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      AFFILIATE PHYSICIAN / CONSULTANT APPLICATION FORM2 X2 ID PICTURE HERE

PERSONAL INFORMATION

Name:__________________________________ Age: _________ Sex: ______
[bookmark: _GoBack]Date of Birth: _____________ Civil Status: ________ Birthplace: _____________________
Home Address: ___________________________________________________
Clinic Address: ___________________________________________________
Mobile No:_________________ E-mail:____________________ Office No:  _______________
Specialty of Practice: ____________________________________________________________
Pre-Medical Education: ____________________ Degree: _______________ Year: __________
Medical Education: ______________________    Degree: _______________ Year: __________
Residency Training: ______________________________________________Year: __________
Fellowship Training: _____________________________________________ Year: __________
Other Formal Training: ___________________________________________ Year: __________

PROFESSIONAL BACKGROUND

PRC Lic: _____________ Date Issued: ________________ Expiration Date: _______________
S2 Lic:  ______________ Date Issued: ________________ Expiration Date: _______________
PHIC Accreditation: ______________________________   Expiration Date: _______________
TIN #: _______________________________ PTR: ___________________________________

PROFESSIONAL PRACTICE

	Name of Hospital
	Position / Designation
	Status of Employment 

	
	
	Full-time
	Part-time

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



This form certifies my intention to apply as a     Visiting Consultant /     Physician on Duty within your Hospital. I am practicing in the field of ____________________________ and I am equipped with the critical abilities enabling me to contribute immediately in the fast-paced environment within your hospital.

I shall also conduct myself to abide with all the implementing rules and regulations, memoranda, and administrative orders set forth by the Hospital Management of the Allah Valley Medical Specialists’ Center, Inc. Hospital. 

I hereby certify that all information disclosed in this form are true and correct. Any omission and misinterpretation of any information stated above that is sufficient as a ground for immediate separation from the hospital will be honored without recourse on my part, and that AVMSCI Management is authorized to conduct proper investigation on all information listed above.

Conforme:


________________________________________
       Signature over Printed Name of Physician


Approved by:


____________________________
              Medical Director
(PLEASE ATTACH PHOTOCOPIES OF YOUR CREDENTIALS)
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