
AL PRESIDE


FACOLTA’ DI MEDICINA E CHIRURGIA

UNIVERSITA’ POLITECNICA DELLE  MARCHE
Il sottoscritto _____________________________________________________________________
nato a _______________________________________________ il _____________________
residente in via _________________________________________________________ n. ________

città __________________________________________ prov. _________ c.a.p. ______________
Tel. __________________________________ Cell. _____________________________________
e-mail ________________________________ Codice  Fiscale_____________________________

P.I. ____________________________________________________________________________
 
CHIEDE
che il compenso relativo al seminario dal titolo __________________________________________________________________________ svolto in data __________________________________________________________________ siano liquidati con  bonifico sul seguente conto corrente bancario/postale
Banca:___________________________________________________________________________
Agenzia/Filiale: ____________________________________________________________________
CIN ________ ABI __________   CAB ____________  C/C ________________________________
IBAN ____________________________________________________________________________

Conto intestato a: __________________________________________________________________
Data __________________________






Firma
_______________________________________
