LIBERIA MEDICAL & DENTAL COUNCIL

MONROVIA – LIBERIA

TEMPORARY LICENSURE REGISTRATION FORM
DATE: __________________

NAME IN FULL: ________________________________________________________________________




LAST 



FIRST 


MIDDLE

DATE OF BIRTH: ________________________________________________________________________





YEAR


MONTH

DATE

PLACE OF BIRTH: _______________________________________________________________________





CITY


STATE


COUNTY

NATIONALITY: ________________________

1. CURRENT LOCATION/ADDRESS: 

P.O.BOX:__________________STREET: ___________________________ CITY: _____________________

COUNTY: _________________ COUNTRY: _____________________________ CODE: _______________

CURRENT PHONE NUMBER: _____________________________ EMAIL: __________________________

2. HOME / PERMANENT ADDRESS:

P.O.BOX:__________________STREET: ___________________________ CITY: _____________________

COUNTY: _________________ COUNTRY: _____________________________ CODE: _______________

CURRENT PHONE NUMBER: _____________________________ EMAIL: _________________________

3. EDUCATIONAL BACKGROUNG:
UNDER GRADUATE: ____________________________________________________________________




UNIVERSITY

DIPLOMA/DEGREE
MM 
DD
YY

PROFESSIONAL SCHOOL ADDRESS:_________________________________________________________

P.O.BOX:______________STREET:______________CITY:______________COUNTRY:________________

TELEPHONE #: _______________EMAIL OF SCHOOL_________________________CODE:____________

4. INTERNSHIP:_______________________________________________________________________ 



NAME OF SCHOOL                                                              DD            MM             YY

5.   POST GRADUATE TRAINING:

      A. RESIDENCY: ______________________________________________________________________

FROM: _________________________________________TO: ___________________________________

RESIDENCY HOSPITAL ADDRESS



CERT/DIP/DEGREE

-

FROM: _________________________________________ TO: __________________________________


MM

       DD


YY

MM

DD

YY

INSTITUTION: _________________________________________________________________________

6.  MEMBERSHIP IN PROFESSIONAL BODIES:

1. ______________________________________________________________________________

2. _____________________________________________________________________________

3. ______________________________________________________________________________

7.  PRESENT EMPLOYMENT: _____________________________________________________________


NAME OF HOSPITAL/INSTITUTION: __________________________________________________


JOB/TITLE/POSITION: ____________________________________________________________


ADDRESS: _____________________________________________________________________

TELEPHONE: ___________________________ ___EMAIL:_______________________________

8.  REGISTRATION REQUIREMENTS FOR LICENSURE FOR NON – LIBERIAN:

1. LETTER OF APPLICATION

2. ONE MINILA FOLDER

3. PHOTO STAR COPIES OF BASIC DOCUMENTS

a. EVIDENCE OF GRADUATION FROM MEDICAL SCHOOL(MD DEGREE)

b. EVIDENCE OF COMPLETING INTERNSHIP (CERTIFICATE)

c. EVIDENCE OF PREVIOUS LICENSURE BY A MEDICAL COUNCIL

d. EVIDENCE OF PRESENT PRACTICING LICENSE 

e. SPECIALITY CERTIFICATE, IF ANY

f. OTHERS, IF ANY

4. CURRICULUM VITAE

5. 2 PASSPORT SIZE PHOTOS

6. PROOF OF NON CRIMINAL RECORDS FROM THE COUNTRY OF ORIGIN

7. RECOMMENDATION: 3 LETTERS ONE FROM THE SCHOOL, A MEDICAL PRACTITIONER AND A NON HEALTH PROFESSIONAL

8. ENGLISH TRANSLATION OF DOCUMENTS, IF NOT TRANSLATED IN ENGLISH

9. A NON – REFUNDABLE REGISTRATION FEE OF US$250.00(TWO HUNDRED & FIFTY UNITED STATES DOLLARS.

10. A FORMAL LETTER OF REQUEST FROM THE INSTITUTION REQUESTING THE SERVICE OF THE DOCTOR.

11. PAYMENT OF NON REFUNDABLE EXAMINATION FEE US$50.00 (FIFTY UNITED STATES DALLORS).

12. PASSING A COMPREHENSIVE CLINICAL ASSESSMENT EXAMINATION IN INTERNAL MEDCINE, SURGERY, PEDIATRICS, OBSTERICS/GYNECOLOGY AND PUBLIC HEALTH (THIS FOR NON – SPECIALIST ONLY).

13. ACCEPTING TO WORK UNDER A LICENSED LIBERIAN DOCTOR NOT LESS THAN (5) FIVE YEARS

NOTATION: INSTITUTIONS/AGENCIES REQUEST EXPATRIATE DOCTOR TO COME TO LIBERIA MUST APPLY ON BEHALF OF THE DOCTOR, SUBMIT REQUIREMENTS AND OBTAIN WRITTEN APPROVAL BEFORE THE ARRIVAL OF DOCTOR IN THE COUNTRY.

I THE UNDERSIGNED, DO HEREBY CERTIFY THAT THE INFORMATION ON THIS FORM IS TRUE TO THE BEST OF MY KNOWLEDGE. I AM AWARE THAT GIVING FALSE INFORMATION TO THE LIBERIA MEDICAL AND DENTAL COUNCIL SUBJECTS MY APPLICATION FOR REGISTRATION TO DENIAL. I ALSO

DO HEREBY AURTHORIZE THE LIBERIA MEDICAL AND DENTAL COUNCIL TO VERIFY ALL INFORMATION SUBMITTED ITS OFFICE IF DEEM NECESSARY.







SIGNED: ______________________________________







DATE: ________________________________________

NOTE: THIS FORM MUST BE COMPLETELY FILLED AND RETURNED TO THE LIBERIA MEDICAL AND DENTAL COUNCIL OFFICE ELECTRONICALLY OR IN PERSON..

FOR OFFICE USE ONLY

COMMENT:: 

._______________________________________________________________________________

SIGNED: ______________________________________________________________________________



REGISTRAR GENERAL & SECRETARY, LIBERIA MEDICAL AND DENTAL COUNCIL

APPROVED: ______________________________________________
DATE: ____________________



CHAIRMAN, LIBERIA MEDICAL AND DENTAL COUNCIL

MM          DD       YY

LIBERIA MEDICAL & DENTAL COUNCIL

