BST Trainee Registration Form
July 2011
PLEASE COMPLETE IN BLOCK LETTERS
Personal Details

First Name:   _____________________________         Surname: _________________________________
Gender:         _____________________________         Date of Birth: _____________________________
Nationality:    ____________________________          EU or Non-EU: _____________________________

Medical Council Registration No: _______________
Home Address: _________________________________________________________________________
Work Address: 
_________________________________________________________________________________

Correspondence Address: 

(to which all correspondence will be forwarded)  ________________________________________________________________
_________________________________________________________________________________
Tel: 


          Email: ______________________________________
Qualifications 

PRIMARY DEGREE
Primary Medical Degree: _________________________________________________________________

Awarding Country: _________​​​​​​​​​​​​​​​​​​​​​_____________________________________________________________          
Year Awarded:  _________________________________________________________________________           
Awarding University: ____________________________________________________________________
MRCPSYCH
Paper Sat



Date Sat




Result
______________________

___________________________

__________________
______________________

___________________________

__________________

______________________

___________________________

__________________

______________________

___________________________

__________________

______________________

___________________________

__________________

Please Turn Over
BST Scheme

Name of Employing Scheme: _________​​​​​​​​​​​​​​​​​​​​​_____________________________________________________      
Current Post Location: __________________________________________________________________  
Current Post Specialty: __________________________________________________________________  

Current Post Number: (available from your Scheme Co-ordinator:) _________________________________ 

Supervising Consultant: __________________________________________________________________

Previous Post History in Psychiatry in Ireland
	Scheme
	Post Location
	Supervising Consultant
	Dates Post Held

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Declaration
I acknowledge that it is mandatory for each Basic Specialist Trainee in Psychiatry (i.e. registered with The Medical Council as holding a numbered training post) in Ireland to complete this form to register for Basic Specialist Training with The College of Psychiatry of Ireland.

I declare that the information I have given is correct.  
Signed:
_____________________________                                   Date: ____________________________

PLEASE RETURN FORM ASAP
Please return this completed form to:  Caroline Eager, Postgraduate Training Administrator, 
The College of Psychiatry of Ireland, 5 Herbert Street, Dublin 2
Tel: 01 661 8450      Fax:  01 662 9677      Email: ceager@irishpsychiatry.ie
