                                                                                          TO THE RECTOR

                                                                                          OF THE UNIVERSITY OF CATANIA
ACADEMIC ADVISOR _________________________

REGISTRATION NUMBER   ______________
I, THE UNDERSIGNED ________________________________________________________
BORN IN ___________________________________   PROV (_____) ON THE_______________ 
TEL.___________________, 

DECLARE
[image: image1]
· TO BE REGULARLY SIGNED UP       IV° YEAR                V° YEAR          
  DEGREE COURSE ______________________
                                                                     ASK
TO BE ABLE TO ATTEND THE SEMESTER OF PHARMACEUTICAL PRACTICE FOR____ MONTHS AT THE PHARMACY ________________________________________________ DOTT_____________________________________________________________________
LOCATED IN _______________________________________________________________ 
 ___________________________________________________  TEL __________________
Hereby we declare that there is no degree of kinship to the owners of the above pharmacies
Stamp and signature of the pharmacist






name and surname of the Professional
Tutor




________________________________________



signature of the Professional tutor 





______________________________



CATANIA, _____________________


               signature of the student








_____________________________
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