
UNIVERSITY OF MALTA 
FACULTY OF HEALTH SCIENCES 

Department of Radiography 
 

Student Exchange 
ERASMUS / ELECTIVE 

 
REGISTRATION FORM 

 ACADEMIC YEAR 20_ _/20_ _  
                                                                                                                  Photo 

 
 
  Surname:  _______________________ 

  Name:  _______________________   

  Address:  ________________________________ 

     ________________________________ 

     ________________________________ 

     Postcode:  _____________ 

  Telephone No.: ____________________________ 

  Mobile No.:  (+       )______________________ 

  E-mail address: ____________________________ 

  Date of Birth: ____________________________ 

  Nationality:  _______________________ 

  Passport No.: _______________________ 

   

  Proposed dates of stay in Malta: 

     _______________________________________ 
 

  Name and address of educational institution (home university): 

     _________________________________________ 

     _________________________________________ 

     _________________________________________ 

     Postcode:  _____________  
 

  Details of contact person in case of emergency: 

    Name:  ___________________________________ 

    Address: ___________________________________ 

      ___________________________________ 

      ___________________________________ 

    Tel. No.:  _________________  

    Mob. No.:  _________________ 

 

  Signature: ______________________    Date: ___________________ 


