
UNIVERSITY OF MALTA
FACULTY OF HEALTH SCIENCES
Department of Radiography
Student Exchange
ERASMUS+ / ELECTIVE
IMPORTANT INFORMATION FORM


Surname: _______________________ 
Name: _______________________ 
Address: _________________________________________________________________ 
Postcode: _____________ 
Mobile No.: (+ )______________________ 
E-mail address: ____________________________ 
Nationality: _______________________ 

Dates of stay in Malta: _______________________________________ 
Which residence will you be lodging in? 
Name and address:___________________________________________________ 
Contact number:_____________________________________________________ 

Who is your contact person in your home University? 
(your tutor/ professor/ International Office) 
_________________________________________________________________ 
His/ her e-mail address ___________________________________________ 
His/ her office number ___________________________________________ 

Details of contact person in case of emergency: 
Name: ___________________________________ 
Address: _________________________________________________________________ 
Tel. No.: _________________ 
Mob. No.: _________________ 

Signature: ______________________ Date: ___________________
