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POSTGRADUATE PROGRAMME

This form is to be completed by the Co-Supervisor of the candidate. 

A.
Student Details


Name                  :




Student Number :     :





*Programme       :




Mode of Study    :
          Full-time
                  Part-Time



*Maximum No. of  Semesters    :
           semesters


Title of Research         :      _________________________________________





       _________________________________________

B.
Details of Co-Supervisor


Name             :






Designation   :




Address         :



Specialisation :


Tel. No.          :
     -    

Fax                 :                 -


E-mail             :   ____________________________________

C.
Endorsement by Co-Supervisor
I, _____________________________________________________________                NRIC No. : ______________________________ hereby agree/ do not agree to   supervise   ___________________________________________________                                       

             
  (name of postgraduate candidate)

for the Master of Science (Medicine) (MD 780)/ PhD (MD 990) Programme, with the project title stated above.

Signature
    :
________________________________

Official Stamp     :
________________________________

Date

    :
________________________________

*

	
	Programme Code
	Full-time
	Part-time

	PhD
	MD 990
	4 – 7 years 
	4 – 7 years

	Master
	MD 780
	2- 4 years 
	2 - 4 years 
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