BAHAMAS  MEDICAL  COUNCIL





Application Form For Registration Under Section                     








Name in full:                                                                                                                       


		(Surname)					(Given Name)		


Date and Place of Birth:                                                                                                     





Nationality:                              Age:              Sex:                 Marital Status:                       





Telephone:  (Home)                                            (Work)                                                       





Postal Address:  (Home)                                                                                                       





Postal Address: (Work)                                                                                                          





Name, Postal Address & Telephone Number of a local contact person:                                  


________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  





Medical Degree, Name & Place of the Medical School, Date Degree Obtained. (Enclose original diploma or notarized copy): __________________________________________   ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                               





List of Additional and/or Higher Qualifications - full particulars and dates. (Enclose original diplomas or notarized copies)                                                                                    ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                    





State type of practice you wish to pursue: ______________________________________                                                                     


                                                                                                                                                  





Professional References:  Name 3 and state full postal address:_____________________


________________________________________________________________________                                                                                                             ________________________________________________________________________                       ________________________________________________________________________________________________________________________________________________  ________________________________________________________________________                                                                                                      ________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                





You are requested to paste below an unmounted photograph of yourself.  (Any photograph of recent date which provides a good likeness is sufficient.)




















PLEASE TURN OVER





Have any proceedings ever been initiated against you in a court of law or by a medical licensing authority? (Answer this question with a yes or no if yes provide details.):                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                   


                                                                                                                                                            ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                     








I declare that I can read, write, speak and understand the English Language, and that the information contained in this application is true and correct.  Should any changes occur in the documentation presented with my application I shall promptly notify the Council of the changes.








Signature of Applicant:                                                                     Date: ____________



































BAHAMAS MEDICAL COUNCIL





Address: Delancy Street


Opposite Ministry of Health Exit Gate


P.O. Box N-9802


Nassau, Bahamas








Telephone No.:(242) 326-0538 


                        (242) 326-0536


                       (242) 326-0566


                        (242) 326-0553





Fax No.:           (242) 326-0537











Office Hours: Mondays, Tuesdays & Thursdays


9 - 4 pm








Registrar: Dr. Nicholas Hepburn





 Secretaries: Miss Kendra Dames


	 


