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Application Form

International Medical Graduates

Clinical Bridging Course
Course Location:__________________________________________________________ 
Date: ____________________________________________________________________
Section 1
Personal Details

a.
Personal Details

Title: _____
First Name: ____________________
Preferred Name: _____________
Last Name: ________________________________
Gender:  FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female

Nationality: ________________________________
Date of Birth: ________________
b.
Current Residential Address
Address: __________________________________________________________________

Suburb: __________________________________
State: __________
Postcode: _____
Postal: ____________________________________________________________________
c.
Mailing Address (if different from Residential Address)
Address: __________________________________________________________________

Suburb: __________________________________
State: __________
Postcode: _____
Postal: ____________________________________________________________________
c.
Contact Numbers

Work: __________________
Home: __________________
Mobile: ______________
Email: _____________________________________________
Fax: ________________
d.
Emergency Contact Details

Name: ____________________________________________________________________

Address: __________________________________________________________________
Suburb: __________________________________
State: __________
Postcode: _____
Postal: ____________________________________________________________________
Work: __________________
Home: __________________
Mobile: ______________
Section 2
What are your reasons for wanting to do this course?

__________________________________________________________________________
__________________________________________________________________________
Section 3
a.
Have you passed the AMC Part I exam? 

Yes    FORMCHECKBOX 

No    FORMCHECKBOX 

If yes, specify date:____________________________________________________
b.
Have you applied to sit the AMC Part II exam?
Yes    FORMCHECKBOX 

No    FORMCHECKBOX 


If yes, specify date of exam if you have been given a date:_____________________
c.
How many times have you sat the exam?___________________________________ 

d.
If you have already sat the AMC part II exam unsuccessfully, please write down dates of attempts so far.
__________________________________________________________________________
Section 4
Education and Professional Experience
a.
Education Details

	Qualifications
	University / Institution
	Year of Completion

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


b.
Hospital Experience

	Hospital and Rotations
	Number of Years

	
	

	
	

	
	

	
	

	
	


c.
GP or Equivalent Experience

	GP Location
	Number of Years

	
	

	
	

	
	

	
	

	
	


d.
Details of any postgraduate training; e.g. Obstetrics, Public Health, Family Medicine Anaesthetics
	Dates
	Training
	Institution

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


e.
Please list any experience you have had with Aboriginal or Torres Strait Islander people in the past, including any cultural orientation programs.
	Year
	Location
	Details

	
	
	

	
	
	

	
	
	


f.
Please indicate your career pathway preference:

 FORMCHECKBOX 
 General Practice

 FORMCHECKBOX 
 Specialist Training (please specify) _______________________________________

 FORMCHECKBOX 
 Other (please specify) ________________________________________________
 FORMCHECKBOX 
 Not sure
Section 5
a. Have you had any experience with OSCE exam format? 
Yes    FORMCHECKBOX 

No    FORMCHECKBOX 

If yes, when and where:________________________________________________

b. Have you had any training in Cultural Competency?

Yes    FORMCHECKBOX 

No    FORMCHECKBOX 

If yes, name of course and date of completion:_______________________________

__________________________________________________________________________
Thank you for completing this form. This information assists NTGPE and JM&A to identify what requirements International Medical Graduates have and to further develop support strategies.
Please return this form to:
Samantha Gilbert, IMGES Program Coordinator
Northern Territory General Practice Education
PO Box u179, CDU NT 0815

Telephone:
08 8946 6745
Fax:

08 8946 7077

Email:

Samantha.gilbert@ntgpe.org
Office Use only

Date Received: __________
       Reviewed: __________

Approved: ___________
Start Date: ______________
       End Date: __________

Orientation: __________
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