CANTERBURY CHRIST CHURCH UNIVERSITY 

        APPLICATION FORM

MSc Medical Imaging pathways
PATHWAY




AWARD
(  Medical Imaging



(  Associate Student (1 open module)
(  Medical Ultrasound


(  Postgraduate Certificate
(  Nuclear Medicine


(  Postgraduate Diploma
(  Magnetic Resonance Imaging

(  MSc                                   

(  Part-time

(  Full-time
	Title
	Mr/Mrs/Miss/Dr/Other
	First Name
	

	Surname
	
	Previous Surname
	

	Date of Birth
	
	Male/Female
	M   /   F


	Disability (see notes)
	
	Nationality 
	

	Disability Type (see notes)
	
	Country of Domicile
	

	Ethnic Origin (see notes)
	
	
	


	Home Address

Permanent

Temporary       (please tick)
	



     Postcode:

	Telephone Number
	

	Email Address
	


	Current Employer & Address:
	



     Postcode:

	Telephone Number
	

	Email Address
	

	Profession/Grade:
	

	Programme Flyer
YES  /  NO
 Open Day/Event(when / where)
Programme Brochure
YES  /  NO
 Journal /Newspaper(publication/date)
Prospectus
YES  /  NO
 CCCU School Liaison activity
University Website
YES  /  NO
 Other (please state)



NOTES FOR ETHNIC ORIGIN AND DISABILITY

Please choose the ethic origin and disability that applies to you, then add the number in the appropriate box above.
	ETHNIC ORIGIN
	
	

	10    White
11    White - British

12    White – Irish

13    White – Scottish
	14    Irish – Traveller

19   Other White Background

21    Black or Black British, Caribbean

22    Black or Black British, African
	29   Other Black Background

31   Asian or Asian British, Indian

32   Asian or Asian British, Pakistani


DISABILITY

1     The student has no known disability

4     The student has a disability and is in receipt of disabled allowance

5     The student has a disability and is not in receipt of Disabled Student allowance

9     The student has a disability but information about Disabled Student allowance is not known/not sought
	DISABILITY (TYPE)
	

	00
No known disability

01
Dyslexia

02
Blind/are partially sighted

03
Deaf/have a hearing impairment

04
Wheelchair user/have mobility difficulties

05
Personal care support
	06
Mental health difficulties

07
An unseen disability, e.g. diabetes, epilepsy, 


asthma

08
Multiple disabilities

09
A disability not listed above

10
Autistic Spectrum Disorder


	ACADEMIC QUALIFICATIONS/COURSES UNDERTAKEN

Please give details of academic and professional qualifications in chronological order.

Include all relevant study/courses undertaken for professional development.


	Secondary Education:

Higher Education/Professional Qualifications:

Further Professional/Academic Development:



	PROFESSIONAL EXPERIENCE AND EMPLOYMENT HISTORY

Please give details of your current and previous positions, especially any specific responsibilities and/or significant contributions.  Include details of any publications, participation in courses/conferences, involvement in any special interest groups locally or nationally, etc. which demonstrates your professional expertise and development.

(If you have a suitably prepared CV you may attach it in lieu of this section.)


	


I wish to be considered for a place on the programme and undertake, if successful, 
to abide by the regulations of Canterbury Christ Church University.
Signed:
...........................................................................................

Date:
...........................................................................................

Please return completed application forms to:


Gill Dolbear


Programme Director MSc Medical Imaging


Department of Allied Health Professions


Canterbury Christ Church University  


North Holmes Road


Canterbury


Kent CT1 1QU


Telephone:  +44 (0)1227 767700  Extension: 2085


Fax:  01227 451739


Email:  gill.dolbear@canterbury.ac.uk
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REFERENCE FORM  
To the Candidate:  Please insert below your name in full (BLOCK CAPITALS) and the title of the course for which you are applying.  Please pass this form to the person who you have nominated as your referee on your application form. Please note we will need a reference from either your current Line Manager or the member of staff who has agreed to act as your Clinical Supervisor.

Name of Candidate



Course 



To the  Referee:

The above named person has applied for admission to this University and has given your name as a referee.  I should be very grateful if you would answer the following questions about the above named candidate.

1)  How long have you known this candidate?
_________________________________
2) 
In what capacity is this candidate known to you? ____________________________

3) 
What is your general estimate of this candidate’s character and fitness for a course leading to a higher degree, advanced diploma or certificate, as indicated above?
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4) 
Please write comments relating to the above applicant using the headings given below as guidance.  Please add anything which you think is relevant bearing in mind the course for which the application is made.

1. 
Communication

2.
 Initiative



3.
 Motivation/ Commitment

4. 
Confidence


5. 
Potential to follow an academically challenging education programme

6. 
Reliability


7. 
Sociability



8. 
Health and attendance record

9.  Athletic/ social/ other interests
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5) Have you any further comments you would like to make?

Name:     
___________________________________ 

Occupation:
___________________________________

Signed: 

_____
  

Address: 
__________________________________________________________________________

    __________________________________________________________________________
Date:
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DETAILS OF PROPOSED CLINICAL PLACEMENT
	Department Name and Address:

Tel No:

Email:

	

	Name of student:

	Module:



	

	Clinical Supervisor:

	Independent Assessor:



	

	Please provide details of the imaging equipment and procedures undertaken within your Department that will be used to support the student during this module:


	

	I agree that the department will provide the following:

· A minimum of 2 sessions per week of supervised clinical practice in an appropriate range of procedures;

· A Clinical Supervisor for the student for the duration of the programme and to assess the student’s clinical competence at the end of the module;

· An Independent Assessor to assess the student’s clinical competence at the end of the module;

· Facilities for the student to complete their record of clinical practice and case studies.



	Name of Departmental Manager:


	Signature of Departmental Manager:
	Date:











