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	YOZGAT BOZOK UNIVERSITY
INTERNSHIP REQUEST FORM



REPUBLIC OF TÜRKIYE
YOZGAT BOZOK UNIVERSITY
SARIKAYA SCHOOL OF PHYSIOTHERAPY AND REHABILITATION
Date: .../.../......
Subject: Summer Internship
TO THE RELEVANT AUTHORITY
Our student no. ......................................., ....................................................., wishes to perform a mandatory / optional summer internship / clinical practice at your institution. For this reason, pursuant to the provisions of Article 87, subparagraph (e) of the Social Insurance and General Health Insurance Law No. 5510, the 20 (twenty) working days of “Occupational Accident and Occupational Disease” insurance premium for the period in which our student will perform the internship / clinical practice will be paid to the Social Security Institution by our University.
I hereby submit the above for your information and necessary action.
………………………….
School Director
STUDENT INFORMATION

	Full Name
	: ……………………..

	Father’s Name
	: ……………………..

	Place and Year of Birth
	: ……………………..

	National ID Number
	: ……………………..

	Department
	: ……………………..

	Class / Year
	: ……………………..

	Student Number
	: ……………………..
















REPUBLIC OF TÜRKIYE
YOZGAT BOZOK UNIVERSITY
TO THE SARIKAYA SCHOOL OF PHYSIOTHERAPY AND REHABILITATION

It has been deemed appropriate for your student, .................................................., whose details are given below, to perform .......... working days of skills training at our institution / workplace. I undertake that the student concerned will under no circumstances be employed for skills training outside the dates specified below, and I hereby submit for your information that the “Occupational Accident and Occupational Disease Insurance” premium for these dates is to be paid to the Social Security Institution by your School.
Date
Title of the Institution / Workplace Official
Full Name and Signature
Institution / Workplace Seal or Stamp
(In order for the internship placement to be accepted by our School, it is important that both tables below are completed fully and correctly and submitted to our School at least 10 days before the start date of the skills training.)
	Student

	Full Name
	

	School Number
	

	Programme of Study
	

	National ID Number
	

	Social Security Registration No. (if any)
	

	Internship Start Date
	

	Internship End Date
	

	Weekly Number of Working Days
	

	Residential Address
	

	Phone Number (Mobile/Home)
	

	Institution / Workplace

	Name (Title)
	

	Field of Activity
	

	Phone and Fax Number
	

	E-mail Address
	

	Full Address
	


I undertake that I will perform .......... working days of skills training at the institution / workplace named above, between the specified dates, and that I will not perform skills training outside these dates; otherwise, I accept that my skills training will be cancelled.
.../...../.......
(Student’s Full Name – Signature)
	Approval (Advisor)
	Approval (Internship Commission)
	Approval (Premium Day Entry)
	Approval (Insurance Entry)

	
	
	
	

	…/…/……
	…/…/……
	…/…/……
	…/…/……
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