THE ALLIED HEALTH PROFESSIONALS COUNCIL
P.O BOX 7272, KAMPALA TEL: 041-345688

INQUIRY/REQUEST FORM

1. SUMNAME: oo FIrSENAME ...
2. OtheI NAMES: ..ot Date of Birth: .......oocoooceiieee e

3. CUITENT POSTAL AUUIESS: ...ttt e s s s et

5. QUANITICALION: 1.ttt bbbt bt
INSTITUTION: ..o et e s sttt s et b et s e
Year Of QUALITICALION: ©.....coiii i e
Title (as appears on Certificate Of REGISTIAtION).........cevveiveir e i et eseeses et et et teteetset s s es et ettt bttt st s st s e se s e ere s
Registration NUMDEr: ..........cccecvivriiviiriieiiiie e Date of registration: ..............cccoeverinan.

6. Please select the nature of your inquiry/request.

a) Loss of Certificate of Registration

b) Certificate of good standing

c) Loss of Annual Practicing license

d) Certification of documents

e) Verification of documents

f) Registration of additional qualifications

g) Professional ID:

) ONEIS: .o et
N.B: Please attach relevant documents

7. SIGNATUTE: ..vvviever s DALE: ..o



