THE HONG KONG COLLEGE OF FAMILY PHYSICIANS

APPLICATION FORM 

2016 Full Exit Examination of Vocational Training in Family Medicine


(Please type in the yellow field.)
PHOTO

I. PERSONAL DETAILS

	Name:
	     
	
	

	
	English (Block Letters, Underline Surname)
	
	Chinese Name

	Date of Birth:
	
	
	Age:
	
	
	Sex:
	

	
	dd/ mm/ yyyy
	
	
	
	
	
	

	Current Employment:
	

	Working Title:
	

	Mobile phone  :
	
	Home telephone No.:
	

	Mailing Address:
	

	
	

	Email Address:
	
	

	Date of joining HKCFP:
	

	Current Membership/ Fellowship status:
	

	Higher Qualification(s) in Family Medicine/General Practice and date(s) obtained:
	

	
	

	MCHK Registration No:
	
	
	Registration Date:
	

	Are you a trainee in higher vocational training of HKCFP?
	 FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

	
	* Please click one  

	Date of commencement of higher training 
	


	

	Address of Practice Assessment (working in the practice for at least three months prior to the exam application deadline)

	English
	

	
	

	Chinese
	

	Office Tel No:
	
	
	Office Fax No:
	

	Practice hours: indicate the time periods/ sessions in a week that:

· you provide service to patients, and
· your practice facilities, including the pharmacy are all available for the Practice Assessment


	
	AM session
	PM session
	Night session

	Mon to Fri
	
	
	

	Saturday
	
	
	

	Sunday & Public Holiday
	
	
	


	Address(es) of Consultation Skills Assessment

	Practice Address 1

	English
	

	
	

	Chinese
	

	Office Tel No:
	
	
	Office Fax No:
	

	

	Practice Address 2

	English
	

	
	


	Chinese
	

	Office Tel No:
	
	
	Office Fax No:
	

	

	Practice Address 3

	English
	

	
	

	Chinese
	

	Office Tel No:
	
	
	Office Fax No:
	

	
	
	
	
	

	# The consultations for video recording must be taken place in this/these reported practice address (es). Candidates cannot change to other practice site(s) in the preparation of the examination videos.


II. EXIT EXAMINATION
	First sitting of examination (Year)
	
	


Segments applied for this year (Please tick if appropriate)
Please note: First-attempt candidate is required to apply and go through all the three Segments. Non-compliance would be subject to disqualification.

	Segments
	Examination Fees

	 FORMCHECKBOX 

 FORMCHECKBOX 

	Clinical Audit Report  OR 
Research Report 
(please tick ONE only)
	$4,450

	 FORMCHECKBOX 

	Practice Assessment
	$7,500

	
	 FORMCHECKBOX 
 Part A Practice Organization 
	

	
	 FORMCHECKBOX 
 Part B Practice Management  
	

	
	 FORMCHECKBOX 
 Part C Pharmacy and Drug Labeling
	

	
	 FORMCHECKBOX 
 Part D Records
	

	
	 FORMCHECKBOX 
 Part E Investigations
	

	 FORMCHECKBOX 

	Consultation Skills Assessment
	$7,500

	Administrative Fee
	$9,040


	
	Total:
	$           


III. PROFESSIONAL QUALIFICATION AND EXPERIENCE
A) MEDICAL QUALIFICATIONS

	Date
	Degree/Diploma Obtained
	Granting Authority
	Country

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


B) HOSPITAL EXPERIENCE (including internship and add supplementary sheets if necessary)

	Period
	Name of Hospital
	Post and Specialty
	Description of Work

	From     To
	
	
	(e.g. Training or not)

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


C) GENERAL PRACTICE DETAILS (Add supplementary sheets if necessary)

	Period
	Address and type of practice
(Locum, partner, solo practice, OPD, etc.)
	Higher training
approved by BVTS (Yes/No)

	From     To
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


No. of months of satisfactory completion of higher training by August 31, 2015:  
Candidates must confirm their training with the Board of Vocational Training & Standards (BVTS), HKCFP. Incorrect information on the application form will be rejected by the Specialty Board.

D) PRESENT PRACTICE DETAILS

Please tick ONE
 FORMCHECKBOX 
 Private solo practice   FORMCHECKBOX 
 Group practice  FORMCHECKBOX 
 General outpatient clinic/Hospital  
 FORMCHECKBOX 
 Others (Please specify): 
(i)  Number of patients seen per week 
* Please delete as appropriate
E) MEMBERSHIP AND FELLOWSHIP OF OTHER COLLEGES


F) DECLARATION

I hereby apply for the Exit Examination of Vocational Training in Family Medicine, HKCFP; and

I hereby agree to have my consultations, practice and patient records assessed by Examiners appointed by the Specialty Board; and

I hereby agree, if necessary, to appear for an interview with the Specialty Board/Board of Censors; and 

I hereby agree to abide to the regulations of the Exit Examination as determined by the Specialty Board; and

I hereby enclose a cheque of HK$  
Date   ___________________________

Signature   __________________________

	Eligibility to enroll in Exit Examination is subject to the final approval of the Specialty Board, HKCFP. Application will be processed only if all the required documents are submitted with the examination application form.
· Completed Application Form

· A copy of the Certificate of Completion of Higher Training, or Recommendation Letter for 2016 Exit Examination from BVTS

· Cheque of the appropriate fee made payable to “HKCFP Education Ltd.”

· Consultation Skill Assessment Segment

· ONE Demo video file (Please submit no later than 16 November 2015)
· Clinical Audit Segment OR Research Report** (to be submitted on or before 4 January 2016)
· FOUR Copies of the clinical audit report OR Research Report**
· Certification by Clinical Supervisors
· Supporting document of Ethics Approval issued by a recognized ethics committee (For Research Segment Only)
· Practice Assessment Segment 

( First Attempt Candidates: to be submitted on or before 2 November 2015;

Re-attempt Candidates: to be submitted on or before 1 December 2015)

· TWO valid Practice Management Package (PMP) reports 
· FOUR Copies of All required attachments

· FOUR Copies of List of questions that need to submit answers (Session I)
** Please delete as appropriate


FOR OFFICE USE ONLY

	Candidate No
	


	Checked and Approved by Membership Committee
	
	Date
	

	Checked and Approved by BVTS
	
	Date
	

	Checked and Approved by Specialty Board
	
	Date
	


RECOMMENDATIONS (Delete as appropriate)

By Specialty Board 

Recommended for Certification of Completion and Passing the Exit Examination

Date__________________



Signature________________________

By Censors

Recommended for Certification of Completion and Passing the Exit Examination

Date__________________



Signature________________________

College Council
Nomination for Fellowship of the Hong Kong Academy of Medicine / Deferred / Not Elected

Minutes of _____________________ Council Meeting

Date__________________



Signature________________________

Entry into College Register
Date__________________



Signature________________________
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