ADDRESS…………………………………………………………………………………………………….. 

14.  PERSON TO CONTACT IN EMERGENCY Name Address & Phone No…………………………………. 

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

15. SPONSOR’S NAME…………………………………………………………………...................................... 

      ADDRESS……………………………………………………………………………...................................... 

16. Category of Sponsorship (e.g. Demonstration / Medical Officer / Resident / Other)………………………… 

      …………………………………………………………………………………………………………………. 

17.  Does Sponsor Provide Housing?   Yes………..   No…………. 

18.  Do you require Housing?     Yes……….     No…………. 

19.  Currently working at………………………………………………..………  20.  Phone No…………..…….. 

21.  LANGUAGE PROFICIENCY (Indicate good, fair or poor for speaking reading and writing for each  

       language you know) 

                   Speak             Read        Write 

       Native language  ________________________________________________________________________ 

       Other languages  ________________________________________________________________________ 

             ________________________________________________________________________ 

             ________________________________________________________________________ 
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B.   EDUCATION (Add Photocopies for all degrees) 

22.  Undergraduate 

       Degree……………………………………………………………..………….  Date………………………… 

       Final Grade(s) and % Marks…………………………………………………………….…………………...... 

       Institution – Name and Location………………………………………………………………………………. 

       …………………………………………………………………………………………………………………. 

23.  Medical 

       Degree……………………………………………………………………….    Date……………..………….. 

       Final Grade(s) and % Marks…………………………………………………………………………………... 

       Institution – Name and Location………………………………………………………………………………. 

       …………………………………………………………………………………………………………………. 

C.   INTERNSHIP Add photocopy of Certificate of completion or letter indicating date of expected completion 

24.  Hospital(s) Name and Location……………………………………………………………………………….. 

       ……………………………………………………………………………………………………………….… 

25.  Date(s) of completion………………………………… or expected to complete…………………………….. 

D.   ONLY FOR GRADUATES TRANSFERRING FROM PROGRAMS OUTSIDE OF KSU 

26.  Professional Activities / Experience since internship completed 

       Date : From…………….To…………….  Position held……………………. Institution……………………. 

27.  Reason for seeking transfer………………………………………………………………………………….… 

       ……………………………………………………………………………………………………………….… 

28.  Programme and level required………………………………………………………………………………… 

29.  Other information……………………………………………………………………………………………… 

       …………………………………………………………………………………………………………………. 

E.    PUBLICATIONS: 

       Attach the list of your current publications to this application. 

F.    REFERENCES : Include Full Name & Address, and Telephone Number.  

       1  ……………………………………………………………………………………………………………... 

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

       2  ……………………………………………………………………………………………………………... 

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

G.   Send completely filled application form to Postgraduate Center, College of Medicine, King Saud University,  

       P.O.Box 2925, Riyadh 11461, Saudi Arabia. 

 

 


