LETTER OF ACCEPTANCE

4-week summer practice

Address of the PRarmMaCY: . ... e e e e e e e e e e e

The above-named ...........................(year) pharmacy studergciepted to perform his/her

compulsory practice at our pharmacy for a periotbaf weeks.
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Name of the head Of PRarMACY: ... . ..o e e e e e e e

Name Of the PharMaCIST: ... ... e e e e e e e e e e e e e e
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Date:. .
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