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RESUME

Instructions on filling this form:

1. Please use the soft copy format to type in the information. Only typewritten copies are accepted for Central Credentialing.

2. Add extra rows to the table to accommodate required information where necessary.

3. Enclose the following certified copies:
 *a. Malaysian Medical Council’s full registration certificate.

            *b. A valid Annual Practicing Certificate (APC).

            *c. National Specialist Register (NSR) certificate.

            *d. Undergraduate certificate (a translated version applicable for foreign clinicians).
            *e. Post graduate certificate (a translated version applicable for foreign clinicians).

            *f. Fellowship certificates (a translated version applicable for foreign clinicians).

           *e. Credentialing certificates (a translated version applicable for foreign clinicians).

           *f. A valid indemnity insurance.

           *g. Permanent Resident Certification (Applicable for foreign clinicians).

(Any responsible person except the spouse can certify the document as a true copy). 

*4. Two (2) recent (within six (6) months) reference letters from two (2) referees who are the supervisors (in the same discipline) or minimum 3 years senior in the same discipline. The referees shall be practising Clinicians and cannot be Directors of a Healthcare facility.
The referees report shall specifically relate to the applicant’s competency and suitability to work as a team in a hospital environment. 

	A.  DEMOGRAPHIC

	1
	NAME
	:
	

	2
	I.C. NUMBER
	:
	

	3
	AGE/ SEX
	:
	                   yrs

	4
	SEX
	:
	(  ) Male              (  ) Female

	5
	NATIONALITY
	:
	

	6
	ADDRESS
	:
	CURRENT WORKING ADDRESS :

PERMANENT ADDRESS :



	7*
	MARITAL STATUS

NAME OF SPOUSE

OCCUPATION

(spouse)
	:

:

:
	

	*8

	CONTACT NUMBER
	:
	

	*9
	EMAIL ADDRESS
	:
	

	10
	DISCIPLINE
	:
	

	11
	PROFESSIONAL AFFILIATIONS


	:
	

	11a
	MMC 
(Attach a certified copy)


	:
	Registration Number:

	11b
	NSR

(Attach a certified copy)


	:
	Certificate Registration Number: 

Application Submission Date
: 

Receipt no

: 



	11c
	OTHER PROFESSIONAL REGISTRATION:

	
	 

	11d
	INDEMNITY COVERAGE:

	
	Name of Company:

Valid from (date):                                    to (date):

Coverage Value:

	
	

	*11
	POSITION APPLIED FOR:



	
	(   ) Resident                  (  ) Sessional                     (  ) Visiting



	*12
	HOSPITAL PLACEMENT OF CHOICE
(Please state preferences):

	
	


	*13
	DISCIPLINARY OR PUNITIVE  ACTION
Has there been any disciplinary (or any punitive) action taken or pending against you by the following:  (Please tick ( √ ) where applicable)

	*13a.
	Malaysian Medical Council
	Yes
	
	
	No
	

	*13b.
	Any Medical Regulatory Authority of other countries?
	Yes
	
	
	No
	

	*13c.
	Have you ever been involved in any disciplinary action by any hospital?
	Yes
	
	
	No
	

	*14.
	Please state the reason why you are leaving your current practice.

	
	


Note: 7* optional field
	B.  EDUCATION BACKGROUND

	*1
	UNDERGRADUATE:
(Attach certified copy)

	
	MONTH and YEAR STARTED

MONTH and YEAR COMPLETED

QUALIFICATION

UNIVERSITY



	
	

	*2
	POST GRADUATE:
(Attach certified copy)

	
	MONTH and YEAR STARTED

MONTH and YEAR COMPLETED

QUALIFICATION

INSTITUTION /

UNIVERSITY



	
	

	*3
	FELLOWSHIP:
(Attach certified copy)

	
	MONTH and  YEAR STARTED

MONTH and  YEAR COMPLETED

CERTIFICATE

( √ ) or ( X )
INSTITUTION / HOSPITAL



	
	

	4
	OTHER PROFESSIONAL CERTIFICATION:
(Attach certified copy)

	
	MONTH and YEAR STARTED

MONTH and YEAR COMPLETED

CERTIFICATE

( √ ) or ( X )
HOSPITAL



	

	C.  EXPERIENCES

	

	1
	WORKING EXPERIENCE:

	
	(Add rows below if required)
MONTH and YEAR STARTED

MONTH and YEAR COMPLETED

POSITION / SPECIALTY

INSTITUTION



	
	

	*2
	TRAINING

	
	(Add rows below if required)

MONTH and YEAR STARTED

MONTH and YEAR COMPLETED

AREA OF TRAINING

INSTITUTION



	
	

	3
	SPECIAL SKILLS / SPECIAL INTEREST:

	
	

	4
	TEACHING EXPERIENCE:

	
	(Add rows below if required)

MONTH and YEAR STARTED

MONTH and YEAR COMPLETED

INSTITUTION

DESCRIPTION



	
	

	*5
	COMPETENCIES

	
	(Add rows below if required)

DESCRIPTION OF INVASIVE CASES

NO OF CASES 

(the last 6 months)

(Add rows below if required)

DESCRIPTION OF NON INVASIVE CASES

NO OF CASES 

(the last 6 months)



	
	

	D.  ACHIEVEMENTS

	

	1
	LIST OF PUBLICATIONS:

	
	

	2
	LIST OF PRESENTATIONS / POSTERS:



	
	

	3
	HONOURS AND AWARDS

	
	(Add rows below if required)

YEAR

HONOURS / AWARDS



	
	

	4
	COMMUNITY AFFILIATIONS (Professional societies/ Lions club etc.)

	
	(Add rows below if required)

YEAR

HONOURS / AWARDS



	
	

	5
	OTHERS:

	
	











PHOTO
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