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Enrolment Form

IMGES Program
Section 1
Personal Details
a.
Personal Details
Title: _____
First Name: ____________________
Preferred Name:__________________
Last Name: ________________________________
Gender:  FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female
Nationality: ________________________________
Date of Birth: ____________________
RACGP No: _______________________________

ACRRM No: _____________________

b.
Current Residential Address
Address: _______________________________________________________________________
Suburb: __________________________________
State: __________
Postcode: __________
c.
Mailing Address (if different from Residential Address)
Address: _______________________________________________________________________

Suburb: __________________________________
State: __________
Postcode: __________

Postal: _________________________________________________________________________

d.
Current Work Location
Company Name: ________________________________________________________________

Position: _______________________________________________________________________

Address: _______________________________________________________________________

Suburb: __________________________________
State: __________
Postcode: __________

Postal: _________________________________________________________________________

e.
Contact Numbers & Email Address
Work: __________________
Home: __________________
Mobile: ___________________
Email: _____________________________________________
Fax: _____________________
f.
Emergency Contact Details
Name: ________________________________________________________________________
Address: _______________________________________________________________________

Suburb: __________________________________
State: __________
Postcode: __________

Postal: ________________________________________________________________________

Work: __________________
Home: __________________
Mobile: ___________________
g.
Family Status (please tick boxes)
 FORMCHECKBOX 
 Single

 FORMCHECKBOX 
 Married, family living in Australia
 FORMCHECKBOX 
 Married, family living elsewhere _______________________ (please state location)
Do you speak a language/s other than English? (If yes, please state below)
______________________________________________________________________________
______________________________________________________________________________
h.
Is there any health related, personal, or social issues that you are experiencing that could hinder your effective participation in education and training?
______________________________________________________________________________

______________________________________________________________________________

Section 2
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 3
Other Information
a.
Please list anything you feel may assist us with your learning needs.
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________

b.
Thank you for completing this enrolment form. This information will assist us to: 
· Develop Individual Learning Plans

· Exam preparation

· Assist with appropriate placements

· Further develop recruitment and support strategies, as well as educative processes, and cultural and clinical content.
Please return this form (with your photo) 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 [image: image1.emf] 

 












































Please attach a recent passport sized photo.





Or email as a JPEG.
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