Ceylon College of Physicians
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CPD Programme
Registration Form

Name……………………………………………………………………………………………………….
Place of work…………………………………………………………………………………………..
Membership status with the Ceylon College of Physicians (Please tick)
Member 
Non member
Associate Member
PG trainee

Contact Details
Tel No………………………………………………………………………………………….
Email…………………………………………………………………………………………..
Address………………………………………………………………………………………

…………………..							…………………………..
       Date								       Signature		
For office use

Details check		Yes
			No
CPD No…………………………
image1.png




