
 

  

 
APPLICATION FOR PSYCHOMOTOR SKILL ASSESSMENT 

FOR ENROLLMENT IN THE UNIVERSITY INTEGRATED 
UNDERGRADUATE AND GRADUATE STUDY OF DENTAL 

MEDICINE IN ENGLISH 
 

Last name: 

 
                 Name: 

Father′s name: 

OIB: 

      (or Passport Nr.) 

 

Date of birth:    .  . . 
 
       State of birth*:                 (*short: HR, BIH, SLO, F, B, I, D, A, H) 

 

Place of birth: 

 
       Citizenship*:                       (*short: HR, BIH, SLO, F, B, I, D, A, H) 

 
Name of complited 

secondary year: 

Year: 

City: 

 
E-mail:  

                      Mobile: 
 
 
 
Zagreb,  2026. 

(DD/MM) 
 

(signature) 

 
 
 

 
In attachment: 

 proof of payment for the psychomotor skill assessment 

2026/2027 

Application Nr: 

 

 

                    

 
                    

 
                    

 
           

 

    

 
      

 
                    

 
        

   

    

    . 
                    

 

APPLICATION 
FORM 


