
…………………………. 

Name and surname 

 

………………………… 

Faculty / Division 

 

………………………… 

Year of studies 

 

 

 

HEALTH INSURANCE STATEMENT 

of the doctoral student who is not insured by the University of Warsaw 

 

I hereby declare that my health insurance is covered by (select the appropriate option): 

*my employer 

*employer of the family member 

*other: …………………………………………………………… 

 

I belong to ………………………………. National Health Fund (NFZ) branch. 

 

 

 

………………………      ………………………  

date        signature 

  


