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Consent form 

 
 
 
 
I hereby authorize DOATAP to request from ………………….…………………….. 
………………….. (fill in the name of the university) any information regarding my 
studies…………………………………………………..… (fill in the study program) 
in order for DOATAP to process the evaluation of the period of studies. 

 
 
Name: 

Student I.D. number: 

Signature: 

Email: 

 
 

ΕΛΛΗΝΙΚΗ ΔΗΜΟΚΡΑΤΙΑ 
ΔΙΕΠΙΣΤΗΜΟΝΙΚΟΣ ΟΡΓΑΝΙΣΜΟΣ ΑΝΑΓΝΩΡΙΣΗΣ 
ΤΙΤΛΩΝ ΑΚΑΔΗΜΑΪΚΩΝ ΚΑΙ ΠΛΗΡΟΦΟΡΗΣΗΣ 

(Δ.Ο.Α.Τ.Α.Π.) 


