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

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

………………………………………………………..……………….. 

(Student Card Number / year of university education commencement)
...................................................................................................
(Phone number)

...................................................................................................
Doctoral education mode (PhD course / Doctoral School)
Office of Doctoral Studies

Medical University of Lodz 
AUTHORISATION FORM
I hereby authorise Mr/Mrs/Ms………….…………………………………...……………...............,    

identity card:   ……………………………………………………….…………..……………..……,
                                                                                                     (ID number and series)
as my proxy to proceed with the following action: ………………….…………………………………...………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

………………….…………………………………...………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
……………………………….……
                                                                                                                                     (legible doctoral student signature)
To be filled in by Office of Doctoral Studies (COD):





Date of submission: ................................................................








COD officer signature ........................................................








