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Certificate of Internship

This is to confirm that the student:

Name and surname:
s R s S

completed an internship at our workplace:

Place of internship:

Evaluation:

(Please specify the procedures which the student performed on their own and which they
assisted in, their theoretical background, their attitudes to both patients and other health
professionals, and your personal observations, if possible)
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Internship Record

Obligatory Practise in General Practitioner’s Office

(PLE/VABP2)
Student’s name: [NOAQUG.. NG oo,
Place of the internship: M2z WWMMM Q. .............
jchuodiuico Oc,ccé@
Medical specialty: General Practical Médicine
Date Procedures Signature
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Faculty of Medicine Dean’s Office
and Dentistry Study Department
Palacky University Olomouc

Agreement on the Provision of a Student Internship
This agreement is concluded between the two parties at the date set out below.

The first party is the Faculty of Medicine and Dentistry of the Palacky University Olomouc
(in the Czech language “Univerzita Palackého v Olomouci, Lékarské fakulta”)

An institution of higher education organised and existing under the laws of the Czech Republic, with its
registered office at Hnévotinska 3, 775 15 Olomouc, Czech Republic

Duly represented by Prof. MUDr. Milan Kolaf, PhiD., -
Dean of the Faculty of Medicine and Dentistry of the Palacky University, Olomouc

(hereinafter referred to as “the Faculty”)
and
The second party
An institution providing health care , P : f & f»
organised and existing under the laws of S QOZ M@/,b(//( Szm/zL@j o@éégw
I ;
with its registered office at A CZSA/'/OC/J/’ O‘{Q e
7
Duly represented by Uorzie ci /KO’VI/@C@‘}W

(hereinafter referred to as “the Hospital”)

Hereby, in accordance with §51 Act 40/1964 of the Coll., the Civil Code, the parties make and enter into
this agreement concerning the provision of an internship for the student

Name and surname: (/{fo ol LD /‘éﬂmz%’

Date of birth: ¢ 02 4895

Student's personal number. 9502 0609 i

Contact details (telephone / &-mail) +98. 600 - 056 —£2%

astudentinthe ......... year of the Faculty of Medicine and Dentistry of the Palacky University, Olomouc

(hereinafter referred to as “the Student”)

in the above-specified healthcare facility under the terms and conditions laid down in this agreement, at
Depariment Vlevadapy  Dppo,-oment-

Tutor: , \Do”m, 0‘976{(] : /‘;/‘/2?%9/ MC'
Contact details , il /3)(}1/(/ /% , ( Qgﬁocfc@'—@.
Time period: ” 0/'06’:{90@- many O(f? &O/l




3:3.

3.4.

office of the Faculty lies as of the date
of the execution of this Agreement.

The agreement has been executed in three
copies, each deemed original, with one copy
intended for the Hospital and two copies for
the Student, who agrees to pass one copy to
the Study Department of the Faculty of
Medicine of Palacky University, Olomouc.

The contracting parties acknowledge that they
have read the present agreement and that it
was executed of their free and genuine will,
explicitly and comprehensibly, and not under
duress or conspicuously disadvantageous
conditions, and in witness whereof they attach
their respective signatures below.

(ot

(Students sxgnature)“

Date /”'(((EJ?JOAZ'L

Hospital

FaCUIty of Med|cme and Dentlstry

REKTOR

g Aie

of the-Palacky University, Olomouc



