
Phone: Mobile:

Email:

Graduated: University:

Dental / Medical Council registration No: Date of Birth:

Professional Association(s) Membership/Position:

Christian or given names:

Degree(s) and Qualifications (Specialty):

ATTENDING MEDICAL OR DENTAL PRACTITIONER

Surname:

Hospital Experience:

Special Interest Areas:

Address (Consulting Rooms):

Residence:

Application Form



Name Address

1)

2)

3)

Signature: Date:

1:  Curriculum Vitae

3:  Copy of Current MOPS Certificate

IMPORTANT:  PLEASE INCLUDE THE FOLLOWING

2:  Current Medical/Dental Council Annual Practicing Certificate & Scope of Practice

4:  Copy of Current Medical Indemnity Professional Insurance

Names and full addresses of three persons who could be approached as referees:

Reason for Application: (Brief detail of scope of intended practice)


