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(Application for RECLASSIFICATION as FELLOW)

SPECIALTY BOARD
Philippine Pediatric Society
52 Kalayaan Avenue, Diliman Quezon City Tel. No. 8926-6758 / 8926-6759
Website: www.pps.org.ph
E-mail: ppsinc@pps.org.ph




PERSONAL DATA
Surname, Given Name, Middle Name: 
Sex: 	Civil Status: 
Nationality:	PRC Number: 
Date of Birth (MM/DD/YY):	Age: 








Address: 
Mobile Number:	Email Address: 
Medical School:	Year Graduated: 
Date inducted as Diplomate (MM/DD/YY):

TRAINING AND WORK HISTORY
I. RESIDENCY
	Institution
	Training Period (MM/YY)
	Department Chair

	
	Date Started
	Date Ended
	

	
	
	
	


II. SUBSPECIALTY TRAINING add spaces as needed
	Subspecialty
	Institution
	Training Period (MM/YY)
	Section Chief

	
	
	Date Started
	Date Ended
	

	
	
	
	
	


III. ACADEMIC DEGREES add spaces as needed
	Degree
	Institution
	Training Period (MM/YY)
	Dean

	
	
	Date Started
	Date Ended
	

	
	
	
	
	


IV. RESEARCH PAPERS AND PUBLICATIONS add spaces as needed
	Title
	Authorship
(Primary or Co-author)
	Publication Status
(Published or Unpublished
	Year

	
	
	
	



V. TEACHING EXPERIENCE add spaces as needed
	School
	Department
	Academic
Rank
	Date Started
(MM/YY)
	Date Ended
(MM/YY)
	Department
Chair

	
	
	
	
	
	


VI. PEDIATRIC PRACTICE add spaces as needed
	Type of Practice
(Hospital or Community)
	Hospital or Place
of Practice
	Date Started
(MM/YY)
	Date Ended
(MM/YY)
	Department
Chair or Chapter President

	
	
	
	
	


VII. SUMMARY OF CPD UNITS FROM THE PPS CONVENTION (AT LEAST 60 UNITS PER YEAR) add spaces as needed
	Year
	Units Earned

	
	


VIII. SUMMARY OF CPD UNITS FROM PPS-ACCREDITED CONFERENCES (AT LEAST 25 CPD UNITS PER YEAR) add spaces as needed
	Year
	PPS Accredited Scientific Activities
	Units
Earned

	20___
	
	

	
	
	

	                                                                                                                                     TOTAL
	

	20___
	
	

	
	
	

	                                                                                                                                      TOTAL
	


IX. DATES OF PREVIOUS APPLICATION FOR RECLASSIFICATION, IF ANY. add spaces as needed
	Date of Applications

	



I attest that the information provided above are TRUE and ACCURATE to the best of my knowledge.


   Name and Signature of Applicant	                      Date of Application (MM/DD/YY)


FOR THE SPECIALTY BOARD USE ONLY

Date Received: ___________________________ 
Date of Deliberation: ___________________________      Action Taken: (  ) Approved     (  ) Disapproved
Remarks: ___________________________________________________________________________

________________________	________________________	_____________________________
      Date of Examination		 SB Secretary			        SB Chair






FOR THE SECRETARIAT USE ONLY

Amount Paid: Php _______________	OR Number _________________	      Date _______________
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