Affi t
WEST AFRICAN COLLEGE OF PHYSICIANS ST
Office Annex: 8 THORBORN AVENUE, SABO, YABA, LAGOS, P. M. B. 1021, YABA, LAGOS

Emails: goodluckadmin@wacpcoam.org, ha@wacpcoam.org
WWww.wacpcoam.org

APPLICATION FORREGISTRATION ASA PHYSICIAN IN TRAINING

NOTE: All information should be filled in capital letters

This form should be accompanied by the followihg:
a. Copies of relevant certificates, iIMBBS, NYSC, MDCN, Primary result of WACP,NPMCN,GCPS, etc.
b.  E-generated proof of paymeAll payment should be made through the College Website).

2. FULL NAME. .. .o cet ettt ettt oo e ettt etk et oo et et oo e e 4ot e et e et et e et e e s
(Surname First)

3. CURRENT ADDRESSP.O. BOX NOt ACCEAPLANIE) ... ... .. ceteeteie et ettt et et et et et et e e et et et ettt et e et reeaeeaeennns

4. TELEPHONE .......coooiiiiii e, EMAIL....o

5. RESIDENCY TRAINING INSTITUTION. .. ...ttt ittt et ettt ettt ettt ettt e e e et ettt et e e ettt e e e ean e e e e e ees

6. FACULTY ..o S E C A LT Y ottt e e e e e e e

7. DATE OF COMMENCEMENT OF RESIDENCY TRAINING ... ..ottt et et ettt ettt e e s
(Please provide evidence of commencement of training: ie: certificate of postings)

8. DATE OF FULL REGISTRATIONASA MEDICAL PRACTITIONER.. .. ... .ttt et e e e e e et e et e e e e e ee e

9. DATE OF PASSING PRIMARY EXAMS: ... it e e e e e e et r e b e e et a e b e

| certify that the above information is correct.

Full Name Signature & Date
SECTIONB:
(To befilled in by the Applicant's Head of Department
| certify that the above information is correct.
Full Name Signature & Date
(Official Stamp)
SECTIONC:
(To befilled in by a Fellow of the West African College of Phigsis in good financial standing- other than the Head of Diépant).

| certify that the above information iscorrect.

| CIITY thAt DI ...t e has the profesional, ethical, and moral standards required of a FelftveoWest African
College of Physicians.

Full Name Signature & Date



