
CPD GUIDELINES - APRIL 2014

MEDICAL PRACTITIONERS AND DENTISTS BOARD

24

l) Email: m) Website:
n) Fax:
2. Name of Contact Person
Landline No.: Mobile No.:
Email:
Any additional information:

PART B: DECLARATION BY APPLICANT

I, the undersigned confirm that all the information in this form and accompanying documentation is correct and 

true to the best of my knowledge. I further agree to inform the MPDB, about any changes or modifications made 

to the information given in the document submitted.

Name of Head of Institution/Department: ...............................................................................................................

Signature:.................................................................................................................................................................

Name of CPD co-ordinator: .......................................................................................................................................

Contact details of the co-ordinator:............................................................................................................................

Signature: .................................................................. 

Date of Application:.................................................... 

Official Stamp:

PART C: FOR MPDB OFFICIAL USE ONLY 

Application Number: ....................................................................Date of Submission: ............................................

Receipt No: ...................................................................

Received by: ................................................................. 

Signature:  ....................................................................




