
 
 

INTEGRATED BIOMEDICAL ENGINEERING AND HEALTH SCIENCES PROGRAM 
iBioMed Advisement 

REQUEST TO TRANSFER IN TO THE INTEGRATED BIOMEDICAL ENGINEERING & HEALTH SCIENCES PROGRAM	
  
	
  

Page 1 of 1 

This form is for the use of undergraduate students outside the Integrated Biomedical Engineering & Health Sciences 
(iBioMed) program who are seeking approval to transfer in to the iBioMed program. 
	
  
STUDENT NAME:   STUDENT NUMBER:  
CURRENT PROGRAM 
& LEVEL:  CO-OP PROGRAM:     YES          NO 

REQUESTED 
PROGRAM:  REQUESTED  

LEVEL:  

ADDRESS DURING 
TERM:     
 No. Street City Postal Code 

McMASTER EMAIL:  PHONE NUMBER:  
 
Please briefly describe why you would like to transfer in to the iBioMed Program (attach supporting documents if needed). 
 

Student Signature:  Date:   
	
   	
      

FOR OFFICE USE ONLY: 
Final Decision:                             I APPROVE of this transfer      I DO NOT approve of this transfer 
Program Co-Director:  Date:   
Department 
Authorization:  Date:   
     

 
The information gathered on this form is collected under the authority of The McMaster University Act, 1976. The information is used for the academic, administrative, financial and 
statistical purposes of the University including, but not limited to, admissions; registration and maintaining records; awards and scholarships; convocations; provision of student services, 
including access to information systems; alumni; and disclosure to or on behalf of the applicable McMaster student government. This information is protected and being collected under 
section 39 (2) and section 42 of the Freedom of Information and Protection of Privacy Act of Ontario. Questions regarding the collection or use of this personal information should be 
directed to the University Registrar, University Hall 209, McMaster University, 905-525-9140. 
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