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— APPLICATION INFORMATION SHEET
PSMHRC (Attachment to the PQD)
PART I _
A. PERSONAL INFORMATION (Piease print or write legibly)( z.s-= 5 %S0 Juu)pdiiall Apad Ll) e glaal)
okl o N
FULL NAME:
] (First Name) 9%/ (Father's Nome)«Y! | (Grandfather's Name) -al/ (Famity Name) “Liall
L pidt 2B g o
JOB APPLYING
Blgall gy | Place of Birth: Sl clsa Nationality:4sall

Date of Birth: Day Mo. Yeariiu| gl sl

Current Residential Address: (Jlall ¢l sinll

(Y /-7 RN . *-1 J o | ;7SO LI COUNETY: cuvrerrerserensensssnaennnen 5 Postal
(.7 L — bl il

Marital Status: 4l 4l [ Single «*! [ ] Married g3« [ ] Divorced ilhe

Number of CHHAren: ......cueerevververssvarssnes SY ¥ e

REBGION: ....oovverversresesriinseinnn: lISex: £33I[ JMale S3[ ] Female et

Tel. NO.: ...coeeeeereneressssrens CILN pE L MOBINE NO. .o P3N ST 1 P F 2
oo

E-mail: ... IS 3y

Wife/Husband Detalils, if Married:{z 373 3)) 43 g3} 06 Cilaglas
NAME p¥1 PLACE OF WORK Jall (LS NATIONALITY Ayl

Parent’s Name(s) Cl ol #Laui

FATHER: 0ot emursam e s st 2 et AR AR B SRR AR R AR
(First Name)  awY!  (Father's Nome) <¥! (Grandfather’s Name) “aJ/ (Famity Name}4liel/

MOTHER:, P i i saesassssanssonssnssarassstassasssssnsasassssansdsons ionsissssseonseiSRRUNAEAUUERU IS oo osemsassassarnsinesss o
{First Name) @]  (Father’s Name) «¥ (Grandfother’s Name) -/ (Family Name) *LileJl

Passport Detail _hudl jl s Slaghe
Passport No. : oadl o
Place of Issue : S e i
IssuedOn  : Hwayl G Valid Until: ol Gadlia
Identification Card Details:4pailll AiUa|
ID/IGAMA NO.: cone.eesrrasrssesssisnas gl ALY LlTYI ISSURH ON: covvrerssrvasersessssonssersssans Haay! g )5 Valid Until: felte
Place ISSU@H: ........ccocrceremmecesaecrscncsesoconsosrassaseassseasrases Jaa ol
Professional License: ..........cccoeeeuiveesen. rbal) Jpaadillfdyinailt
License NO. .......o.ceeereseessssssacss dai fady  Valid U oo cvriresrsrenens it sl 4a2lo  Place Issued: (ASe

APPLICANT SIGNATURE: pdiial) a8 0




PART ), Cont’  )&uall 4y | asiial) 145 50 5 ald A0 Jeall slawdd
B. COUNTRIES VISITED YOU HAVE VISITED (Start from recent year downwards)

No. 1 Date(s) Country Address /) siel! Purpose
i Lt Al
|
J From:(se Address:J giah

" Tox!! Phone# D) (il MobileJ) s>
From:(a Address:o siadl
: To: ! Phone# el (il MobileJ' s>
From:(e Address: | sl
3 Toxysl Phone# ) Gkl Mobiled\s>
From:(s Address: i sl
¢ To: Phone# o) il Mobiledis>
From:(» Address:C) sl
> Toz Phonett o)) (il MobileJ! s>
From:( Address:Cl sadl
| ° To:l Phone# a ) Cadli MobileJi s>
- From:sm Address: sl
. Tox! Phone# ) (il Mobiled\ s>
|: From:(e Address:! gl |
’ Toxs Phone# ) Gl MobileJ! s>
From:(w Address:C) sl
i Toxd! Phonett ) (il MobileJ! s>
From:(m Address:c sl
n Tox! Phone# ) i MobileJi s>
From:(s Address:C/ siall
" Toys! Phonett o)) Ol MobileJis>
From:( Address:c sl
? Toxl Phone# ) Gl MobileJ s»
APPLICANT SIGNATURE: piialt @iﬁ




PART I

A. EDUCATIONAL QUALIFICATION(S): (Start from recent year & downwards)

(Sl Ayl JAalall SOl pal
Attendance Year Date Graduated | Country | Certificate | Issued by Specialty
i) &y AS g3 g A gl sal gl A Agadl Uaadill
| Bl &yl
1
2 | o
|
3
a |
5
6
- —
= .
- _—
10
1

REQUIREMENT: Original certificate (bachelor, diploma, Masters. Doctorate. And board) and authenticated
from the Saudi Embassy or Cultural Attached in place of issue with clear copies from Both sides of the
certificate (Roman, Russian, German, French and Countries independent from the Soviet Union should be
Translated into Arabic or English language and authenticated from The Saudi Embassy or Cultural Attached

in the place of issue with Clear copies from both sides of the certificates.

e Slgll G e (A0 AL S g d gaaall AUED Baldd) S Cpa

o 3N Aani cang (AR gt Jeap LB LR ) Lag) ) Oa OS Ga Budkall Clalg

= CPRA QUSR]
o lgde Alaall quay Calgll 030 aran (Al iy 011038 | pricpbae o glad | Cru g s RSN ) bl il alglt

e Salgl s phua AN AL B o gnead) HEEN Saladl Bitaal g dg pladtl ARDY 8 Cilalgl

APPUCANT SIGNATURE:

piial i




PART Il, Cont'd

C.

EXPERIENCE(s) AFTER ATTAINMENT OF CERTIFICATE (s) - (Start from recent year & downwards)
Gt ¥ dgylsys Joo pall o Jgmaratl diorplanl) Sl pilt

No. Joh Title | Specialty From:(me Todl : | Hospital/Employer Name dd
ad i (gha awaddll Day/Mo./Yr | Day/Mo./Yr | (Indicate City, State, Country) ) el iss
45 4t Callf sy | 4l oy | Agdl] Lt
2
3
) —
5
6
7
) o
A
10
LEGEND: F/T=Full Time  ailt P/T = Part-timegbiias oy

REQUIREMENTS: Original & complete experience from date of graduation authenticated from the Saudi Embassy or

Cultural Attached in the place of issue with a clear copy from both sides. Foreign certifications (Roman, Russian,
German, French and Other countries independent from the Soviet Union} must be Translated into Arabic or English
language and authenticated from The Saudi Embassy or Cultural Attached in the place of issue with Clear copies from
both sides of the certificate.

Liiall aly i (g0 gnaalt (MEY Galall BB (ha Lpiadual cand {plaadt B i) ilabge gpap jbalhaiall

APPLICANT SIGNATURE:

piiall g i




PART Il, Cont'd

TRAINING EXPERIENCE(s) BEFORE ATTAINMENT OF CERTIFIFCATE(s) — {Start from recent year &

downwards)
Ja gl Jo Jpuaandl Jodd sy sl
No. Training Post Title | Specialty [ Fromc—s To Hospital/employer Name &
- el pcd | auadill Day / Mo. / Yr. Day /Mo./ | Address{include City, State,
s [ ppdfa g Yr Country)
L pifp sy | (gl Aitadl ) o il lsa
1
2
3
4
5
6
7
&8
9
10
11
LEGEND: F/T= Full Time P/T= Part time

REQUIREMENT: Original internship certificate and other Specialty training authenticated from the Saudi
Embassy or Cultural Attaché in the place of issue with a clear copy from both sides. Foreign Certificates
{Roman, Russian, Germanic, French and countries independent from the soviet Union must Be transiated
into Arabic or English language and authenticated From the Saudi Embassy or Cultural Attaché in the place

of issue With clear copies from both sides of the certificate.

Gagdll i pheal N A g gaall B Fatall G lghiiad iy Cldg il ppan g A Slacaillly fpiad lalf Clsglll ;b

APPLICANT SIGNATURE:

_Hm‘gﬂ




PART 1l, Cont’d
C. LIST THE MOST RECENT SCIENTIFIC ACTIVITIES ATTENDED (i.e. Courses, Symposia, etc)
(Apade il paipa Sl gai) Lgd pudaa AN Qb gl Siaal 83

No.

)

ACTIVITY TITLE
Sutall o gic

DATE | DURATION
|

G A saal

PLACE
olgalt

TYPE OF PARTICIPATION
A5 Ldalt £ gi

10

11

12

REQUIREMENT: Original certificates/certifications authenticated From the Saudi Embassy or Cultural
Attaché from the place of issue with a clear copy from both sides. Foreign certificates (Roman. Russian,
German, French and other countries independent of the Soviet Union) must be translated into Arabic or
English Language and Authenticated from the Saudi Embassy or Cultural Attaché inf the place Issue with
clear copies from both sides of the certificate.

gl g alt Al gt gt MR Fadal] a lgptial cany AN ppan g AT eanaiilly fpiedld bl Cidgdl] (hulbaialf

APPLICANT SIGNATURE:

ERPET




LIST REFE

Gles ogall

|

RENCES / REFEREE(S)

] No.

A

NAME
P, §

TITLE
A4B gl gacan

ADDRESS
OV gindi

Tel. No./Mobile
Jsall a1 (ALl W

10

11

12

13

[

| hereby certify that all the information provided in this Information Sheet is correct
to the best of my Knowledge and i bear the responsibility for any Incorrect or

inappropriate information given.

APPLICANT SIGNATURE:

dajaua 8 Silaglall O (b 1) Alllae A gigen J picns g dasaa callall 3¢ dathall Cia glaalt gpan by B g2

pkiall




QUESTIONNAIRE MEDICAL

Applicants should read the following carefully

Afing () Le Bpd b (adiiall o

The questionnaire below should be completed as fully as possible. All questions must be answered

The information will be treated in strictest confidence.

Warning: In completing the questionnaire, you are responsible for the accuracy of your statement. If
information is with held, suppressed, deliberately misleading or false, you may be liable, if employed, to be

dismissed.
NAME : p-hl‘ﬂ HEIGHT Jdeb)  WEIGHT: ) DATE OF Birth Obgalt EJJL"
Please complete the following: _ YES NO

1* Do you presently suffer from any illnes:v.—t_h-a"t;q‘uires doctors, hospital or clinics visits?

2* Are you currently taking any medications, on a special diet, or pi'lysical therapy?

3* Have you heen hospitalized or had a surgical operation within the last flve years?

4* Do you have any allergies?

5* Have you ever been refused Life Insurance?

6" Have you ever received disability payments or been discharged due to lll health?

7* Have you had any of the following conditions?

Hepatitis

Cancer

Heart or circulatory problem including High Blood Pressure

Lung problems Including TB

Psychiatric problems

Neurological problems including migraine or epilepsy

Gastrointestinal problems including ulcers, rectal bleeding

Diabetes or thyroid problems

Urinary problems

Gynecological problems (female)

Arthritis, limb or joint problems

VIV|IV|IV V VIV VIV VY VvV

Skin problems

8* Have you had TB skin testing?

9* Have you been immunized against Hepatitls B?

10" Is your sight in each eye good enough for all usual activities?

» Do you wear glasses or contact lenses?

11* Is your hearing in each ear good enough for all normal activities?

12* Do you smoke? If so, how many per day? | —|

13" What was the date of your last medical examination?

14* What was the date of your last Chest X-ray?

15* How many sick days leave have you had in the past three years?

*: |f you have answered yes to any of the above please give a detailed explanation in this section. Use reverse side if necessary.

REMARKS:

I declare that to the best of my knowledge all the foregoing is correct.
| fully understand that a health interview or examination may be required

Date: & AdSignature: [ =
| agree understand if required, a medical report may be obtained from my doctor
Or a specialist.
| understand that the report will be treated in confidence. Date: G ANSignature: & gl




QUESTIONNAIRE MEDICAL

Applicants should read the following carefully
agling Ly Le Sel i (padiial) o

The questionnaire below should be completed as fully as possible. All questions must be answered

The information will be treated in strictest confidence.

Warning: In completing the questionnaire, you are responsible for the accuracy of your statement. If
information is with held, suppressed, deliberately misleading or false, you may be liable, if employed, to be

dismissed.
NAME : pdl HEIGHT @ Jshl  WEIGHT: :0jsl  DATE OF Birth 1 0balt g Al
Please complete the following: YES NO

1* Do you presently suffer from any iliness that requires doctors, hospltal or clinics visits?
2* Are you currently taking any medications, on a special dlet, or physical therapy?

3* Have you been hospitalized or had a surgical operation within the last five years?

4* Do you have any allergies?

5* Have you ever been refused Life Insurance?
6* Have you ever received disability payments or been discharged due to ill health? | |
7* Have you had any of the folming conditions?

Hepatitis - |
Cancer

Heart or circulatory problem including High Blood Pressure
Lung problems including T8

Psychiatric problems

Neurological problems including migraine or epilepsy
Gastrointestinal problems including ulcers, rectal bleeding
Diabetes or thyroid problems

Urinary problems

Gynecological problems (female)

Arthritis, limb or joint problems

V| V| IV|IV|VIVIV VIV IVVWV

Skin problems
8* Have you had TB skin testing?
9* Have you been immunized against Hepatitis B?
10* s your sight in each eye good enough for all usual activities?
» Do you wear glasses or contact lenses?
11* is your hearing in each ear good enough for all normal activities?
12* Do you smoke? If so, how many per day? | J
13* What was the date of your last medical examination?
14" What was the date of your last Chest X-ray?
15" How many sick days leave have you had in the past three years?
*: If you have answered yes to any of the above please give a detalled explanation in this section, Use reverse side if necessary.
REMARKS:

I declare that to the best of my knowledge all the foregoing is correct.
| fully understand that a health interview or examination may be required
Date: & AiSignature: s

| agree understand if required, a medical report may be obtained fl'OI'-I-'I my doctor
Or a specialist.
| understand that the report will be treated in confidence. Date: fAhSignature: el




QUESTIONNAIRE for MEDICAL STAFF ONLY

PLEASE ANSWER THE FOLLOWING DECLARATIONS: Rl Jhatad! e up
dpaal chawadill 40 ) Aipgdl 4] Japaadll Ciadli o Gaue b
a. Have you applied to the Saudi Council for
Health Specialties for professional
Accreditation and/or registration? YESY NOpu
if YES, indicate the number of
Registration / Accreditation below:

Registration No. Jaaadll o
Accreditation No. iplalll o
If NO, Indicate the reason(s) why: whyialll gl Jypealll o3y pd 13] coapealt 83

b. Have you ever applied anywhere for a
Professional license, certificate of
Registration or permit to practice and YES NO
Such application rejected?

c. Have you ever had your professional license,
Certificate of registration or permit to YES NO
Practice suspended, restricted or revoked?

d. Have you ever had voluntarily surrendered
Your professional license, certificate of
Registration or permit to practice for any YES NO
Reason other than avoidance of the renewal
Fees?

e. Have you ever abused, been addicted to, or
Been treated for abuse of or addiction to YES NO
Alcohol or controlled substances?

f. Have you ever, during the pendency of an
Investigation or disciplinary proceeding,
Voluntarily restricted your professional YES NO
License, certificate of registration or permit
To practice?

g- Have ever been found guilty of professional
Misconduct or found to be incompetent YES NO
Or incapacitated?

h. Have you ever agreed to a settlement to
Avoid any proceeding or disciplinary action
In respect of your professional conduct, YES NO
Competence or capacity?



Have you ever been in the past or now
Subject to any investigation or proceeding
In respect of your professional conduct,
Competence or capacity?

Have you ever been convicted of an offence
{not including traffic violation), or are there
Any criminal charges pending against you?

Has a court ever made a finding against you
Related to your professional practice?

is there any current proceeding arising from
Your professional practice?

Have you ever been denied privileges ina
Hospital or health facility?

Have you ever resigned from a hospital or
Health facility to avoid disciplinary action?

Have you ever had your privileges
Suspended, deuced or changed for any
Cause by a hospital or other health facility?

Has your name ever been placed on a list
Restricting your purchasing or prescribing
of narcotic restricted drugs?

Have you ever withdrawn, been suspended,
or been expelled from any health
professional school or faculty, or pos-
graduate training program?

Have you ever discontinued the practice of
Health professional for any reason for one
Year or more?

Is there any event, circumstance, condition
or matter not disclosed in your answers to
the preceding question in respect of your
Character, conduct, competence or
Capacity that might be an impediment to
Your application for a certificate of
Registration to practice health profession
In the Kingdom of Saudi Arabia?

APPLICANT SIGNATURE:

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

NO

NO

NO

NO

NO

NO

NO

NO

NO

NO

NO
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