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Applica t ion  for appoin tm ent , Credent ia ling and Scope of pract ice 
for   the Senior Medica l and Denta l Sta ff 

CHECKIST  CANDIDATE TO FILL  FOR OFFICE USE ONLY  

Applican ts Nam e    

 Checked     () Checked    () 

1. Contact de ta ils p rovided      

2. Creden tia ls: - a ttach  CERTIFIED cop ies (in  orde r)      

(i) MBBS (or equ iva len t ce rtifica te )     

(ii)  Fe llowsh ip  (or equ iva len t ce rtifica te )                    

(iii) AHPRA registra tion  de ta ils (if app licab le )              

(iv) Medica l Indem nity ce rtifica te                                

(v) Any othe r add itiona l ce rtifica te s                           

(vi) Cop ies of re levan t Visa  docum ents (if app licab le )         

(vii) CV     

3. Tra in ing and  expe rience    

4. Clin ica l appoin tm ents   

5. Continu ing m edica l educa tion /con tinu ing p rofessiona l 
deve lopm ent    

6. Provide r num ber   

7. Refe rees   

8. Existing con tract/em ploym ent arrangem ents checked  
and  re levan t docum enta tion  ava ilab le     

9. Declara tion  signed     

10. Other com m ents:    

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Applica tion  de ta ils check by (nam e)   

Signa tu re  _____________________________________________ Date _______________________________  

Decision  of MACC (Medica l Appoin tm ents and  Creden tia ling Com m ittee ) a t its m ee ting on    

Applica tion    Approved     Re jected   

If app lica tion  re jected , de ta il reasons   

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Le tte r to  app lican t advising of app lica tion  ou tcom e Yes    Copy a ttached     
Scope  of p ractice  crea ted  and  signed  by app lican t  Yes    Copy a ttached     
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Applica nt  t o fill (Type):  
Plea se  not e :  If you need t o correct  a ny e rror in  your a pplica t ion, plea se  init ia l t he  correct ion. 
 

POSITION APPLIED FOR/  
PRIMARY SPECIALTY 

  

Su b -sp e cia lt y 
or   

a rea  of specia l in te re st              
(if app licab le ) 

  

SECONDARY SPECIALITY 
(if app licab le ) 

 

 
1.  Ap p lica n t  a n d  con t a ct  d e t a ils  

Surnam e   

Given  Nam e/s  

Previous Nam e  
Please  include  your p revious nam e  

if tha t appears on  ce rtifica te s  

 

Da te  of Birth   

Place  of Birth   

Residency sta tu s (Austra lian  
citizen /pe rm anen t/tem porary 

re siden t) 

 

Profe ssiona l Address 

 

 

 

Phone  (BH)  

Phone  (AH)  

Fax  

Mobile   

Page r  

e -m ail address  
Posta l Address 

(if d iffe ren t to  Professiona l 
Address above ) 

 

Priva te  Address 
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2.  Ap p lica t ion  fo r  scop e  o f clin ica l p ra ct ice * 

I wish to apply to define my scope of clinica l practice to undertake the following: 

Pos it ion / cla ss ifica t ion  sou gh t  
 
 
 
 
 
 
Scop e  o f clin ica l p ra ct ice  sou gh t  (Please  use  add itiona l pages if requ ired) 

•  
•  
•  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

* Plea se  a t t a ch  a  copy of your fu ll CV t o t h is a pplica t ion  
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Qu a lifica t ion s  (u n d e rgra d u a t e / p os t gra d u a t e / fo rm a l r e cogn ise d  t r a in in g fo r  sp e cia lis t  q u a lifica t ion s) 

Qu a lifica t ion  Un ive r s it y/ o rga n isa t ion  Ye a r  ob t a in e d  
   

   

   

   

   

   

   

   

   

 
Plea se  provide  copies of qua lifica t ions obt a ined 
 
4.  Ot h e r  t r a in in g a n d  clin ica l e xp e r ie n ce  

With  respect to  your response  to  Qu e s t ion  2, p lease  p rovide  de ta ils  of re levan t clin ica l experience  and  post-qualifica tion  
tra in ing. 
 
Include  the  title  of course /s undertaken , the  organ isa tion  offe ring the  course , and  the  qualifica tion  ob ta ined . 
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5.  Clin ica l a p p o in t m e n t s  

(a ) Provide  de ta ils  on  a ll curren t and  previous clin ica l appoin tm ents (includ ing nam es of organ isations and  da tes of 
appoin tm ent) or o the r p laces of p ractice  (for exam ple , genera l p ractice ). 

Orga n isa t ion  Te rm  o f a p p oin t m e n t  

Ma jo r  a p p o in t m e n t : 

 

 

            to  

Ot h e r  a p p o in t m e n t s :             to  

             to  

             to  

             to  

             to  

             to  

             to  

             to  

 

(b ) Have  you  ever been  den ied  a  de fined  scope  of clin ica l p ractice? Yes  No 
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(c) Has your righ t to  p ractise  ever been  withdrawn, suspended , te rm inated  or reduced?  Yes  No 

If you  answered  YES to  e ithe r of the  above  questions, p lease  p rovide  fu ll de ta ils . 

 

6.  Aca d e m ic a p p o in t m e n t s / t e a ch in g e xp e r ie n ce  

Provide  de ta ils  on  curren t and  previous teach ing appoin tm ents (includ ing nam es of organ isa tions and  da tes of 
appoin tm ent). 

Orga n isa t ion  St a t u s / le ve l Te rm  o f a p p oin t m e n t  

              to  

              to  

              to  

              to  

              to  

              to  

              to  
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7.  Con t in u in g m e d ica l e d u ca t ion / con t in u in g p ro fe ss ion a l d e ve lop m e n t  

(a ) Provide deta ils of your involvement in current continuing medica l educa tion/continuing professiona l development. Include 
name of the college/organisa tion program in which you a re enrolled and ma intenance of activity log book. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

(b ) Have  you  sa tisfied  the  con tinu ing m edica l educa tion /continu ing professional deve lopm ent 
requ irem ents for your college  m em bersh ip /fe llowship? 

Yes  No 

 
8.  Clin ica l r e vie w / p e e r  r e vie w  

Do you  regu larly participa te  in  form al qua lity and  peer review activitie s? Yes  No 

Provide  de ta ils  on  such  quality/pee r review activitie s. 
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9.  Gra n d  rou n d s / h e a lt h  se rvice  e d u ca t ion a l a ct ivit ie s  

Are  you  prepared  to  conduct a  grand  round  or o the r educa tiona l activitie s, for exam ple , on  a  
once  a  year basis? 

Yes  No 

 
10. Ha ve  you  a n y o t h e r  in fo rm a t ion  t o  su p p or t  t h is  a p p lica t ion ? 

 
 
 
 
 
 
 
 
 
 
 
 

11. He a lt h  s t a t u s  

Do you  have  a  d isab ility/hea lth  issue  tha t: 
m ay im pact on  your ab ility to  pe rform  any of the  cognitive  and  physica l functions 
which  would  fa ll with in  the  scope  of p ractice  tha t you  are  seeking in  th is 
app lica tion?  
m ay requ ire  specia l equ ipm ent, facilitie s or work practices to  enab le  you  to  
pe rform  any aspect of the  scope  of p ractice  you  are  seeking in  th is app lica tion?, 
or  
m ight be  re levan t to  de te rm in ing your scope  of p ractice?  

(In  answering th is question , p lease  have  regard  to  publica tions of the  Medica l 
Practitioner's  Board  of Austra lia  ava ilab le  a t www.m edica lboard .gov.au ; under 
‘doctor's  hea lth ’, such  as the  Blood borne infectious disea ses policy, which  lim its who 
m ay perform  ‘exposure  p rone  procedures’). 

Yes
   
No 
 

If yes, p lease  p rovide  de ta ils  of the  d isab ility/hea lth  issue , its  im pact on  your ab ility to  carry ou t the  scope  of p ractice  
sought, and  de ta ils  of any specia l equ ipm ent facilitie s or work practices requ ired .  

Th is in form ation  can  be  provided  on  th is form  or, if you  pre fe r, you  can  provide  the  in form ation  in  a  sea led  enve lope  
m arked  ‘confiden tia l for m edica l d irector on ly’ appended  to  th is app lica tion , and  ind ica te  he re  tha t add itiona l 
in form ation  is  p rovided  separa te ly in  th is m anner.  

Th is in form ation  is  sought to  enab le  an  assessm ent to  be  m ade  as to  whe ther you  can  safe ly pe rform  the  
inheren t/reasonable  requ irem ents of the  work which  you  seeking to  pe rform  a t the  hosp ita l by subm itting th is 
app lica tion , or whe ther any reasonable  ad justm ents m ight be  requ ired  to  ensure  tha t you  can  work a t the  hosp ita l 
in  a  way tha t ensures pa tien t sa fe ty. 

 

 
 

 

http://rch.mhr.com.au/Upload/PDs/www.medicalboard.gov.au
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12. Re gu la t o ry a n d  in d e m n it y in fo rm a t ion  
 

Medica l Board  of Austra lia  Registra tion  

Is th is registra tion  tem porary? 

If yes, p rovide  de ta ils . 
(Attach  a  copy of curren t registra tion  ce rtifica te ) 

Registra tion  num ber 

Yes
   
No 

 

If you  have  registra tion  pe rta in ing to  an  a rea  of need , p lease  de ta il the  type  of assessm ent 
p rocess undertaken  prior to  registra tion  

 

Are  you  registe red  as a  m ed ica l p ractitioner in  any o the r sta te  or te rritory of Austra lia , or in  
another country?  If so , p lease  specify. 

Yes  

No 

If you  have  a  specific registra tion  and /or a re  requ ired  to  undertake  supervision  p lease  
p rovide  de ta ils  includ ing nam e and  loca tion  of supervisor and  frequency of supervision  

 

Do you  have  any conditions or re strictions p laced  on  your registra tion  (e ithe r in  Victoria  or 
e lsewhere )? If so , p lease  p rovide  fu ll de ta ils  

Yes    

No 

In  the  past have  you ever had  any conditions or re strictions p laced  on your registra tion  (e ithe r 
in  Victoria  or e lsewhere )?  If so , p lease  p rovide  fu ll de ta ils  

Yes  

No 
Curren t m edica l indem nity cover (if app licab le )  

- a ttach  a  copy of curren t policy renewal ce rtifica te  

Expiry da te  of curren t 
policy 

Is your p roposed  scope  of clin ica l p ractice  re flected  in  or covered  by your curren t m edica l 
indem nity insurance? 

Yes 

No 

Have  the re  ever been  or a re  the re  curren tly pending any cla im s, se ttlem ents or judgm ents 
aga inst you? 

Yes 

No 

Has your curren t or any p revious m edica l de fence  organ isa tion /insure r ever excluded  or 
reduced  any specific a rea  of p ractice  or te rm inated  or den ied  coverage? 

Yes 

 

No 

If the  answer to  any of the  above  is  YES, p lease  p rovide  a  de ta iled  exp lana tion  (and  specify 
the  nam e of the  re levan t m edica l de fence  organ isa tion /insure r). 

 
 
 

Do you  have  a  Provider num ber for the  Royal Child ren’s Hosp ita l? 

If YES, is  it subject to  any restrictions? 

If YES p lease  p rovide  de ta ils  

If re strictions app ly, p lease  p rovide  fu ll de ta ils . 

Yes  No 

 

Yes   No 

___________________ 

 

Do you  have  a  Prescribe r Num ber? 

If YES p lease  p rovide  de ta ils .  

Yes  No 

___________________ 
 

Are  you  a  recognised  specia list under the  re levan t ju risd iction  for the  purposes of the  
paym ent of Medicare  benefits  to  your pa tien ts? 

Yes   No 
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13. Disclosu re  a b ou t  d iscip lin a ry a ct ion s / cr im in a l a ct ivit y   

Have  you  ever been  the  sub ject of d iscip linary action  in  the  course  of your work as a  m edica l 
p ractitioner?   

Yes   No 

If YES, p lease  describe . 

 

 

Have  you  ever been  the  sub ject of p rior d iscip linary action  or p rofessional sanctions im posed 
by any registra tion  board  (whe ther in  Victoria  or e lsewhere )?  

 

Yes  No 

If YES, p lease  describe . 

 

 

Have  you  ever been  the  sub ject of any investiga tion , inqu iry or find ings by any registra tion  
board  (whe ther in  Victoria  or e lsewhere ) in  re la tion  to  your ab ility to  p ractise  or have  d irect 
pa tien t con tact, or regard ing your p rofessional pe rform ance  or your p rofessional conduct? 

Yes   No 

Have  you  ever been  convicted  or found  gu ilty of any crim ina l offence , includ ing a  drug or 
a lcohol re la ted  offence? 

Are  you  the  sub ject of pending crim ina l charges? 

Yes   No 
 

Yes   No 

If YES to  any of the  above , p lease  p rovide  fu ll de ta ils . Or, if you  pre fe r, p rovide  the  in form ation  
in  a  sea led  enve lope  m arked  ‘confiden tia l for m edica l d irector on ly’ appended  to  th is 
app lica tion , and  ind ica te  he re  tha t add itiona l in form ation  is  p rovided  separa te ly in  th is 
m anner. 

 
 
 
 
 

 

Have  you  ever had  any adverse  find ings m ade  aga inst you tha t m ay be  re levan t to  your 
appoin tm ent (in  add ition  to  anyth ing you  m ay have  noted  above)? 

Yes   No 

If YES, p lease  p rovide  fu ll de ta ils . 

 

 
If you require  furt he r spa ce  t o a nswer a ny quest ions, plea se  a t t a ch sepa ra t e  pa ges, ident ified wit h t he  re leva nt  
sect ion  num ber.  
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14.  Re fe re e s  

Please  p rovide  de ta ils  of th ree  independent p rofessional re fe rees, p re fe rab ly a t le ast two in  your specia lty, who have  
been  in  a  position  to  judge  your qua lifica tions and  experience  during the  past five  years and  who have  no conflict o f 
in te rest in  p rovid ing a  re fe rence . 

Re fe re e  1 
Nam e  

Position  he ld  curren tly   

Professional address  

 

Phone  (BH)  

Phone  (Mobile )  

Fax  

e -m ail address  

Re fe re e  2 
Nam e  

Position  he ld  curren tly  

Professional address  

 

Phone  (BH)  

Phone  (Mobile )  

Fax  

e -m ail address  

Re fe re e  3 
Nam e  

Position  he ld  curren tly  

Professional address  

 

Phone  (BH)  

Phone  (Mobile )  

Fax  

e -m ail address  
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15.  Agre e m e n t / u n d e r t a k in gs  

I understand  tha t in  assessing m y applica tion  for appoin tm ent as a  visiting m edica l p ractitioner, the  hea lth  se rvice  will 
m ake  additiona l enquirie s as to  m y su itab ility for the  position . 
 

I au thorise  the  hea lth  se rvice  to  conduct a  crim ina l h istory check in  re la tion  to  m y h istory.  Yes  No 

I au thorise  the  hea lth  se rvice  to  ob ta in  in form ation  re levan t to  m y applica tion  from  the  Medica l 
Practitioners Board  of Austra lia  and  any o the r board  regu la ting hea lth  p ractitioners, whe ther 
in  Victoria  or e lsewhere . 

Yes   No 

I au thorise  the  hea lth  se rvice  to  ob ta in  in form ation  re levan t to  m y applica tion  from  m y curren t 
and  any previous m edica l indem nity organ isa tion /insure r. 

Yes   No 

I au thorise  the  hea lth  se rvice  to  ob ta in  in form ation  re levan t to  m y supervision  requ irem ents 
(where  app licab le ). 

Yes   No 

I au thorise  the  hea lth  se rvice  to  seek in form ation  as to  m y past experience , pe rform ance  and  
curren t fitness from  m y re fe rees and  from  othe r pe rsons as the  hea lth  se rvice  conside rs 
appropria te , includ ing any re levan t hea lth  se rvice , college  or o the r p rofessional organ isa tion . 

Yes   No 

I au thorise  access to  the  above  in form ation  by represen ta tives of the  hea lth  se rvice ’s 
creden tia ling com m ittees. 

Yes   No 

If appoin ted , I agree  to  fam ilia rise  m yse lf with  re levan t hosp ita l by-laws, policies and 
procedures and  to  ab ide  by them . 

Yes  No 

If appoin ted , I agree  to  ab ide  by confiden tia lity and  privacy ob liga tions and  understand  tha t 
b reaches m ay resu lt in  the  cessa tion  of m y appoin tm ent. 

Yes  No 

I agree  to  notify the  Director of Medica l Se rvices/m edica l leader of any even t/situa tion  which  
m ay im pact on  m y ab ility to  exercise  m y scope  of clin ica l p ractice , whe ther it be  due  to  m edica l 
registra tion  m atte rs or o the rwise . This includes m atte rs about which  I conside r tha t the  
Director of Medica l Se rvice s/m edica l leader would  wish  to  be  in form ed and , as a  m in im um , 
includes the  kinds of in form ation  covered  in  th is app lica tion  (such  as any crim ina l charges or 
convictions, reductions in  registra tion  or insurance). 

Yes  No 

If appoin ted , I agree  to  com ply with  re levan t ongoing educationa l/ce rtifica tion  program s of m y 
college /associa tion /jo in t consu lta tive  com m ittee  and  to  fu rn ish  de ta ils to  the  hea lth  se rvice  on  
an  annual basis as requested  by the  Director of Medica l Se rvices/m edica l leader. 

Yes  No 

If appoin ted , I agree  to  participa te  in  annua l pe rform ance  appra isa l. Yes  No 

I agree  to  p rom ptly notify the  Director of Medica l Se rvices/m edica l leade r of any adverse  clin ica l 
inciden t I am  involved  in  or becom e aware  of. 

Yes  No 

If appoin ted , I agree  to  work with in  m y defined  scope  of clin ica l p ractice  and  to  m ake  a  fu rthe r 
app lica tion  should  I seek to  extend  the  scope  of clin ica l p ractice  gran ted  to  m e . 

Yes  No 

If appoin ted , should  any question  as to  m y creden tia ling or clin ica l p ractice  a rise , I agree  tha t 
the  hea lth  se rvice  m ay m ake  such  inquirie s as it conside rs necessary to  assess whe ther tha t 
creden tia ling or m y scope  of clin ica l is  appropria te . 

Yes  No 
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De cla ra t ion  

As recommended under the Standa rd for Credentia ling and Defining the Scope of Clinica l Practice of the Austra lian Commission 
for Sa fety and Qua lity in Hea lth Ca re with respect to the informa tion required for initia l credentia ling of a  medica l practitioner, 
the hea lth service requires tha t the following decla ra tion is completed by applicants. 

I he reby decla re  tha t I have  not been  sub ject to  any prior change  to  the  de fined  scope  of clin ica l p ractice , or den ia l, 
suspension , te rm ination  or withdrawal of the  righ t to  p ractise  (o the r than  for organ isa tiona l need  and /or capab ility 
reasons) in  any o the r organ isa tions and  tha t I have  not been  sub ject to  any prior d iscip linary action  or p rofessional 
sanctions im posed  by any registra tion  board . 

I he reby decla re  tha t the  in form ation  con ta ined  in  th is app lica tion  is  true  and  correct. 
 
 
 
 
Signature  of Applican t ……………………………………………………Date   ……………………………… 
 
 
 
 
 
 
Ple a se  n o t e :  If fo r  a n y r e a son  you  a re  u n a b le  t o  s ign  t h e  De cla ra t ion  a b ove , p le a se  e xp la in  t h e  cir cu m st a n ce s . 
 
Ce r t ifie d  Cop ie s  o f r e q u ir e d  d ocu m e n t a t ion  MUST b e  p rovid e d  t o  t h e  fo llow in g a d d re ss :  
 
HR Ad viso r , Se n io r  Me d ica l Workfo rce   
Th e  Roya l Ch ild re n ’s  Hosp it a l, Me lb ou rn e  
50 Fle m in gt on  Roa d , 
Pa rkville  Vic 3052 
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