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INTERNSHIP LOG SHEET
medical internship - general surgery, internal medicine or maxillofacial surgery
Academic year 2015/2016
Student's name and surname ........................................................................................................
Year of study ……………. Reg. no. …………………
Address of permanent residence ..................................................................................................
1/ Internship period: from       ...............................    to     ..............................
Number of working days:   ..............................  Number of hours:
2/ Place of internship / address and phone number/:....................................................................
.......................................................................................................................................................
3/ Name and surname of internship manager and coordinator:...................................................
.......................................................................................................................................................
4/ Key activities to be performed as part of the internship / according to the framework programme/: acknowledgement of  the organization of work of the department and the operating suite, observation: of the principles of medical and dental history taking (professional communication with the patient), keeping patient's records, collection of materials for laboratory testing, learning various methods of anaesthesia and result interpretation.
                                                                                                                    …………………………….                                                                                                                                          
                                                                                                                      (student's signature)
5/ Confirmation of the activities performed and opinion on the student's performance and internship (credit awarded) ..........................................................................................................
.......................................................................................................................................................
............................................................                       .................................................................
(seal of the entity organizing the internship)        (seal and signature of internship coordinator)
Remarks: ...................................................................................................................................... .......................................................................................................................................................
I hereby award credit for the internship after the 1st year of study in the academic year 2015/2016.
                                                                                                                     DEAN
Żwirki i Wigury Street 61, 02-091 Warsaw

phone: +48 22 5720 213, fax: +48 22 5720 273

e-mail: dentistry@wum.edu.pl
http://wld.wum.edu.pl/en

