20|02t SHDE T2 XU

Kookmin University Study abroad application

m 2] ArH Personal Information

Mo Family (Last) Name
Name Given (First) Name
EE % Year Month Day
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Date of Birth
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O H(Male) O O(Female)
Gender
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Passport No.

OZI-_r'=| D._I'EOEI Year Month Day
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(Street/Apartment)
ZA (City) (State)
Home address
(Country) (Postal code)
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—,§—EH&|§|'HJ§ (country code) (mobile number)
Mobile number
NETIESY
e-mail address
AH(name) 2+ (Relationship)
H| o ¢ErA
Emergency 35 (Phone number)
Contact
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Home University

StaH(Hs)

Department (Major)

SH O 18t O 23t O 33 O 43t
Grade Freshmen Sophomore Junior Senior
St oS24
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orean
. Excellent Excellent Fair Week Novice
Language Proficiency

m 2H} AFY General Information
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Apply for Housing

O B3

O B3 018/Y No

B
{Preference, if
applying for Housing>

Oz

WE2AD 5

g <EE =7b

Univ. dormitory only <Not guaranteed>

O 422 24, 27t Al 2ARIHA B

Priority to Univ. dormitory, if not Private residence

O 22| YRIHA HfH (SCHYUO 2=])
Off-campus Private residence (Near Hongdaelpgu)

242+ |

O 0O

Medical Check-up

St 7|&Ab B A
(Agree to submit the Tuberculosis test result if
assigned at university managed dormitory)

23 JA 21 AHE

L0

o —

O =9 | agree

MY (Signature):

g7 (Date):

» Send completed applications to incoming@kookmin.ac.kr along with the other required

materials:

IOt BN uUFE
International Affairs Division, Kookmin University
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