BAHAMAS MEDICAL COUNCIL
___________________

Application for Renewal of Licence
_____________


Name in full:      _____________________________________________________________________
		(Surname)			       (Given name)            		 (Middle name)

Telephone: (Residence)_______________________(Practice):________________________________                                         

P.O. Box:  (Residence):_______________________________________________________________
(Please state current Address)

P.O. Box: (Practice): _________________________________________________________________
(Please state current Address)

Office Street Address: _________________________________________________________________

Email Address:_______________________________________________________________________

Date of Birth: _________________________________Nationality: _____________________________ 

Section under which Registered:__________________ Registration Number: _____________________

Degrees & Diplomas obtained since last renewal: (Enclose original or certified photostatic copies)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I declare that the particulars contained in this application are true and correct.


Signature of Applicant: __________________________________Date: ___________________________



Space for official use only

Date Licence fee paid: ___________________________Receipt number: _________________________

