Erasmus+

STATEMENT OF HOST INSTITUTION

Erasmus+ Programme
Academic year 20__ /20___

Staff member data

Name:
Surname:
Home Institution: ZDRAVSTVENO VELEUCILISTE/UNIVERSITY OF APPLIED HEALTH
SCIENCES
E ID :
rasmus ot HR ZAGREB04

(if applicable)

The undersigned representative of the Host Institution hereby confirms that the above
mentioned student/ staff member has realized Erasmus mobility period at host Institution:

Confirmation of Arrival/Departure

Date of Arrival (first working
day at the host institution):

Date of Departure (last working
day at the host institution):

Name, Surname, Position of the host HEI representative: Stamp of the Host Institution

Signature:

Date:

Host Institution data

Host Institution:

Erasmus ID code

Address, City, Country:

Host faculty, department,
unit

Contact person*

Name, Surname, Title,
Position

E-mail address

*Contact person may be professor, mentor, institutional ECTS or Erasmus coordinator

University of Applied Health Sciences, Mlinarska cesta 38, HR - 10000 Zagreb e Tel: + 385 1 5495 800
Fax: +385 1 5495 900 e e-mail: ZdravstvenoVeleuciliste@zvu.hr



