FORM A
THE MEDICAL ACT, 1976

APPLICATION FOR REGISTRATION AS A MEDICAL PRACTITIONER

To the Medical Council

NAME Of APPLICANT. .....eiiiiiieiieiiie ettt e st e st e e e taeetbe e tbeessbeessseessseessseeensseasseessseesssessssessnseeensns
(Block letters)
Date of Application  ...........
Address of Applicant
............................................................................... Tel.
N
Date of Birth of Applicant..............cccoovvviiinn vivininnnnn. Sex: .....M.......... Fo
Qualifications of
APPLICANL. . ...ttt ittt te e e eeeeeeeeees e e ettt r bt rbeebeatetaeaaeaaaaeeean e e nnns
Where were Qualifications
ODEATNECA .ottt et e
Signature of Applicant
NOTE
1) Full Registration - Original Degree Certificate
2) Certified Photostat or certified copies of academic certificates of
diplomas;

3) Certificate of Registration or Licence;

4) Certificate of Good Standing with registering body or valid Licence;

5) Names and addresses of two (2) medical referees;

6) Passport size photograph.

TO BE COMPLETED BY TILE REGISTRAR

Date of registration or refusal
REGISLIALION INO.....eeiuiieiiieiiieiiieeieeetteette e tee ettt e tbeesebeessseessseessseesssseassseassseassseessseessseessseessseessenans

Reason for refusal 1 T USEd........ouvviiiiiiieiee e



A PERSONAL INTERVIEW IS REQUIRIED FOR FULL REGISTRATION



