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DIPARTIMENTO DI SCIENZE NEUROLOGICHE 

ATTENDANCE APPLICATION – EXTERNAL PERSONNEL 

PERSONAL INFORMATION FORM

Name: 

Surname: 

Date of birth: 
Address: 

Tel.

E-mail

Institute, Hospital, School (of origin): 

Role:
   □  postgraduate student (specify university and year of course)
   □  specialist
   □  other 
Reason for the application to attend the Department of Neurological Sciences:

Proposed period of attendance:

Insurance cover for the requested activity:
  □  YES            if yes, please specify:
 institution of origin  □            personal   □

  □  NO
(Applicants lacking insurance cover, shall stipulate and pay for insurance provided by the University of Bologna. Information will be provided at the start of attendance)
Sponsor lecturer at the institution of origin (name and e-mail adddress):

Reference lecturer for the Department of Neurological Sciences:

Applicant’s signature 
_____________________________________

                        APPROVAL GRANTED:___________________________________
NOTE: In accordance with Legislative Decree 196/2003, you data will be processed solely for the institutional purposes of Alma Mater Studiorum University of Bologna.













ALMA MATER STUDIORUM – UNIVERSITÀ DI BOLOGNA
CLINICA NEUROLOGICA - VIA UGO FOSCOLO, 7 - 40123 BOLOGNA - TEL. 0512092950 - FAX 0512092958
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