
Internship Record 

Mandatory Training in Selected Medical Specialties 

Name: ………………………….…………………………………………………………………………………... 

Hospital: …………………………………………………………………………………………………………... 

Department:  ………………………………………………………………….………………………………... 

Supervisor – name: …………………………….……….. e-mail: …………….……………………….. 

Date Procedures Signature 
Day 1 

 
  

Day 2 

 
  

Day 3 

 
  

Day 4 

 
  

Day 5 

 
  

Day 6 

 
  

Day 7 

 
  

Day 8 

 
  

Day 9 

 
  

Day 10 

 
  

Day 11 

 
  

Day 12 

 
  

Day 13 

 
  

Day 14 

 
  

Day 15 

 
  

Day 16 

 
  

Day 17 

 
  

Day 18 

 
  

Day 19 

 
  

 


