ALLIED HEALTH PROFESSIONALS COUNCIL

APPLICATION FORM FOR OPERATING A PRIVATE ALLIED HEALTH UNIT AHPC form 3

Professional’s NAITIE: ........uiin e e e e e e
Registered Title of the appliCant: .........o.oiiitii ittt et e et e e et et e aaeneeneeaanns
Registration NUumber: .............ccooiiiiiiiiiiiiieen . Registration date: ................coeviiiiininnn,
Name of Health UNit: ... o e
Postal Address: .........oeveviiiiiiiiii TLNO. et
TOWN: o PIOt NO oo

o b~ Do

6. Locality: ......oviviriiiiiiiiiee SUD COUNLY: .o e
Plotno. .oeeiiii SO ettt
City/Town/TC: ..o DISHICE: ettt e

7. Day care centre(Tick)

e Medical Clinic

e Dental Clinic

e Ultra sound Unit

e Physiotherapy unit

e Orthopaedic Clinic

e  Ophthalmic/eye clinic

e  Psychiatric Clinic

8. Has any of your applications ever been rejected? Yes/No

LY T T PP
Dt .. SIgNAtUre: ......oovviiiiiie et
Note: Please attach fully filled and stamped checklist from District Health Inspector

Copy of Registration certificate

Copy of An Extract from the Register

Copy of Current Annual Practicing license

Copy of Diploma Certificate/Transcript

FOR OFFICIAL USE ONLY

Recommendation from ReGIStrar: ...... ... .o et



