_______________________________________________________________________________ 
Student’s Given Name and Surname (in CAPITAL LETTERS)
Matriculation number (Student ID number)_________________ 
Faculty: _____________________________________________________________________
Type of studies:   full-time  
Type of study programme:  bachelor’s    master’s   integrated 
Title of study programme: _______________Year of studies:___________Group: __________                          
To Prof. Algirdas Utkus, Dean of the Faculty of Medicine                
Order No:  ___________________________













______________________________________






______________________________________
                                                                               (Signature)
                                      


________________________________
                                                         


(Given Name and Surname)
                                       

_________________________________






(Date)
APPLICATION
FOR PERMISSION TO TAKE ACADEMIC LEAVE 

____ - ______________ - ______


                 (Day)                    (Month)                       (Year)
Vilnius

Please grant me academic leave ___________________________________________.





(please specify the reason)
ENCLOSED: 

Student’s Given Name and Surname, Signature

