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MEDICAL REHABILITATION COUNCIL OF ZIMBABWE
14 Bertram Road		                P.O.Box A667,	
Milton Park								   Avondale                                       HARARE								   HARARE

TELEPHONE: (263) 04 778244						

EMAIL: mrczimbabwe@gmail.com

APPLICATION FOR TEMPORARY REGISTRATION

MANDATORY DOCUMENTS TO BE SUBMITTED WITH THIS FORM

                       CHECKLIST
                                                                                                               (Please tick)
                                                                                                                          Applicant    Office use
	1. Certificate of Good Standing issued by the appropriate registering authority where you are currently practising (issued within the last three months), where applicable


	
	

	2. Notarised copies of Degrees , Diplomas, Certificates, where applicable


	
	

	3. A letter from training institution ( applicable to students)


	
	

	4. Certificate of completion of internship 


	
	

	5. Certificate of Knowledge of English/Affirmation (attached)

	
	

	6. Two recent testimonials from professional colleagues (relative to the last six months) OR Reference letter from training institution


	
	

	7. Syllabus of training 

	
	

	
8. Notarised copy of passport

	
	

	9.  Police clearance covering your last 5 years of residence


	
	

	10. Two passport-size photographs 

	
	

	11.  Any other supporting documents 

	
	




NOTE: 

(i) Documents which are in a language other than English must be translated into English by a recognised interpreter and properly authenticated.

(ii) The Council is empowered to require an applicant to comply with specific requirements e.g employment under supervision, as a condition of registration.

(iii) Applicants must comply with the Zimbabwe Immigration Laws when visiting or seeking employment after gaining registration with MRPCZ. Information can be obtained on www.mrpcz.co.zw

(iv) It is an offence to practise any medical profession in Zimbabwe without registration or without a current practicing Certificate according to the Health Professions Act (Chapter 27:19).

(v) Incomplete applications will be subject to delay in processing.

(vi) Council reserves the right to verify with training institutions.

I hereby make an application for temporary registration as a ……...…...........................................

1. PERSONAL DATA 

	SURNAME

	

	FIRST NAME (s)  

	

	PREVIOUS NAMES
 (where applicable)

	

	DATE OF BIRTH

	

	TITLE

	

	SEX

	

	PLACE OF BIRTH: TOWN

	

	COUNTRY

	

	NATIONALITY

	

	PASSPORT: Yes/No. If yes please give number and expiry date

	

	CULTURAL COMPETENCE 

	

	RELIGION

	

	WORK PERMIT: Yes/No. If yes please give details

	

	PERMANENT HOME ADDRESS

	

	CONTACT ADDRESS

	

	PHONE NUMBER
	

	EMAIL ADDRESS
	


2. PROFESSIONAL QUALIFICATIONS 

	QUALIFICATIONS
	NAME OFTRAINING INSTITUTE
	DURATION
	AWARDED BY
	DATE AWARDED



	
	
	FROM
	TO
	
	

	
	
	
	
	





	

	
	
	
	
	




	




3. REGISTRATION DETAILS

	NAME OF REGISTRATION ORGANISATION
	CURRENT LICENCE NUMBER
	DATE OF ISSUE
	EXPIRY DATE
 (where applicable)

	
	
	
	

	
	
	
	

	



	
	
	




4. PROFESSIONAL MEMBERSHIP

	NAME OF PROFESSIONAL ASSOCIATION
	MEMBERSHIP
NUMBER
	TYPE OF MEMBERSHIP
	EXPIRY DATE
 ( where applicable)

	
	
	
	

	
	
	
	

	



	
	
	



5. [bookmark: _GoBack]DETAILS OF INTERNSHIP/TRAINING(where applicable ) 

	NAME AND PLACE OF INTERNSHIP
	FROM
	TO
	DISCIPLINE

	
	
	
	

	NAME AND PLACE OF TRAINING
( for students)
	
	
	




6. DETAILS OF EMPLOYER 

	NAME OF EMPLOYER 
	COUNTRY
	FROM
	TO

	
	
	
	




7. POST GRADUATE EXPERIENCE /EMPLOYMENT, where applicable

Please list all post graduate employment experience in reverse chronological order. You are welcome to provide greater details in an attachment to this form.

 
	EMPLOYER’S NAME
	EMPLOYER’S ADDRESS
	DATES
 FROM - TO
	JOB TITLE
	BRIEF JOB DESCRIPTION

	



	
	
	
	

	


	
	
	
	

	




	
	
	
	


8. REASONS FOR APPLYING FOR TEMPORARY REGISTRATION

(Including aims of obtaining registration and proposed field of practice) 

...........................................................................................................................................................

...........................................................................................................................................................

..........................................................................................................................................................

9. ANY OTHER RELEVANT INFORMATION:

...........................................................................................................................................................

...........................................................................................................................................................

...........................................................................................................................................................


THE CERTIFICATE IS ONLY VALID FOR SIX MONTHS FROM DATE OF APPROVAL.













10. Statutory Declaration 
(this must be made before someone entitled to take statutory declaration e.g. Solicitor, Commissioner of Oaths, who must provide their full name, physical address and contact telephone and email):

 I hereby certify that the information I have given above is correct. With this application, I confirm that I am fit and qualified to practice as a.........................………………………………………………I understand that a misrepresentation of information will result in my application being disqualified.

Name of applicant:.............................................................................................

Signature of applicant:.................................................................................

Declared at (location).......................................................................

This:....................................... day of : ...........................................    year..............................................

Before me (official authorised to take a statutory declaration):

Full name of official: ..........................................................................................

Signature of official:..............................................................

( designation,  full address, phone number and official seal):


DATE:.............................................................................................SIGNATURE............................

	



FOR OFFICIAL USE ONLY 


APPROVED 							


	YES
	NO.

	
	






IF YES: DATE OF REGISTRATION...................................................................................................................

REGISTRATION NUMBER.................................................................................................................................

CONDITIONS......................................................................................................................................................

IF NO: REASON..........................................................................................................................................

DATE...................................................................................SIGNATURE............................................


7. PAYMENT

NOTE:
A NON-REFUNDABLE APPLICATION FEE OF US$58.00 FOR ZIMBABWE CITIZENS AND $199.00 FOR NON ZIMBABWE CITIZENS IS NEEDED TO PROCESS THIS APPLICATION. 

APPLICATION FEES CAN BE DEPOSITED INTO THE MEDICAL REHABILITATION COUNCIL’S BANK ACCOUNT

BANK DETAILS

BANK			        :CABS

BRANCH		 : FOURTH STREET

ACCOUNT NAME                 : MEDICAL REHABILITATION PRACTITIONERS COUNCIL OF ZIMBABWE

RTGS ACCOUNT NUMBER	       : 1004389094	

NOSTRO ACCOUNT NUMBER: 1125289465
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