
Form 1 

Libyan Board of Medical Specialties            مجلس التخصصات الطبية 

CME-Department التعليم الطبي المستمر 

1. Personal information 1

1. Full name ……..……………………………………..……. 1

2. Registration No ………………………………………………… 2

3. Sex ………….……..…………………………………………… 3

4. Mailing  address …………………………………………………… 4

         Tel: ………………………………  هاحف Fax ………………… 

        E-mail …………………………………………………… 

 

2. Qualifications 2

 

Degree/Certificate year University/Institute

a  ………………………………………………………………………………………………………………..  

b  ………………………………………………………………………………………………………………..  

c  ………………………………………………………………………………………………………………..  

d  ………………………………………………………………………………………………………………..  
 

3. Employment Information 3 .                                                                       معلىمات عن العمل

    3.1 professional status 

    3.2. Name of Hospital/Health center

      

Employer: M o H   University               Privat

e 

  Other  
    

4. Mailing  address ………………………………………………

…

4

Tel: …………………………………….. Fax ………………………….

E-mail …………….………………………………………………

………  

4. Declaration :  4 . اقرار وتعهد
 اقز بأن هذه المعلىماث دونج بمعزفت صاحب الشان و أنها صحيحت

I certify that the information given above, supplied by me, is correct. 

……………………… 

          Dateالخاريخ      Signatureحىقيع  

 ………………….  ………………..  

  إدارة الخعليم الطبي المسخمز 

Continues Medical Education Department 

…………………………………………. 

 


