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      เลขท่ี................................................. 
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สถานะ อาจารย์         นิสิต ป.ตร ี  นิสิตระดับประกาศนียบัตร 
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ภาควิชา/หน่วยงาน............................................................................................................................... 
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อาจารย์ที่ปรึกษา.................................................................................................................................... 
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 ขอคำปรึกษา (ระบ)ุ.......................................................................................................................... 
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................................................................................................................................................................. 
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      (.............................................................)       (.............................................................) 
           ผู้ใช้บริการ           อาจารย์ที่ปรึกษา 
 ............/............./.............    ............/............./............. 
 

 

 

 

 

 

 

 

 

 

 

ความประสงค์จะขอรับบริการ 

ทั้งนี้ข้าพเจ้ารับทราบและยินยอมปฏิบัติตามข้อตกลงการใหบ้ริการของ 
ศูนย์ทดสอบชีววัสดุ  
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For Research Department Staff 

Receiver......................................................................................Date................../.................../.............. 
Operator...................................................................................Date................../.................../..............       О อนุมติัให้ใชบ้ริการ      О ไม่อนุมติัให้ใชบ้ริการ  เพราะ 
 

  Approve of Service       Not Approve of Service.............................................. 
 

             .............................................................................. 
     (.............................................................................) 
                Director of Biomaterial Testing Center 

     ......................./................................./........................ 
 

 

 Biomaterial Testing Center 

Faculty of Dentistry, Chulalongkorn University 

Service Form (78-FM-10-01) 
       No ……………….…………… 

Name……………………………………………..…………………...………....................................................... 
Status Teacher  Undergraduate Diploma Student 

 Postgraduate  PhD   Staff/Position 

 Other ………..…….……….….......... 
Name of Project...………………….……………………………………..……………………….….……..……….. 
……………………………………………………………..…………………………………………………..………….…….. 
………………………………………………………………………….………………………………..…..………….………. 
Program/Department……………………………………………..…………………………………………………. 
Telephone ……………………………….……… E-mail …………………….………….………...……………… 

Supervisor………………………………………………………………………………………………….…….….…….. 
Telephone…………………………………….. E-mail......................................................................... 

 

 

 Research advice request.................................................................................................... 
 Using Laboratory room request....................................................................................... 
 Using Equipment Laboratory request............................................................................ 
  For self-usage 

  For staff usage 

  For self-usage under professional staffs 

 Sample Quantity and Detail……………………………………………………………………. 
Other ………..………………………………………………………………………………………..….……….…..... 
 Request for Finger Scan Security 

From...............................................................To.......................................................................... 

 

 Duration of usage (Monday-Friday 09:00 a.m-17:00 p.m) 
 Usage Outside Office Hour (Saturday-Sunday  09:00 a.m-16:00 p.m ) 
 Other Request ………………………………………….………………………………………..……………...…… 

……………………………………………………………………………………………………………………………………… 

 Delighted to enter“The authors thank Biomaterial Testing Center, Faculty of 

Dentistry, Chulalongkorn University for facility support” in acknowledgement. 

 Passed of the Practice or Workshop training course about Chemical-Waste 

management and laboratory Safety.  

 Client has read and understands the term of service 

 

 

 

 

Signature..............................................................  Signature............................................................. 
            (.............................................................)              (.............................................................) 
                  Client                      Supervisor 

                  ............/............./.............    ............/............./............. 
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Service Request 

 I hereby adhere to the regulation and agreement of 

The Biomaterial Testing Center terms of service 


