THE HONG KONG COLLEGE OF FAMILY PHYSICIANS

2024 Supplementary Exit Examination of Vocational Training in Family Medicine

Application Form


(can type into the yellow field)
PERSONAL INFORMATION

	Name (Block Letters, Surname first): 


	中文姓名 （如適用）



	Age:  
	Sex:  
	

	Date of birth (dd/ mm/ yyyy): 


CONTACT INFORMATION

	Mobile phone: 
 
	Back-up contact phone number:  

	E-mail: 
 

	Mailing Address: 
 


APPLICATION STATUS (tick as applicable):
	 FORMCHECKBOX 
   I would like to re-attempt the following Segment(s) in this application (tick from below as applicable):
 FORMCHECKBOX 
  Research

 FORMCHECKBOX 
  Clinical Audit

 FORMCHECKBOX 
  Consultation Skill Assessment

 FORMCHECKBOX 
  Practice Assessment; in which I need to re-attempt (circle below as appropriate):

 FORMCHECKBOX 
 Random check /  FORMCHECKBOX 
 Part CII (DD management) / 
 FORMCHECKBOX 
 Part D (Medical records) /  FORMCHECKBOX 
 Part E (Investigations)

When re-attempting Practice Assessment (PA), all the unsucessful Part(s) of the PA have to be taken.

	 FORMCHECKBOX 
    I had passed the following Segment(s) of Exit Examination (tick and enter the year as applicable):

	Research
	 FORMCHECKBOX 

	(yyyy)  
 FORMTEXT 

     
   full /  FORMCHECKBOX 
 supplementary

	Clinical Audit
	 FORMCHECKBOX 

	(yyyy)  
 FORMTEXT 

     
   full /  FORMCHECKBOX 
 supplementary

	Consultation Skill Assessment
	 FORMCHECKBOX 

	(yyyy)  
 FORMTEXT 

     
   full /  FORMCHECKBOX 
 supplementary

	Practice Assessment
	 FORMCHECKBOX 

	(yyyy)  
 FORMTEXT 

     
   full /  FORMCHECKBOX 
 supplementary

	Pass in each Segment is valid for five years. Candidate must have valid passes in three Segments (Research or Clinical Audit, Consultation Skill Assessment, and Practice Assessment) to achieve overall pass in Exit Examination.


a) HONG KONG MEDICAL COUNCIL FULL REGISTRATION
	MCHK Registration number: 
 
	Registration date: 
 


b) HONG KONG COLLEGE OF FAMILY PHYSICIANS (HKCFP) MEMERSHIP
	Membership number: 

FP 
	Membership status (Fellow/ Full/ Associate member):  


c) CME & CPD REQUIRED BY HKCFP QUALITY ASSURANCE PROGRAM
	Have you fulfilled the CME & CPD requirement under HKCFP Quality Assurance Program in the preceding year (yes / no)? 
 FORMCHECKBOX 
 Yes                FORMCHECKBOX 
 No


d) QUALIFICATION IN FAMILY MEIDCINE / GENERAL PRACTICE RECOGNIZED BY HKCFP

	The qualification
	Year obtained

	
	

	
	

	
	


e) HIGHER TRAINING IN FAMILY MEDICINE UNDER BOARD OF VOCATIONAL TRAINING AND STANDARDS (BVTS), HKCFP
	 FORMCHECKBOX 
 I am holding Certification of Completion of Higher Training issued by BVTS dated: 
       


f) MEETING THE REQUIREMENT OF INDIVIDUAL EXAMINATION SEGMENTS
Please fill in the Segment(s) related to your application:

	Research

	I had sought ethics approval from a recognized authority dated (mm/yyyy) 
I had presented my study in the College’s Research & Clinical Audit Forum dated (mm/yyyy) 


	Clinical Audit

	I had presented my study in the College’s Research & Clinical Audit Forum dated (mm/yyyy) 


	Practice Assessment

Please indicate the practice that you prepared PMP report. Practice Assessment will take place in this venue. All your examination material must come from this practice.

	Date of PMP visit (for Session I): 
Date of PERM assessment (for Part D):     
Practice name: 
Address: 
Telephone number: 
Fax number: 
Practice nature (please circle one): 

Public ( FORMCHECKBOX 
 Hospital Authority /  FORMCHECKBOX 
 Department of Health) 

Private ( FORMCHECKBOX 
 Hospital /  FORMCHECKBOX 
 Group /  FORMCHECKBOX 
 Solo)
Others (please specify: 

	Please indicate the time in the session(s) in a usual week that you would provide consultation and services described in your PMP (e.g. dispensary, minor operations)  
Practice Assessment will take place within one of these sessions.

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday

	Morning
	
	
	
	
	
	

	Afternoon
	
	
	
	
	
	


	Consultation Skill Assessment

All the video recording can be done in up to three different medical practices. Please indicate:

	Practice 1

Practice name: 
Address: 
Demo video file submitted (must do before 17 May 2024):          FORMCHECKBOX 
 YES                FORMCHECKBOX 
 NO
Telephone number: 
Fax number: 
Practice nature (please tick one): 

Public ( FORMCHECKBOX 
 Hospital Authority /  FORMCHECKBOX 
 Department of Health) 

Private ( FORMCHECKBOX 
 Hospital /  FORMCHECKBOX 
 Group /  FORMCHECKBOX 
 Solo)

	Practice 2
Practice name: 
Address: 
Demo video file submitted (must do before 17 May 2024):          FORMCHECKBOX 
 YES                FORMCHECKBOX 
 NO
Telephone number: 
Fax number: 
Practice nature (please circle one): 

Public ( FORMCHECKBOX 
 Hospital Authority /  FORMCHECKBOX 
 Department of Health) 

Private ( FORMCHECKBOX 
 Hospital /  FORMCHECKBOX 
 Group /  FORMCHECKBOX 
 Solo)

	Practice 3
Practice name: 
Address: 
Demo video file submitted (must do before 17 May 2024):          FORMCHECKBOX 
 YES                FORMCHECKBOX 
 NO
Telephone number: 
Fax number: 
Practice nature (please circle one): 

Public ( FORMCHECKBOX 
 Hospital Authority /  FORMCHECKBOX 
 Department of Health) 

Private ( FORMCHECKBOX 
 Hospital /  FORMCHECKBOX 
 Group /  FORMCHECKBOX 
 Solo)


EXAMINATION FEE (tick as applicable):
	Research
	 FORMCHECKBOX 

	HK$ 8,000

	Clinical Audit
	 FORMCHECKBOX 

	HK$ 8,000

	Consultation Skill Assessment
	 FORMCHECKBOX 

	HK$ 10,500

	Practice Assessment
	 FORMCHECKBOX 

	HK$ 10,500

	Adminstrative fee                                              (
	HK$ 9,000

	Total
	HK$ 


A cheque of the appropriate fee made payable to “HKCFP Education Ltd.” should be enclosed with the application. 
	
	Cheque number: 


DECLARATION
I hereby apply for the Exit Examination of Vocational Training in Family Medicine, HKCFP; and agree:

· to abide to the regulations of the Exit Examination as determined by the Specialty Board; including

· to have my consultations, practice and medical records assessed by Examiners appointed by the Specialty Board; and
· to have my examination material used by the Specialty Board for Exit Examination quality assurance; and

· if necessary, to meet Chairperson of Specialty Board, Board of Censors and their delegates.
I hereby enclose a cheque of HK$ 
	Signature: 
	

	Name: 
	Date: 


APPLICATION CHECKLIST
	Application will be processed only if all the required documents are submitted with the application form or before the specified dates.

	 FORMCHECKBOX 

	Completed Application Form

	 FORMCHECKBOX 

	Copy of Certificate of Completion of Higher Training

	 FORMCHECKBOX 

	Examination fee (Cheque of the appropriate fee made payable to “HKCFP Education Ltd.”) 

	 FORMCHECKBOX 
 Research

	 FORMCHECKBOX 

	Document of ethics approval by recognized authority

	 FORMCHECKBOX 

	The study presented in College’s Research & Clinical Audit Forum

	 FORMCHECKBOX 

	The report certified by Clinical Supervisor

	 FORMCHECKBOX 

	Submit 4 copies and a word file (.doc or .docx) of the report before 1 August 2024.

	 FORMCHECKBOX 
 Clinical Audit

	 FORMCHECKBOX 

	The study presented in College’s Research & Clinical Audit Forum

	 FORMCHECKBOX 

	The report certified by Clinical Supervisor

	 FORMCHECKBOX 

	Submit 4 copies and a word file (.doc or .docx) of the report before 1 August 2024.

	 FORMCHECKBOX 
 Consultation Skill Assessment

	 FORMCHECKBOX 

	Submit demo video file to College (one for each Practice) on or before 17 May 2024 IF the practice has been changed.

	 FORMCHECKBOX 
 Practice Assessment

Re-attempt candidate can submit the following document before 17 June 2024

	 FORMCHECKBOX 

	A copy of PMP report IF the practice location has been changed AND the candidate needs to re-attempt ‘Random check’ or ‘Part C II (dangerous drugs management)’ 

	 FORMCHECKBOX 

	4 copies of required Attachments 


FOR OFFICE USE ONLY

	Candidate No
	


	Checked and Approved by Membership Committee
	
	Date
	

	Checked and Approved by BVTS
	
	Date
	

	Checked and Approved by Specialty Board
	
	Date
	


RECOMMENDATIONS (Delete as appropriate)

By Specialty Board 

Recommended for Certification of Completion and Passing the Exit Examination

Date__________________



Signature________________________

By Censors

Recommended for Certification of Completion and Passing the Exit Examination

Date__________________



Signature________________________

College Council
Nomination for Fellowship of the Hong Kong Academy of Medicine / Deferred / Not Elected

Minutes of _____________________ Council Meeting

Date__________________



Signature________________________

Entry into College Register
Date__________________



Signature________________________

Photo here





Candidate number


(official use only)
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