Equivalence procedure form
[bookmark: _GoBack]UNIVERSITY OF SARAJEVO
Faculty of Medicine
REQUEST SUBMITTED
 to the President of Commision for Equivalence
DATE:_____________________
Name and Surname of the applicant's for the recognition of passed exams and ECTS:
_________________________________________________________________

Faculty in which the applicant is registered:
__________________________________________________________________________________

Number of index/Faculty ID number:__________________/the current status ________________________
(full time, self financed, part time; DL)                                                                 

Name of the applicant's study program: 

__________________________________________________________________________________
Name of applicant's department or study direction:
__________________________________________________________________________________

Last time enrolled in ______________________ year of study, study year________________________

Phone number:______________________________e - mail:____________________________

Reasons for the request:
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
I enclose with the request: 
A) Original transcript of passed exams           

B) Dokument that shows the name of Faculty                        

C) Curriculum of the subjects   
    
D) Plan and program and status of passed exams                              
Applicant's signature:  ________________________________________________
