@ APPLICATION FOR REGISTRATION

Ith fessi il of h Afri
Horth Protessions Comner of Seufh Alria AS A REGISTRAR / SUBSPECIALITY TRAINEE
Form 9

NON COMPLIANT APPLICATION WILL BE REJECTED AND SENT BACK TO YOU!

Please PRINT and return the ORIGINAL FORM to:
The Registrar, PO Box 205, Pretoria 000 1§l [t (=T MU o] fele V| gT=T g (o] -T-X{-Ro) R E-T {Te[e Waa L=Vl B
553 Madiba Street, Arcadia, Pretoria 0083

PERSONAL PARTICULARS

[, (Dr, Mr, Mrs, Miss) Surname:

Maiden name (if applicable):

First names: Identity No.:

Postal address:

Postal code:

Residential address:

Postal code:

Tel (H): (W):

Cell: Fax:

Email:

* Marital Status: | Divorced | | Married | | Single ] Gender: [ Male | | Female |
* Race: | Asian | | African | | Coloured | | White | Country of origin:

Hereby apply for registration / continuation of registration as a Registrar / Subspeciality Trainee

Basic qualification: .........ccccoooeiiiiiee i Year ODtAINEA: .....ccooiiiiiiie e
University at which currently enrolled for POStGradUAte SUTY: ...........uiiiiiiiiiiie e ettt e e e e e st e e e snne e s nnneeeenneee s
Speciality FOr WhIiCh @NFOIIEA: .........oo it e ket e et et e e bt e ookt e e bt e e ek b e e e s £ ehb et e e abe e e e ek be e e esbeeennnneeennree s
Subspeciality FOr WhICh @NrOlEA: ...........oi ettt e et e e e e e h b bt e e e e e oot o ab b e e e e e e abb et e e e e e nbe et e e e e e e anbeeeeeeanbbeeeeeean
Name of Teaching / Satellite DepartMent / HOSPILAL ........cooi it e e et e e e e e sib e e e e e e abb b e e e e e e sabreeeeeeeaenneeas
Name of Teaching unit / Satellite teaChING URNIL: ..........ueiiii ettt e e e e e e e bbb e e e e st b et e e s eeeeeaabreeeeeeenenneees
P or=To [T o o (oo [T o F=T 11 =T o | TP PP PP PPPPTUPP
2oL 1o I o] o] fo)V =To W oo 1S] U 4] o] GO TSP O P PP PP PP PPPPPPPPRRN
Date of commencement of Registrar / Subspeciality TraINEE COUISE: .......coiuuiiiiiiiiiiii ettt et e e s ere e
(O oL =T Lo IS] (1o | T PRSP PP VRPOPPPTPP

SIGNATURE: DATE:
REGISTRAR / SUBSPECIALITY TRAINEE

ORIGINAL OFFICIAL DATE STAMP
OF INSTITUTION

Signature: Medical Superintendent

* Please complete for statistical purposes.

NB: Please note that the Council, in the normal course of its duties, reserves the right to divulge information in
your personal file to other parties.
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