MTA 3





[image: image1.png]



Please affix

Passport

Photograph

(3 copies)

MALAYSIAN TAX ACADEMY OF MALAYSIA (MTA)

APPLICATION FOR SHORT COURSES IN MALAYSIA

(in triplicate)

PLEASE USE CAPITAL LETTERS THROUGHOUT IF NOT TYPE WRITTEN
	 By the Government of
	FOR MTA OFFICIAL USE ONLY

Reference No:                                                                                          

Received :                                             Checked  :                                   

	Course Applied
	Date of Commencement

	PERSONAL DATA

	1.   Full Name (as in International Passport)


	2.   Date of Birth                                 

     (dd / mm / yy)
	Place of Birth
	Sex

Male / Female*
	Marital Status

Single / Married*

	3.   Passport Number

	Nationality
	Religion

	4.  (a)   Home Address
Telephone Number

     (b)   Office Address
Telephone Number

  
Fax Number

  
E-mail

	5.   Name of Employer

	Type of Organization

Private/Government/Semi-Government*

	6.   Employer’s Full Address


	Fax No.
	Telephone Number

	7.   Position/Job Title
	Date of  appointment to the

present position




* Delete whichever is not applicable

8.   Employment Record (please show most recent posts first)

	Title of 

Post held
	Date of 

Service
(from / to)
	Name and address

of Employer
	Type of Organization
	Job title and brief

description of your

duties indicating any

personal responsibility

	Present

Post


	
	
	
	

	Previous

Post


	
	
	
	

	Previous

Post


	
	
	
	


9.   Educational Record

	Educational

Institution
	Location
	Years Attended
	Degrees, diplomas and Certificates (GCE ‘O’ or ‘ A’ Level of Equivalent Examination)
	Subjects or special 

fields of study

	
	
	From
	To
	
	

	
	
	
	
	
	


10.   Reasons for applying for this course.
	……………………………
	...................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................................




11.    Proficiency in Languages

	
	Language
	
	Very good
	
	Fair
	
	Basic
	
	Nil
	

	(a)
	English
	Spoken
	
	
	
	
	
	
	
	

	
	
	Written
	
	
	
	
	
	
	
	

	(b)
	
	Spoken
	
	
	
	
	
	
	
	

	
	
	Written
	
	
	
	
	
	
	
	

	(c)
	
	Spoken
	
	
	
	
	
	
	
	

	
	
	Written
	
	
	
	
	
	
	
	


(d)   Mother tongue:                                                                         
	12.
	Name and address of a Relative or Friend

in Malaysia (if any)

Name :                                                                          

Address :                                                                      

Telephone :                                                                  
	Name and address of person to be notified in an emergency.

Name:                                                                      

Address:                                                                  

Fax Number:                                                            

	 I certify that to the best of my knowledge the statements made by me above are correct.
 Date:                                                                                                                                                               









         Signature of Applicant

	Recommendation from Nominating Agency

Seal of Nominating Agency
	(Signature of certifying government officer)

Name :                                                                           

Designation :                                                                  

Agency :                                                                         

Address of Agency :                                                      

                                                                                       


	MEDICAL HISTORY TO BE COMPLETED BY NOMINEE

	1  

 

 
	 NAME OF NOMINEE (as in International Passport)

 

	 
	 

	 
	 

 

 

 

 

 

 

 

 

	2  
	DATE OF BIRTH
	3
	NATIONALITY
	4
	SEX
	5  
	ADDRESS FOR  CONTACT

	 
	(dd/mm/yy)
	 
	
	 
	( male
	 
	 

	 
	
	 
	
	 

 
	( female
	 
	 

	 
	 

 
	 
	
	 

 
	 
	 

 
	 

	6  
	 NAME OF TRAINING PROGRAM

	 
	 

	
	

	7  

 
	 LENGTH OF TRAINING PROGRAM (days, weeks, months)

 

	
	

	

	8      IMPORTANT NOTICE

	
	“You are hereby informed that any medical problems resulting from an undisclosed pre-existing condition suffered during the duration of the course may result in the termination of your training program.”

	
	

	
	I understand and accept the terms of this notice

 
	
	Yes
	 
	No

	
	


9        PLEASE TICK EITHER “YES” OR “NO” AND EXPLAIN WHEREVER APPLICABLE

	 
	YES
	NO
	 
	EXPLANATION

	a.
	 
	 
	Have you had any significant or serious
	

	 
	 
	 
	illness or injury? (If hospitalized, give
	

	 
	 
	 
	place & dates)
	 

	 
	 
	 
	 

 
	 

	b.
	 
	 
	Have you had any operations or been 
	

	 
	 
	 
	advised by a physician to have an 
	

	 
	 
	 
	operation?(Give place & dates)
	 

	 
	 
	 
	 

 
	 

	c.
	
	
	Do you currently use any drugs for the
	

	 
	
	
	treatment of a medical condition?
	

	 
	
	
	(Give name & dose)
	

	 
	
	
	
	

	d.
	 
	 
	Have you ever been a patient in a
	

	 
	 
	 
	mental hospital or sanitarium or treated
	

	 
	 
	 
	by a psychiatrist? (Give place & dates)
	


	10       PLEASE TICK EITHER “YES” OR “NO” FOR EACH ITEM

	
	DO YOU HAVE OR HAVE YOU EVER HAD THE CONDITIONS LISTED BELOW?

	
	(If yes, mark the relevant condition with a circle.)

	 
	YES
	NO
	CONDITION

	 a.
	 
	 
	Asthma, emphysema, or other lung conditions

	 b.
	 
	 
	Tuberculosis or living with anyone who has tuberculosis 

	 c.
	 
	 
	High blood pressure, heart disease

	 d.
	 
	 
	Stomach, liver (hepatitis), gall bladder disease

	 e.
	 
	 
	Kidney or bladder disease, stone or blood in urine

	 f.
	 
	 
	Diabetes (sugar in the urine)

	 g. 
	 
	 
	Depression, excess worry, attempted suicide, or other psychological symptoms 

	 h.
	
	
	Acquired Immune Deficiency Syndrome (AIDS)

	 i.
	
	
	Tumor, abnormal growth, cyst or cancer

	 j.
	
	
	Bleeding disorder, blood disease (sickle cell anemia)


	I CERTIFY THAT I HAVE READ THE ABOVE INSTRUCTIONS AND ANSWERED ALL QUESTIONS TRULY AND COMPLETELY TO THE BEST OF MY KNOWLEDGE

	

	 11
	PRINTED NAME OF NOMINEE
	 12
	DATE
	 13
	SIGNATURE OF 
NOMINEE



	 
	 

 
	
	
	
	

	 
	 

 
	
	
	
	


_1059887665

