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To the Coordination of the Postgraduate Program in Medical Sciences,


I request evaluation by the Deliberative Committee of the IDOR Postgraduate Program in Medical Sciences (CODEP) of my accreditation as a professor of the program, in the category of:
( ) exclusive permanent teacher ( ) non-exclusive permanent teacher ( ) collaborating teacher
On this occasion, I declare that:

• I am aware that the information contained in my Lattes CV on the date of this request is my sole responsibility;
• I am aware that my accreditation, if approved, will only be effective upon the enrollment of at least one student (master's or doctorate);
• I am aware of the need to have at least two master's students and two doctoral students per four-year period.


Rio de Janeiro, ___ / ___ / ______.


	

	Signature




	Name:
	

	CPF:
	

	Cell phone:
	

	e-mail:
	

	Orcid number:
	

	CV Lattes page:
	





Unidades: RJ – SP – BA – DF     |    ww.idor.org
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