
	











Faculty of Dentistry
ENGLISH DIVISION
	

Wrocław…..………..			

PRINT LETTERS ONLY

FIRST NAME: ………………………………………………………
SURNAME: …………………………………………………

Hereby I certify that my residence address in Poland is:
…………………………………………………………………
…………………………………………………………………
…………………………………………………………………
I also undertake to inform English Division Office of any changes of my address of residence within two weeks.


						Signature: ……………………………….
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Krakowska 26, 50-425 Wrocław Poland
T: +48 71 784 06 58  F: +48 71 784 06 56    www.umed.wroc.pl   



image1.jpeg
‘T@F

UNIWERSYTET MEDYCZNY

IM. PIASTOW SLASKICH WE WROCEAWIU




image2.jpeg
Wroclaw Medical University




