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      ERASMUS+ 20__/20__

CERTIFICATE of ARRIVAL / DEPARTURE



Student name:		_________________________________________

Sending Institution: 	MEDICAL UNIVERSITY OF WARSAW
PL WARSZAW06

Administrative contact:	Ms. JOANNA GODLEWSKA
Ms. ANGELIKA STANKIEWICZ
Tel: +46 22 572 0312 / Fax: +46 22 572 0579
Email: joanna.godlewska@wum.edu.pl
	angelika.stankiewicz@wum.edu.pl 



Receiving Institution:	_________________________________________
  


Part 1

CERTIFICATE of ARRIVAL

Date of arrival: 		_________________________________________
(DD/MM/YYYY)

Name and title: 		_________________________________________


Signature:			_________________________________________
 

Institutional Stamp: 	_________________________________________



					Part 2

				CERTIFICATE of DEPARTURE

Date of departure: 		_________________________________________
(DD/MM/YYYY)

Name and title: 		_________________________________________


Signature:			_________________________________________
 

Institutional Stamp: 	_________________________________________
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