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Subject : K10 ( Clinical 10 days)

CERTIFICATE OF PRACTICE
As part of compulsory tuition defined by the study plan, students of the 5th year of our faculty must complete a 2 – week practice in a hospital.

Surname and First names:
Place of Residence:
Branch of study:		General Medicine
Academic year: 		5

The directorate of __________________________________________________________________
certifies herewith that above named student completed practice:
[bookmark: _GoBack]from___________________________ to ____________________________ (10 working days) at the 
department _______________________________________________________________




Place__________________________				Date_____________________________





Signature and Stamp of Director/Doctor______________________________________________

	Study deparment
Second Faculty of Medicine, Charles University
V Úvalu 84
Prague 5 – Motol
150 06
	
Phone: + 420 224 435810
Email: studijni@lfmotol.cuni.cz
www.lf2.cuni.cz
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