COURSE FOR MRCOG (PART11) EXAMINATIONS 
MEDICAL EDUCATION CENTRE
Whipps Cross University Hospital, NHS Trust 
PERSONAL DETAILS 
FULL NAME (Surname)…………………………(First Names)…………………………. 
(Block Letters) 
POSTAL ADDRESS…………………………………………………………………….… 
…………………………….……………………………………….………………………..
EMAIL ADDRESS…………………………………………………………………………

NATIONALITY……………………………………..DATE OF BIRTH………………… 
MALE/FEMALE 
TELEPHONE No. (Work)………………………..(Home)……………………………….. 
ACADEMIC DETAILS 
University and Medical School…………………………………………………………….. 

…………………………………………………………………………………………………………………

Degrees, Diplomas and Academic Distinction……………………………………………. 

………………………………………………………………………………………………………………..

Date of passing Part 1……………………………………………………………………… 
When are you taking Part 2……………………………………………………………….. 
Dates of previous attempts at Part 2……………………………………………………… 
APPOINTMENTS 
Present appointment……………………………………………………………………… 
Previous appointments: 
	Dates 
	Grade 
	Specialty 
	Hospital 

	
	
	
	

	
	
	
	

	
	
	
	


Signature………………………………….Date…………………………………………… 
Where did you hear about this course?………………………………………………… 

· Please enclose a cheque for £800 made payable to 'Whipps Cross University Hospital Medical Education and Research Trust'

Cancellation Policy
A 90% refund will be given for cancellations received more than 6 weeks before the course

There will be no refunds for cancellations received less than 6 weeks before the course
SEND COMPLETED APPLICATIONS TO:

Heather Allen 

Course Co-ordinators

Medical Education Centre

Whipps Cross University Hospital

Leytonstone, E11 1NR


FOR OFFICIAL USE: 
Date sent:……………………Accept………………………..Waiting list……………… 
Date received………………..Refused………………………. 

