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PROOF OF RECOGNITION 2021/2022
	Name Surname:
	

	faculty / field of study
	

	Academic Year/ student ID card number 
	

	Sending Institution:
	Uniwersytet Medyczny w Łodzi, Al. Kościuszki 4, 90-419 Łódź

	Receiving Institution
city/country
	

	Traineeships period (dd/mm/yyyy –dd-mm-yyyy) :
	

	Traineeship Title:
	


MANDATORY Traineeship*

	Medical University of Lodz
PLAN PRAKTYKI/BEFORE MOBILITY
	Receiving Institution 

ZALICZENIE PRAKTYKI/AFTER MOBILITY

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	LICZBA PUNKTÓW ECTS:
	(liczba pkt)
	LICZBA PUNKTÓW ECTS:
	(liczba pkt)


VOLUNTARY Traineeship*

	Medical University of Lodz

PLAN PRAKTYKI/BEFORE MOBILITY
	Receiving Institution 

ZALICZENIE PRAKTYKI/AFTER MOBILITY


	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Student signature                                         
I hereby confirm completing detailed above             program of traineeships.
……………………………………………………        

Data:
Medical University of Lodz Erasmus+ Legal Representative
                                                                      Signature/Stamp
                                                                      Data:
1
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