LETTER OF ACCEPTANCE

4-week summer pharmacy practice

NAME OF SEUAENT: ... e e e e et e e e e e e et e e e s saaaeeeeaeesssssaeeeesennsneeaeenans
NAME Of PRAIMIACY: 1rriiiiiiiiii it e e e e et e e e e e se e ebrreeeeeaeeeeaeeeeeeeeeesesantbarresaeraeaeaeeeeens
Address of pharmacy (country, city, street, house nuMber): .......ccccvieiiiiiiiiiie e,
The above-named ............ year pharmacy student is accepted to perform his/her compulsory

practice at our pharmacy.
Period of practice (year, month, day — year, month, day): ......ccccooirriiiiiiiiiie e
Name of the head of PharMaCcy: ....cooooi e e e e e aeee s

Name of the iNStructor PharMacist: ......ccccviiiieiiieieee e e e e s a e e eee s
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Date (year, month, day): ....cccoovvrreeieeiiieeee e,

STAMP
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