
STUDIENABTEILUNG Medizinische Universität Wien,Währinger Straße 25a, A-1090 Wien, Tel: +43 1 40 160 – 21000 Fax: +43 1 401 60 – 921 000
Y:\Studienabteilung\DOKUMENTE\Formulare\Master_Molecular Precision Medcine\Meldung_Kommission_Masterprüfung_englisch 

Notification of the Master´s Exam 

Student

Study Code: UN 066 329    Matriculations number:

Family name:     First name: 

e-mail:  Phone number: 

Date of the registration: _______________________ Signature Student: ________________________________ 

Exam Information 

Date: Time: 

Audit Location (exact room name):

Auditor 1 (Supervisor)

Name: 

Institute/Department/Clinic: 

E-Mail: Phone number: 

Auditor 2

Name: 

Institute/Department/Clinic: 

E-Mail: Phone number: 

Auditor 3

Name: 

Institute/Department/Clinic: 

E-Mail: Phone number: 

I hereby declare my willingness to conduct the above-mentioned Commissioned Master's Examination: 

_______________________________________________________________            
Signature Auditor 1(Supervisor) Signature Auditor 2

________________________________ 

Signature Auditor 3
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