ONR—IL, HEEHEAAETT

DA M5G 2E2 INIPORTANT THE

OLLEGE STREET, TORONTQO, CANADA M5 )

BOXPPLICANT: E@ELEGE
PHYSICIANS

READ INSTRUCTIONS CAREFULLY!
AND

SURGEONS

DO NOT SEND INCOMPLETE FORM BACK TO THIS COLLEGE.

ITIS YOUR RESPONSIBILITY TO HAVE THIS FORM COMPLETEDBY
ALLMEDICAL LICENSING AUTHORITIES WHERE YOU HAVE BEEN
REGISTERED.

FAX: (416) 961-3330

" TOLL FREE: {800) 268-7096
" TEL: (416) 967-2600
INFORMATION PROVIDED ON THIS FORM IS VALID FOR SIX

MONTHS ONLY. UPDATED INFORMATION WILL BE REQUIRED IF

YOUR CERTIFICATE OF REGISTRATION IS NOT ISSUED WITHIN

THAT PERIOD.

CONSENT FOR RELEASE OF INFORMATION

TO THE COLLEGE OF PHYSICIANS AND SURGEONS OF ONTARIO
e L D Y THYSICIANS AND SURGEONS OF ONTARIO.

- This section to be completed by the Applicant- — Dt/ 3 (3, BHEENLEAT S,
Japan BAEERRIFRETHE EHh

(province, state, territory or country)

To the Medical Licensing Authority in:

I am applying for a certificate of registration to practise medicine in the province of Ontario, Canada, and

before my application can be assessed, information relating to my qualifications and medical practice

activities in your jurisdiction is required. FL (37> 4! A M CEREITSTHODBREAFER TS . DI,
BAIZEITEIDERLE T TV ERIZET HEHRIBETT,

I hereby authorize your releasing to the College of Physicians and Surgeons of Ontario all information

requested below and any other information respecting me which you deem relevant tomy present application

for a certificate of registration to practise medicine in Ontario, Canada. . _ _
it COBRITELT. FRODESERE CEBET T o5 EN BRI AN 5oL ERIET .
I'request the completed form and any appended information to be forwarded directly to: e
A, ERLECORBERMSNI-2TOERD, TEDEMRICERBEGRESNSCEFEELET .
The College of Physicians and Surgeons of Ontario
Registration Department
80 College Street
Toronto, Ontario, Canada
MS5G 2E2
FhE. SOV —ERICELTHLEEAEREZERTS

I'understand you may require a fee for this service. ML EETHEELES,
REEDKA EEERES
Full Name of Applicant (Print or Type) Licence Number :
BEBEDY A YA % Tt B (EE)
Signature of Applicant Date
== =
FHEE DERT *Note to the Applicant: A completed form is required
from the medical licensing authority in every
Jurisdiction where you have practised medicine,
postgraduate training appointments included. You may
Applicant's Address photocopy this form if you require additional

Protecting the public . .

copies.

. guiding the profession
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- This section to be completed by the Medical Licensing Authority -
OtV avIE EMBHFRITHEGE: BAOEMEERRISOVTREZER)NEEAT S,

1. This is to verify that, (FEEDEN) ~ZEZZIZGEAT %,

Dr. ‘g—:—:—) —HREEORANA—IFRIETAS,
Full Name of Applican

5 Gradusted From: FEFBENRBLET 0T, ZETHIETT.
% | f-E= g Name of Medical School

b) Has been issued the following licence(s) by this medical licensing authority:
COHEICESERMBHFERITINCE(ZAT D).
Type of Licence Licence Number Date Issued Date Expired/Cancelled

COEMAIE. BEFEBEBICRBEEANBFREOLTOWETOT. EETHBELLLET,

Has the following specialty qualification(s) which is recognized by this medical licensing
authority: ~ ZODHEHICEROONI-UTOEMEERZE IS &L (ZRT D).

Specialty Granted By Dat
Pediatrics Japan Pediatric Society Q

HFEES (MNERD REFRA(BRNMNERER) REFAHB (AR

Undertook the following postgraduate training appointment(s) in the jurisdiction governed
by this medical licensing authority: — DD EE T HHIEICE VT, LITDEZERIHEE
ZF1=C&(ZEAT D),

Type of Program Hospital/Universi o
Pediatrics ABC Hospital ‘Emm\
Pediatrics XYZ Hospital
PETOI S L4 PHE TR ER HHEEAR (T

—————— ————
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2. Has the above-named physician ever been the subject of an inquiry or an investigation by this

licensing authorityinvolvingan allegation of professional misconduct, incompetence, incapacitation

or any like allegation?

3. Is the above-named physician currently the subject of an inquiry or investigation by this licensing
authority involving an allegation of professional misconduct, incompetence, incapacitation or any

like allegation?

4, Does the above-named physician appear in the records of this licensing authority as having been
subject to reduced or cancelled privileges by a board of governors of a hospital due to incompetence,
negligence, incapacitation or any form of professional misconduct?

5. Have there ever been any disciplinary or fitness to practise findings, or any like findings, made by
this licensing authority against the above-named physician?

Yes No

Yes No

Yes No

3/ T Ty rrr——

answered to question 2,3,4 or 5 please provide all relevant

EMEREHEE (BRPMNEMER)
Japan Pediatric Society

Name and Title of
Medical Licensing Authority Official

Name of Medical Licensing Authority

HMEREHEAORKREDESRL (Y1) ERL-B(ERE)

Signature of Medical Licensing Authority Official Date

FRrE. E-mail7RL R
EMEREHED
BN, F=FTURR
Seal or Stamp of

Mailing Address & E-Mail Address Medical Licensing

FIEEE Authority to be

Affixed Here
'ephone Number
;XQ@%

WAREG\SCHEDULEVCFRI - Rev. October |, 1997
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