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Request for Taking Charge of a Computer Device 

Student Data 

Name and Surname: __________________________________________ 

Registration number: _________________________________________________ 

Degree Course: ___________________________________________ 

Course Year: _____________________________________________ 

Weighted Average (out of 30): __________ 

CFU acquired: __________ out of __________ 

ISEE: € __________ 

Institutional email: _________________________________________ 

Telephone: _________________________________________________ 

Request 

The undersigned, aware of the conditions set forth in the Regulations for the Receipt of Computer 

Devices, requests the assignment of a computer device for temporary use for academic purposes. 

Statements 

- to have read and accepted the rules in full; 

- to comply with the requirements for the assignment; 

- to undertake to use the device exclusively for academic purposes; 

- to return the device in good condition within the expected time frame; 

- to be aware of the sanctions provided in case of improper use, damage or falsification of data; 

- to accept the processing of personal data in accordance with the GDPR. 

Data Access Release 

The undersigned authorizes the university to access and use his/her personal data, including 

academic and administrative data (ISEE, CFU, weighted average) for the purposes of verifying the 

requirements for the assignment of the IT device. This authorization is granted exclusively for the 

purposes set forth in the regulations and in compliance with current legislation on the protection of 

personal data. 

 

Student Signature 

Signature: ___________________________ 

Date: ___ / ___ / _______ 
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Approval Section 

 

Prerequisite: 

ISEE < €50,000: ☐ Yes ☐ No 

 

Verification of Requirements (first year students): 

Admission ranking position ____ 

 

Verification of Requirements (students enrolled in the second year of the course): 

Weighted average ≥ 26/30: ☐ Yes ☐ No 

Acquired CFU ≥ 40/60: ☐ Yes ☐ No 

 

 

Approval of the Referrer: 

Name and Surname of the Contact Person: ___________________________________ 

Role/Function: _________________________________________________ 

Signature: ___________________________ 

Date: ___ / ___ / _______ 

Signature: ___________________________ 

Date: ___ / ___ / _______ 

 

 


