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UCD School of Medicine & Medical Science Application 



Permission to present for the degree of doctor of medicine (md) by thesis


Personal Details:

	Title
	Last name
	First name
	Country of Birth
	Country of Citizenship

	
	
	
	
	

	Date of Birth (dd/mm/yyyy)
	Gender
	Mothers Maiden Name

	
	
	

	Permanent Address:
	

	
	

	
	

	
	

	Contact Telephone number:
	

	Email Address:
	

	Address for correspondence
(If different, to above -

please give dates)


	

	
	

	
	


Proposed Start /Registration Date:

	September 2013
	

	January 2014
	

	April 2014
	


Qualifications:
	Qualification:
	

	Standard Obtained:
	

	Awarding Institute:
	

	Student Number:
	

	Date of attendance:
	

	Date of Award:
	


Details of Relevant experience:

	Hospital(s)/Clinical/Practice

	

	

	

	

	


	Present Position (including time devoted exclusively to Research)*:

	

	

	

	

	


* Please note that ordinarily an MD thesis requires at least 80% fully protected time over a two year period.
Details of Research:
	Thesis Title:

	

	Short description of proposed research: (Nature and Duration of Research Project) 

Please attach  separate 1,500 word proposal

	

	

	

	

	

	

	

	

	


Principal Supervisor and Nominator:
	Title:
	
	First name:
	
	Last name:
	

	E-mail :
	

	No. of full time students under primary supervision at present:


	No. student supervised to completion:
	Permanent member of UCD staff

Yes   ⁭                No  ⁭
UCD PERSONNEL NUMBER

__________________________

If no, please indicate current status:

*Adjunct: Yes   ⁭    No  ⁭
Academic Contract: Yes ⁭   No ⁭
Start date/ End Date contract:

____________________________




*If Adjunct Staff; please contact the postgraduate office at medicine.research@ucd.ie for additional form

Co-Supervisor: (if applicable)

	Title:
	
	First name:
	
	Last name:
	

	E-mail :
	


Other Supervisor:(if applicable)
	Title:
	
	First name:
	
	Last name:
	

	E-mail :
	


Details of funding for proposed study period:
Please state if these funds are guaranteed or if an application for funds has been made elsewhere

	Source
	

	Amount
	

	Period 
	


Location of Research:

Is a substantial proportion of the student’s research to be carried out at an institution other than UCD or UCD-affiliated hospitals/Sites?

	Yes
	

	No
	

	Location:
	


Ethics Approval:
Is ethics approval required for this research?
	Yes*
	

	No
	


*If Yes, evidence of approval must be provided with this application.
	DECLARATION BY SUPERVISOR

	I have read and understood the academic regulations relating to this programme and are aware of my responsibilities http://www.ucd.ie/registry/academicsecretariat/pol_regs.htm

	NAME
	

	SIGNATURE
	

	DATE
	


	DECLARATION BY APPLICANT:

	I acknowledge that the particulars given by me in this application are in every respect true.

I have read and understood the academic regulations relating to this programme and are aware of my responsibilities http://www.ucd.ie/registry/academicsecretariat/pol_regs.htm

	NAME
	

	SIGNATURE
	

	DATE
	


Note: 
Administration fee 150 euros (non-refundable) payable to School of Medicine & Medical Science, University College Dublin to be lodged with application form and returned to the Postgraduate Office, School of Medicine & Medical Science, S073,Conway Institute, Belfield, Dublin 4.
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