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INTERNSHIP APPLICATION FORM

	Document No
	FR-434

	
	
	Initial Publication Date
	14.04.2026

	
	
	Revision Date
	

	
	
	Revision No
	0

	
	
	Page
	2/2



	[bookmark: _GoBack]STUDENT INFORMATION (To be completed by the student)

	Full Name
	 
	Father's Name
	
	Student's photo
 (if required)



	TR ID Number
	 
	Mother's Name
	
	

	Birthplace
	 
	Gender
	Female ☐   Male ☐
	

	Date of Birth
	 
	Nationality 
	Turkish ☐  Other ☐
	

	Marital Status
	Married  ☐     Single ☐
	

	Mobile Phone
	
	E-mail
	
	

	Home Address
	
	

	I am employed and covered by social security, or I receive healthcare benefits through my family (mother/father/spouse) under the General Health Insurance scheme of the Social Security Institution (SGK). Therefore, I do not wish to be covered by General Health Insurance during my internship.
	 ☐

	I do not receive healthcare benefits under the General Health Insurance scheme of the Social Security Institution (SGK). Therefore, I agree to be covered by General Health Insurance during my internship.
	☐

	Department/Program
	 
	Student Number
	Class
	 

	Computer programs you use and your level of proficiency*
	

	Foreign language(s) you know and your level of proficiency*
	(*  Please specify whether your level is good, moderate, or poor.) 

	I hereby agree and undertake to immediately notify the relevant authority of any change in my General Health Insurance status during my internship (such as marriage, divorce, or starting employment). I also accept responsibility for any insurance premiums, administrative fines, delay penalties, and other legal liabilities arising from inaccurate or incomplete declarations.

	

	Date
	
	Signature
	

	WORKPLACE INFORMATION ( To be completed by the workplace where the student will carry out the internship )

	Company / Institution Name
	
	Workplace Internship Supervisor
Fullname
	 

	Address
	 
	Title
	 

	Phone
	 
	Department where the internship will be carried out
	 

	Internship Start Date
	 
	Internship End Date
	 
	Total Number of
Working Days
	 

	Are Saturdays included in the internship?
	Yes   ☐           No ☐

	Internship content / 
 Work to be  Performed
	

	Full Name of the Authorized Person Completing the Form
	
	Signature / Official Stamp
	

	APPROVAL OF THE PROGRAM INTERNSHIP SUPERVISOR
(To be completed by the student’s Program Internship Supervisor at the school)

	Program Internship Coordinator
Full Name 

	 
	Date / Signature
	 


Note: Students must submit a photocopy of their national ID card to the Program Internship Coordinator.
	Prepared by: Vocational School
	Approved by: Quality Management Department
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STUDENT INFORMATION (To be  completed   by the student)  

Full Name     Father's  Name   Student's photo     ( if required )      

T R   ID Number     Mother's  Name   

Birthplace     Gender  F emale   ?      M ale   ?  

Date of  B irth     Nationality    T urkish   ?    Other   ?  

Marital Status  Married    ?       Single   ?  

Mobile Phone   E - mail   
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I am employed and covered by social security, or I receive healthcare benefits  through my family (mother/father/spouse) under the General Health Insuranc e  scheme of the Social Security Institution (SGK). Therefore, I do not wish to be  covered by General Health Insurance during my internship.    ?  
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Department/Program     Student Number  Class     
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Foreign language(s)  you know and your  level of proficiency *  (*     Please specify whether your level is good, moderate, or poor. )    
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Internship content  /      Work to be    Performed   

