
MDCG FORM 4

I. N a m e  in full:

Previous Name(s):

Male   Female
Birth Date:

Working Address:

1. Home/Permanent:
Address (If different
from above):

5. Qualification(s) for Registration

MEDICAL AND DENTAL COUNCIL OF GHANA
APPI,ICATION FOR TEMPORARY REGISTRATION

Tel.

4. School(s)/College(s) University Attended

Surname F i r s t  Name

Surname

Miss.
Birthplace:

City

Ext.

Mrs.

First Name

Dr. P r o f
N a t i o n a l i t y :
Country

City/Town R e g i o n

Other Names

Other Names

Fax M o b i l e  E - M a i l

City/Town R e g i o n / C o u n t r y

Place Passport
picture usAing
paper clip. Write
your name at the
back of picture

Rev.

3. H a v e  you been provisionally registered under the Medical and Dental Council Decree NRCD 91 (1972) as
subsequently amended? Y e s  N o
If  yes, on what date?   W h a t  is your Registration Number?
If no, which Licensing Authority were you registered with?
Date of Registration   R e g i s t r a t i o n  Number

(
Tel. E x t .  F a x  M o b i l e  E - M a i l

I. f r o m  t o
School/College D a y  M  Y  D a y  M  Y

ii.  f r o m   /  I  t o  /  /
School/College D a y  M  Y  D a y  M  Y

Degree/Diploma D a t e  granted G r a n t i n g  Institution

ii  /  /

Degree/Diploma D a t e  granted G r a n t i n g  Institution



MDCG FORM 4

Hospital Specialty
Dates

DurationStart End

6 Category M e d i c a l

9 Special ty i f  any:

12 Referees:
i Name :

Dental

7 W o r k  Ex erience as Pre-re istration House Officer/Intern:

8 O t h e r  Experience:

Hospital Specialty  Post/Rank
Dates

Start End Duration

10 Have you ever been found guilty of any criminal offence? Y e s
If  Yes, Provide details inclusive of date, court and offence:

11 Have you ever had any disciplinary action taken against you by the Medical and Dental Council
or any employer? Y e s  N o  E
I f  Yes, Provide details inclusive of date, court and offence

Address

Tel. No.   F a x    E .  mail

i i Name:

Address

Tel. No.   F a x    E .  mail

2

El No LI







MEDICAL AND DENTAL COUNCIL
CHECK LIST FOR TEMPORARY REGISTRATION

Name of Practitioner:
YES N O

I. Diploma(s) / Certificate(s) — Certified (Notarized) Copy (ies).

2. 1  Passport Photograph

3. 2  Letters of Reference

4. Registration Fees ($600)-For 2013

5. Letters of Experience

6. Certificate of Good Standing or Current license to Practice
(applicable to all applicants not provisionally registered with Council)

7. C.V./Resume

8. Letter from Regional Director of Health Services (RI-IDS) of the
Region in which the Practitioner would be working

9. Evidence o f  selection for employment

Signed

Name of Officer

Date:

F-1




