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KOHCIIEKT IO JUCHOUIIJIMHATA
,»YIIPABJIEHUE HA PUCKA B 3IPABHATA CUCTEMA “

OO MPUHLIMIH U KOHLIEIIINH 32 yIIpaBJIeHUE Ha PUCKa

OCHOBHM IIpaBHU MOHATUSA, CBBP3aHU C YIIPABICHUETO HA PUCKA B 3[[paBEOIIA3BAHETO
BbBenenue B ynpaBIeHHETO HAa PUCKa B 3[paBHATA CUCTEMA

Bunose pruckoBe B 31paBHUTE OpraHU3aluu

VYnpasieHue Ha 3IpaBHUSL PUCK Ype3 padoTa BbPXY IPELIKUTE

MeTto0510T1s 32 CUCTEMHO YIPABIECHUE HA 3/IpaBHUS PUCK

AHanu3 Ha KOHTEKCTa U KapTorpadupaHne Ha NpoLecuTe

Nnentudukanus u oreHka Ha 3ApaBHUS PUCK
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AHanu3 Ha peXXUMUTE Ha TUCHYHKINS U Hee(heKTUBHOCTTA
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. YIpaBJIEHUETO Ha PUCKA B 3/[paBEOIa3BaHETO KaTo MPOLEC
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. Kimto4oBu cTpyKTypHH €1€eMEeHTH Ha Mporpamara 3a yInpaBlieHHue Ha pucka
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. CTboku B mpoleca Ha yrnpaBieHUE Ha PUCKa
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. Cnenmuku Ha ynpaBiIeHUETO Ha KIMHUYHUS PUCK B 3/IpaBHUTE OPTaHU3ALNH
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. OcobeHoctH Ha YOpaBJICHUCTO HA HCKIIMHUYHUTC PUCKOBC B 3/IpaBHATa CUCTCMaA
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