………………………...............................................................

Lodz, date: …………………………
(name and surname)

...................................................................................................
(ID CARD)

...................................................................................................
(Phone number)

………………………………………………………..……………….. 

(Student Card Number / year of university education commencement)
Office of Doctoral Studies

Medical University of Lodz 
I hereby declare that ………………………………  I terminate my education                     at Doctoral School of Medical University of Lodz on ……………………………………  .                                                                                                                                                                        
                                                                             (date)

I herewith return my Student Card   No. ……….……………….
……………………………………        Doctoral student signature
