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FACULTY OF PHARMACY
DEAN’S OFFICE
			H-4032 Nagyerdei krt. 98., Debrecen
Tel/fax: +3652/411-717/54013, 54591
email: gytk@pharm.unideb.hu

[bookmark: _GoBack]Letter of Acceptance for Summer Practice


Student’s name:
---------------------------------------------------------------------------------------------------------------
Name of Pharmacy, Address of Pharmacy:
---------------------------------------------------------------------------------------------------------------
Name of Pharmacist responsible for Education:


Type of Summer practice (after 1st /2nd or 3rd year)




Date:-----------------------------------------------------------------------------

Signature:-----------------------------------------------------------------------
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