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	HONG KONG COLLEGE OF RADIOLOGISTS
PALLIATIVE MEDICINE SUBSPECIALTY

TRAINEE REGISTRATION FORM

(PLEASE PRINT OR TYPE)


~  To be completed by trainee doctors at the commencement of training for Palliative Medicine Subspecialty under Clinical Oncology of the Hong Kong College of Radiologists.


~ 
Registration with the Hong Kong Medical Council and Passing the Intermediate Examination in Clinical Oncology are essential before the training can commence.
SURNAME ______________________________________
DATE OF BIRTH ____________________________

OTHER NAMES (In full) ________________________________ 
I/D CARD NO. ______________________________

ADDRESS (Office) __________________________________________________________________________________

(Home) ____________________________________________________________________________________________

Telephone no. (Office) __________________ (Home)________________________ Fax No. _______________________

DEGREES AND MEDICAL QUALIFICATIONS (With Exact Dates) __________________________________________

__________________________________________________________________________________________________

MEDICAL SCHOOL WHERE QUALIFIED ______________________________________________________________

DATE OF PASSING THE INTERMEDIATE EXAMINATION IN CLINICAL ONCOLOGY_______________________

*Expected Date / Date of obtaining the

 Fellowship of the Hong Kong College of Radiologists in Clinical Oncology (FHKCR)  ____________________________

REGISTRATION WITH THE HONG KONG MEDICAL COUNCIL: Date: _________________   Reg. No. __________

STATE WHETHER REGISTRATION IS FULL OR LIMITED _______________________________________________

* Delete as appropriate


PLEASE TURN OVER

PLEASE GIVE BELOW DETAILS OF THE APPOINTMENT IN WHICH YOU WILL BE UNDERTAKING TRAINING

	POST (Indicate if Honorary)
	HOSPITAL
	EXACT COMMENCEMENT DATE

	
	
	


If training is to be undertaken on a part-time basis the number of sessions per week should be indicated.

To qualify for 'part-time training", not less than 5 sessions per week should be dedicated to training in Palliative medicine.

Date  : _______________________________
Signature  : _________________________

After completion, this form should be returned to the Warden of the Hong Kong College of Radiologists through the Head of the Training Centre, who is requested to be responsible for verification of the authenticity of the data supplied by the trainee.  The Head is also requested to inform the College once the trainee has discontinued his training with the centre or with the training program.

Form submitted via  :  Name _______________________  Signature ______________________

                    Post _________________________  Date __________________________







