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                                                     بسم االله الرحمن الرحيم
                                                             Saudi Council الھیئة السعودیة        

                                                For Health Specialtiesللتخصصـــــات الصحیة      

 استمارة إعادة التسجیل المھني
APPLICATION FORM  

  FOR PROFESSIONAL RE-REGISTRATION  
:                                                                                                                                               الجزء الأول

:           Part I 
المعلومات الشخصیة                                                                                                              - ١

1. Personal Information 
                              Please print or write all information in block letters   الرجاء تعبئة الاستمارة طباعة أو بخط واضح

 : ..................................................................................................................................................... الكامل الاسم 
                        اسم العائلة                                الاسم الأول                        اسم الأب                     اسم الجد

1.1  Full Name:  ………………………………………………………………………………………………... 
                           (Family Name)               Middle Name)  (                                 First Name)(             

                                                                                                                                                                    DD    MM      YY             
 Date of Birth:     /      /          1.2تاریخ المیلاد  ……………:Country of Birth 1.3 مكان المیلاد  :Sex 1.4  ........ الجنس 

 …………………:Nationality  1.5       الجنسیة ………………… :Country of Current Residence  1.6بلد الإقامة الحالي 

 .……………:ID/Iqama /Passport No  1.7 ...……………………………………………الجواز /الإقامة / رقم البطاقة 

 …….…………… :P.O Box  1.8ب .      ص ..………………… :City   المدینة …………:Postal Codeالرمز البریدي 

 ………..………………:.Tel No  1.9 ھاتف .………………:.Ext         تحویلة ..……………………:.Fax No فاكس

 …………………… :.Mobile No  1.10   جوال .…………………………………………:E-mailالبرید الإلكتروني   

     1.11    Blod Type 
 

                                                                                              Sponsor Information -2  لحالياسم و عنوان جھة عملك ا.٢
Govt.                  Non Govt.                                                                                                                            2.1                 

                   SF         UNIV      Other       …………………          2.2  MOH                  MODA                  NG    

2.3 Work Place …………………… ..……………………………………………………… …………مقر العمل                                                                                                                     

 ...………………P.O.Box   ب. ص..……………… City   المدینة  ...……………… Postal Codeالرمز البریدي 

 ..………………… .Tel No  ھاتف ......…………… .Ext   تحویلة .……………………………:.Fax Noفاكس 

  :Information Relevant To your Professional Practice -3                                         معلومات خاصة بالممارسة المھنیة -٣
                     Has there been any change in your professional-1-3فضلا اذكر فیما اذا حصل تغییر على لقبك المھني، .١-٣

                                                       .Title? If yes, please indicate and attach proof           . كان نعم ارفق ما یثبت ذلك    إذا 
                     

 .………………… :Previous Title     اللقب المھني السابق ……………………… :Current Titleاللقب المھني الحالي 
 
  ?Have You ever been accredited by  the   Council -2-3ھل سبق أن قمت بالتصنیف المھني لدى الھیئة؟                .٢-٣

 No                                    لا             Yes                                        نعم       
  …………..………………..……… If Yes, please write your Accreditation No صنیف اكتب رقم الت /  إذا كان نعم

  If No, please mention, if required, the name of the      إذا كنت ملزماً             ( اذكر الشھادة المطلوب تصنیفھا /لا إذ كان   

  .……Certificate to be accredited.... …….……….………………...).......................................نظاماً بالتصنیف 

Reg. No:      20     -      - 
Reg.Date:         /          / 

 یرجى إلصاق
 صورة حدیثة
Please 
Affix 

Recent 
Photo here 

Applicant Signature


    الدمفصیلة
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 ملاحظات ھامة متعلقة بشروط التسجیل والتجدید والتمدید : الجزء الثاني 
 Part II. Important notes in regards to registration, renewal and extension terms:  

 
٢-
١ 






The applicant once has been 
registered, is required to inform the 
Council of any change in his/her post, 
address or any information relevant to 
the registration. Failure to do so is 
considered as a violation of this 
application.    

2.1 

 
٢-
٢ 





 
If the applicant wishes to renew his/her 
registration for a different description or 

a range of employment for which 
he/she is not sponsored, he/she may 

be required to pass a test of 
professional knowledge.  

 

 
2.2 
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The duration of registration is limited to 
three years. 

 

2.3 

٢-
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أو إلغائ   ھ قب   ل انتھ   اء مدت   ھ ف   ي   / یج   وز وق   ف الت   سجیل و 
الحالات التالیة

  

  

/



 



Registration might be prematurely 
suspended and /or revoked in the 
following conditions: 

 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 verdict/ a 
medico-legal committee 
recommendation. 

 For common interest. 
 

2.4 
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٥ 

 :یشترط لإعادة التسجیل ما یلي










Re-registration is subject to: 
 A proof of coverage of 

required   continuing 
professional education hours 
(use attached list 2.6 ). 

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

iii) Identification Letter by 
sponsor attached. 

 Registration fees are paid 
and receipt attached. 

  

2.5 

 
 
 



2.6  List of CME  hours *  

Applicant Signature
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Certificate Issued by


Hours


Date of Activity


Recognition No.


Title of Activity 











Total hours awarded  إجمــالي عــدد الســــاعـــــــات 

 


§ 
§ 

§ 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 I certify that all information provided in this application are correct to the best of my 

knowledge and I bear the responsibility for any incorrect or inappropriate information given.  



















      for review  of attendance Attach Certificates:  Important note*    
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                                                                                             للاستخدام الرسمي فقـط : الجزء الثالث 
Part III : For official use only  

 
 Approval ofمدیر إدارة التعلیم المستمر                                  

CME director





Seal                                         Date                                       Sign.                                    Name     
 





 
:                                            الاسم /        /             برقم                      وتاریخ       (                  )تم تحصیل الرسوم وقدرھا : الإدارة المالیة 

 التوقیع 


The application has been completed in accordance with bylaws and thus Re-registration could be 

fulfilled          Supspecialty :                                                      Specialty 
      Professional Title                                                                           

Re-registration Commences on Ends on         


SCHS Employee’s Name   Signature  Date      /          /  




 

 

 
Name  
Signature  
Date 
  

 

Reviewed by : ( Director of Registration) 
                              

 








 

 
Name  
Signature  
Date



Approved by : ( Secretary General)        

         
 

 
 
 
 
 
 
 

Applicant Signature Application Date:

 



  

    : sa .org.scfhs.www: The Web Site 
   sa.org.scfhs @scfhs: Mail -E 

   


