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PROOF OF RECOGNITION 
Student
Erasmus+ Traineeships 2024/2025
Please complete and describe the practice plan in details from Before and After the Mobility 

	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) :
	

	Traineeships Title:
	


MANDATORY Traineeships*

	Medical University of Lodz
PLAN PRAKTYKI - TRAINEESHIP PLAN/BEFORE the MOBILITY
	Receiving Institution 

ZALICZENIE PRAKTYKI - PASSING THE TRAINEESHIP /AFTER the MOBILITY

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	ECTS:
	
	ECTS:
	


VOLUNTARY Traineeships*

	Medical University of Lodz

PLAN PRAKTYKI - TRAINEESHIP PLAN/BEFORE the MOBILITY
	Receiving Institution 

ZALICZENIE PRAKTYKI – PASSING THE TRAINEESHIP /AFTER the MOBILITY


	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


*Please remove unnecessary table

In the case of mandatory and voluntary internship, please complete the table according to the scope of the internship.

- the document must be completed in English based on the LA -  before the mobility and after the mobility parts.
Student’s signature
I hereby confirm completing detailed above             program of traineeships.

……………………………………

Date:
Medical University of Lodz Erasmus+ Legal Representative
Signature/Stamp
Date:
2
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