FORM F

COUNCIL FOR PROFESSIONS SUPPLEMENTARY TO
MEDICINE

REQUEST FOR GOOD STANDING LETTER

HOME ADDRESS: «oiiiiiiiiiiiiiiiiiiiiiitiiiiiiiiiiitiieieeiiiittittatestcsssscessssscncens
DATE OF REGISTRATION: ..ctiuiiiiiiieiiiiiiieiiiiieiiiieiieieciieteneecsesncscns
REGISTRATION NO-: .ooiiiiiiiiiiniiiiieiiiertiieieiesaeiesncrecsesssacsssscsscassssssases
PLACE OF EMPLOYMENT: ...ciitiiiiiiitiiiiiiiitiiriatintincinciaccmmssessacsacascnns

PLACE OF EMPLOYMENT UP TO THE LAST FIVE (5) YEARS (give period)

ooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo
.......................................................................................................
......................................................................................................

*NB. All fees are non-refundable*



