 	 

CERTIFICATE OF PRACTICE 

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

The directorate of __________________________________________________________________ 
certifies herewith that above named student completed practice: 
from___________________________ to ___________________________
 at the  department _______________________________________________________________ 
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Place__________________________ 	 	 	 	Date_____________________________ 
 
 
 
 
 
Signature and Stamp of Director/Doctor/Tutor______________________________________________ 
[image: ]

 
 
image1.emf

