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Annex 9 IP – STUDENT/STAFF MOBILITY
IP Coordinator HEI

LLP/ERASMUS -  2013/2014
EU FUNDS FOR STUDENTS/STAFF WITH SPECIAL NEEDS

INTENSIVE PROGRAMMES (IP) – STUDENT – STAFF MOBILITY
APPLICATION FORM
(to be completed by the candidate student or teacher)
PLEASE NOTE THAT HAND WRITTEN APPLICATION FORMS WILL NOT BE ACCEPTED

I UNDERSIGNED
SURNAME………………………………………………………………………………………………………………………………………..
NAME…………………………………………………………………………………………………………………………………………………

E – MAIL………………….……………………………………………………………………………………….............................

HOME INSTITUTION…………………………………………………………….………………………………………………………….

ERASMUS ID CODE OF HOME INSTITUTION ……………..………………………………………..………………………

HOST INSTITUTION……......................................................................................………………

ERASMUS ID CODE OF HOST INSITITUTION……….……………………………………………………………………….

DURATION OF MOBILITY PERIOD………………………………………...................................................
DEPARTURE DATE................................................................................................…………

IP TITLE…………………………………………………………………………………………………….………………………………..

PLEASE NOTE THAT HAND WRITTEN APPLICATION FORMS WILL NOT BE ACCEPTED

	SPECIAL NEED SHEET


	1) NATURE OF disabilitY
	    

	2) PERCENTAGE OF DISABILITy
	         %

	3) FULL TIME HELPER
	 FORMCHECKBOX 
 yes           FORMCHECKBOX 
 NO

	4) PART TIME HELPER
	 FORMCHECKBOX 
 yes          FORMCHECKBOX 
 NO

	5) MEDICAL TREATMENT (PHYSIOTHERAPY,MEDICAL CHECK-UP, SPECIFIC MEDICAL EXAMS, etc.)
	 FORMCHECKBOX 
 yes         FORMCHECKBOX 
 NO

	6) SPECIFIC TEACHING MATERIAL (in braille, recordings, enlarged photocopies, etc.)
	 FORMCHECKBOX 
 yes         FORMCHECKBOX 
 NO

	7) SPECIFIC accomodation
	

	8) OTHER (PLEASE specify)
	


I certify that the information provided on this form is true and accurate and I enclose a copy of the statement by my medical practitioner.

I also certify that the financial assistance referred to in the above sheet is not sufficient to cover the additional costs of my disability for the Erasmus mobility period for the following reasons:

……………………………………………………………………………………………..…………………………………………………...

……………………………………………………….………………………………………………………………………………………...

……………………………………………………………………………………………..…………………………………………………...

……………………………………………………….………………………………………………………………………………………...

……………………………………………………………………………………………..…………………………………………………...

All personal data contained in the application shall be processed by the Erasmus Office - LLP National Agency in Rome - Italy in accordance with the national legislation D.lgs.n. 196/2003. Such data is compulsory and shall be processed solely in connection with the evaluation of the application by the NA.

The submission of this application form duly signed, AUTHORIZES this Agency to process the herein personal data.

SIGNATURE..................................................................................................……………………
[Student, or person authorized for signature 
]
DATE AND PLACE...........................................................................................................
� If the form is signed by a person other than the student, please write the name and surname and attach a photocopy of a valid identity card of the student unable to sign.
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