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certificates) to be accredited as shown above. 1

4- Experiences:

4.1- Your current Professional Title:
Subspecialty
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Date Current Professiond Title Acquired

4.2- Please use the following table and note:

A — Mention the name and location of the
hospital/health center where you worked.

B — Mention whether it was full time (FT) or part time

(PT). If it was part time, please state the number of
sessions you worked per week.

C — Describe precisely each specialty in which you
worked (e.g. general medicine, geriatric medicine,

Orthopedic surgery, etc), and the degree / title of the

post.
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All information stated above and certificates will be verified from the country issuing the degree and

certificate of experience you mentioned inside/outside the kingdom.

Herewith | certify that all information provided in this application are correct to the best of my
knowledge and | bear the responsibility for any incorrect or inappropriate information given.
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4.3 Mention the MOST recent Scientific Activities (Courses, Symposium, etc....) Which

you may have attended
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Do you have now, or have you ever
had, any illness or disability which could
affect your practice of health
profession?

Have you ever, during the pendency of
an investigation or disciplinary
proceeding, voluntarily restricted your
professional license, certificate of
registration or permite to practice?
Have you ever been found guilty of
professional misconduct or found to be
incompetent or incapacitated?

Have you ever agreed to a settlement
to avoid any proceeding or disciplinary
action in respect of your professional
conduct, competence or capacity?

Have you ever been in the past or now
any investigation or proceeding in
respect of your professional conduct,
competence or capacity?

Have you ever been convicted of an
offence (not including traffic violation),
or are there any criminal charges
pending against you ?

Has a court ever made a finding
against you related to practice your
proffessional?

Is there any current proceeding arising
from your professional practice?

Have you ever been denied privileges
in a hospital or health facility?

Have you ever resigned from a hospital
or health facility to avoid disciplinary
action?

Have you ever had your privileges
suspended, reduced or change for any
cause by a hospital or other health
facility?

Has your name ever been placed on a
list restricting your purchasing or
prescribing of narcotic or restricted
drugs?

Have you ever withdrawn, been
suspended, or been expelled from any
health professional school or faculty, or
postgraduate training program?
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Registration might be prematurely
suspended and /or revoked in the following
condition:

Proof of professional
misconduct.

Violation of the ethics and
codes of profession practice.

Inability to practice because
of contagious disease,physical and
/or mental handicap.

On the basis of a verdicty/a
medico-legal committee
recommendation.

For common interest.

4.4

Re-registration is subject to:
A — A proof of coverage of required
continuing professional education
hours.

4.5

B — Absence of health profession
misconduct or other violations requiring
suspension from Proffessional practice.

C — Identification letter by sponsor attached.
D- Registration fees are paid and receipt

. tached.
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The applicant has been duly accredited and thus could be registered as follow:
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