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King Abdulaziz University Hospital

Academic Affairs Department
TRAINEE’S DISCLAIMER
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We would like to inform you that, the trainer mentioned above has finished the training program with no dues with us.
Lgﬂ?mﬂ\_‘:\.‘ah;@_c _5\ h_lu;:u.AA‘_s\ L_l‘).‘ﬁA.“ A_Q‘)L.\ A;}:\\)I}t_\i).\ﬂ\ a‘)ABL“_LG_u\ Maﬂs\ﬁh@m}d\ L_IJ.\:I.AX‘ utes.\:\s.\

Stamp / 3 Signature/&8 53l Name/a~Y) Department/<sthall audll Type

Medical Record Doctor &Research
bl ) Oialyll g skl

SCFHS Coordinating Office (HCFHS)&Doctor
Lingll el 3y Gaasi (i &Lk

Training Department el
il el anadll All trainees

KAUH Medical Library &)
Agdall 45<4l) All trainees

Maintenance Department ey
luall 3l All trainees

Security for I.D. ey
(Ul lacal 8as 5 ) (V) All trainees

Academic Affairs Department s dag SN (gl B0a0
Coordinator: T CGdal)

Stamp adad)




	Training Dept: 
	Name: 
	Date finish: 
	Date start: 
	fill_17: 
	coor1: 
	coor2: 
	Group2: Choice1
	Group22: Choice1
	fill_2: 
	fill_4: 
	fill_8: 
	fill_6: 
	fill_12: 
	fill2_12: 
	HOSaa: HOSaa


