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Medical University of Warsaw WarSaw, ......ccoveveveeeeeeeneernensnnnnns
Dean's Office of the Faculty of Medicine (date)
ul. Zwirki i Wigury 61, 02-091 Warsaw

Letter of Referral for the Student Clerkship

The Dean’s Office of the Faculty of Medicine at the Medical University of Warsaw hereby refers

IMIEL/IVIS. ottt ettt ettt e s e s s s s s sna et saa b eassn s aaes - year of study student of

(Name of the institution / healthcare facility and address of the internship location)

for the purpose of completing the required student clerkship during the period

(signature and stamp of authorized person)

| consent to the transfer of my personal data, such as my name, surname, and form and field of
study, to:

(Name of the institution / healthcare facility)

in connection with my Student Clerkship.

WArSAW, .uueiiiiiiiie ettt e e
(date, first name, surname and signature of student)



