WEST AFRICAN COLLEGE OF SURGEONS/NATIONAL EYE CENTRE,
P. M. B. 2267, KADUNA

Community Ophthalmology Department

APPLICATION FORM TO PARTICIPATE IN 2018 COMMUNITY

EYE HEALTH COURSE OF WEST AFRICAN COLLEGE OF SURGEONS
1.
Full Name: Dr./Mr./Mrs./Miss:….………………………………………………….




           Surname
       First Name        Middle Name

2.
Residential Home Address:…………………………………………………………

……………………………………………………………………………………..

3.
Current Postal Address:……………………………………………………………


……………………………………………………………………………………..

4.
Sex: Male/Female



5.
Nationality:…………………………………………………………………………

6.
Status:  (NGO/Resident/Gen. Med. Practitioner):……….…………………………
7.
Qualifications with dates:………………………………………………………….


……………………………………………………………………………………..

11.
Institution of undergraduate training:………………………………………………


………………………………………………………………………………………

13.
Place of Work:…………….………………………………………………………..

………………………………………………………………………………………

14.
GSM/email:…………………………………………………………………………
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