APPLICATION FORM FOR TRAINING 

 THE EDUCATIONAL PROGRAM

ON MASTERING THE QUALIFICATION OF HEALTHCARE MANAGERS

AND MEDICAL SPECIALISTS
	EDUCATIONAL PROGRAM
	

	 DATE
	

	SURNAME OF TRAINEE
	

	NAME
	

	PATRONYMIC NAME
	

	CITIZENSHIP
	

	CONTACT NUMBER
	

	E-MAIL:
	

	PLACE OF WORK, POSITION
	

	IDENTITY DOCUMENT
	

	
	series
	
	number
	

	
	Identification number
	

	DATE OF ISSUE
	

	ISSUING AUTHORITY
	

	FULL NAME OF LEGAL ENTITY (ORGANIZATION) of Payer
	

	LEGAL ADDRESS:
	

	POSTAL ADDRESS:
	

	Phone (with code):
	
	fax
	

	FULL NAME. and the position of the head (FULL) or the person authorized to sign the contract

	SURNAME
	

	NAME
	

	PATRONYMIC NAME
	

	POSITION
	

	Indicate a document confirming authority (charter, power of attorney, etc.)
	

	BANK DETAILS OF THE PAYER
	IBAN
	

	
	Name of the bank
	

	
	BIC
	

	
	Payer's Identification Number
	

	
	general classifier of enterprises and organizations
	

	PAYMENT IS DUE AND (SPECIFY):
	budget funds
	
	own funds
	

	PAYMENT CURRENCY
	


THE APPLICATION IS SENT TO E-MAIL edu@omr.by
