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TWU Application for Out-of- 

       State and International Studies
All participants must submit this form for review before acceptance.


Name:   __________________
      __________________   ______
Colleague ID No.:  ___________


Last


   First

         M.I.

Present/Local Address:
  ________________________________

_____________,  _____
  _____




Street





                 City
     State
     Zip
Telephone No.:
*   _________________________

Email Address:
_________________________
*(cell number preferred)
Billing Address:  ________________________________



_____________,  _____
  _____




Street





                 City
     State
     Zip
Date of Birth:  ____________
Place of Birth:   _______________
Gender:      FORMCHECKBOX 
 Female    FORMCHECKBOX 
  Male

U.S. Citizen:   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No
If no, list country:  ___________________ Visa Status________________    
Passport No.:  ____________________
Emergency contact phone:  _________________________  


______________________________________


________________________ 

Name







Relationship to Participant
_______________________________________ 

Address


Program/Course number & title:___________________  Departure Date:  _______Return date: __________
Program Leader:  __________________    Destination City & Country _________________

Enrollment Status:      FORMCHECKBOX 
 Undergraduate Credit    FORMCHECKBOX 
  Graduate Credit     FORMCHECKBOX 
 Continuing Education
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Cumulative GPA________________
Are you currently on disciplinary probation?   FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

Is your financial record with the university clear 
(without any financial blocks on registration)?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No

*TWU students must be in good academic standing, must not be on disciplinary probation and have no financial blocks to be eligible for study out-of-state/out-of-country.


What is the name of your health insurance provider?_____________________________ Phone: _____________

Policy or ID No.________________________Group No.___________________

Does the provider cover international medical treatment?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No
___________________________________________________________________________________________
Please sign and date below.  Please submit this form to the program leader.  Program leaders  retain originals and send copies to their academic departments and the Office of Undergraduate Studies.
______________________________

____________________

Applicant’s Signature



Date

FOR ADMINISTRATIVE USE ONLY:
Received: ____________

Sent to Student Life: ____________            Entered & Cleared for Travel: ____________
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Part A: 	PERSONAL DATA





Part B: 	Program Information





Part C: 	Academic and Financial Record*





 D. Insurance





Student Life Verification:





Student Cleared to Travel?


____  Yes      ____ No





Checked by: ___________


Date: ____________  

















