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To which ethnic group(s) do you belong?

  New Zealand European   M�ori Please state iwi:

  Other European Please state rohe (iwi area):

  Samoan   Cook Island M�ori   Tongan   Niuean 

  Tokelauan   Fijian   Other Paci�c Peoples 

  Southeast Asian   Chinese   Indian   Other Asian 

  Middle Eastern   Latin American   African 

  Other – please specify: 

2. New Zealand medical registration: 

Date of registration in New Zealand: MCNZ reg. no: 

Type of registration:

  Provisional	    General	    Vocational	    Other – please specify:

Any restrictions, conditions or undertakings: 
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8.  Other relevant work experience (starting with the most recent):

Name and type of 
organisation:

Position: Starting 
date:

Finishing 
date:

10ths per 
week:

No. of 
weeks:

����� ����� ����� ����� ����� �����

����� ����� ����� ����� ����� �����

����� ����� ����� ����� ����� �����

����� ����� ����� ����� ����� �����

Continue on separate sheet if required, or use the blank page provided at the end of this form.

9. Detailed employment history: 

Please list all recent and/or relevant employment you wish considered as part of this application in reverse 
chronological order, starting with your current or most recent position. Clearly identify any clinical rotations undertaken 
in PGY1 or 2 if included. If insufficient space, please provide on separate page in the same format.

Institution/hospital and location: 

Department/specialty: 

Position title: Supervisor name(s): 

Date (from/to): FTE: Total weeks worked FTE:

Duties: 
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10.  Additional specialty examinations (please provide certi�ed copies of certi�cates relevant to this application):

Date: Institution:
Speciality/
Subspecialty:

Components of 
Examination (MCQ, 
Viva, Clinical):

Certi�ed copies of 
certi�cates provided:

 Yes 	   No

 Yes 	  No

 Yes 	  No

11.  Postgraduate academic quali�cations (in addition to those outlined in question 13 below) – please provide 
certi�ed copies of certi�cates and/or academic transcripts relevant to this application

Institution:
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13.  Equivalence of previous training and experience with the Division Training Programme 

This section lists the various clinical attachments and academic requirements of the Division Registrar Training 
Programme in order that the applicant can describe how their own clinical experiences and quali�cations may be 
considered equivalent, and therefore su�cient to exempt them from further training or study in these areas while 
meeting standards for  Fellowship of the Division. Please note that only clinical rotations at PGY3 or above (SHO or 
Registrar level) will be considered for equivalence to those listed. Although there are no speci�ed time limits on how 
far back clinical experiences will be considered, if historic clinical attachments are included the applicant is expected 
to describe how knowledge and skills have been maintained within these specialties over time. Proof of employment 
and satisfactory performance is expected to be provided for all rotations considered for equivalence (written unless 
supervisor included as referee below). There are speci�ed exemptions for several of the Academic Papers (see 
Fellowship Regulations). An applicant can include additional courses of study for consideration if they consider these 
equivalent.

Clinical rotations – In addition, please attach evidence of employment and satisfactory performance for each 
attachment

12 months Rural Hospital Medicine

Completed 12 months Rural Hospital Medicine at PGY3 or above:   Yes 		    No

If yes: Location: Dates: Duration (at FTE):

If no: Experience/quali�cations applicant feels (fully or partially) equivalent for consideration:

6 months Emergency Medicine

Completed 6 months Emergency Medicine at PGY3 or above:   Yes 		    No

If yes: Location: Dates: Duration (at FTE):

If no: Experience/quali�cations applicant feels (fully or partially) equivalent for consideration:
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6 months Rural General Practice
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GEN 728: Cardiorespiratory Medicine in Rural Hospitals

Gen 728 passed:   Yes 		    No

If no:
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PO Box 10440, The Terrace, Wellington 6134, New Zealand  |  T  +64 4 496 5999  |  F  +64 4 496 5997  |  E  rnzcgp@rnzcgp.org.nz  |  W www.rnzcgp.org.nz

17. Health and professional conduct disclosure

Have you ever been, or are now, a�ected by a mental or physical condition with the capacity to a�ect your ability to 
perform the functions required for the practice of medicine? These include neurological, psychiatric or addictive (drug 
or alcohol) conditions, including physical deterioration due to injury, disease or degeneration. 

   Yes 	   No   

(If yes, please attach further documentation to this application) 

Have you been the subject of disciplinary procedures, criminal convictions or unresolved complaints in the past or 
present? Have you ever had your employment as a doctor terminated on the grounds of poor performance or had your 

mailto:rnzcgp%40rnzcgp.org.nz?subject=
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Checklist (for applicants reference only) 

Did you refer to DRHM Fellowship Regulations and attached information before completing this application?

Have you rechecked your application form and ensured it has been correctly completed?

Have you signed the declaration?

Have you enclosed (if applicable): 

mailto:drhmnz%40rnzcgp.org.nz?subject=
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Please use the spaces below, if needed, to expand upon any of your answers in this application. 
Please remember to indicate the question or section number being referred to.

Question/section:

Additional information:

Question/section:

Additional information:
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Question/section:

Additional information:

Question/section:

Additional information:
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