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SRI LANKA MEDICAL COUNCIL  
APPLICATION FOR REGISTRATION AS MEDICAL PRACTITIONER UNDER SECTION 

29 OF THE MEDICAL ORDINANCE AS AMENDED BY ACT NO.25 OF 1988 
 

 

PLEASE FILL THE FORM IN BLOCK CAPITAL LETTERS 

FULL NAME        : ……………………………………………………………………………………………………………… 

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

MAIDEN NAME : ……………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………… 
(Name before Marriage – Females only) 

 
ADDRESS             : ……………………………………………………………………………………………………………… 

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

DEGREE OBTAINED : ……..………………………………………………………………………………………………… 

NAME OF UNIVERSITY / DENTAL FACULTY : ……………………………………………………………………… 

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

 

N.I.C No : ………………………………….…..…               DATE OF BIRTH :……………………………………….. 

GENDER: MALE/FEMALE       SEC 31 REGISTRATION NO : …………...…………………………………….. 

CONTACT TELEPHONE NO : (Residence) …………………………… MOBILE NO : ………..……………….. 

E-MAIL ADDRESS : ……………………………………..……………………………………………………………………… 

    …………………………..……                                                      ……………………………………………..……… 
                   DATE                                                                             SIGNATURE OF APPLICANT  

 
 
 
 

………………………………………………………..………………………………………………………..……   
Signature & Stamp (Seal) of Justice of Peace (J.P.) or Commissioner of Oaths                                                     

 

OFFICE USE ONLY 

REG. NO:……………………. 



 
 

Character Certificate  
 

[To be submitted to the Sri Lanka Medical Council for the purpose of registration as a Medical/ 
Dental Practitioner by the Medical Ordinance Chapter 105 as required under section 29(1)(a)]  
 

I, ……………………………………………………………………………………………………………………………………… 
(Full name of person certifying)   

 
of (ADDRESS) : …..……………………………………………………………………………………………………………… 
                                                 
…………………………………………………..……………………………………………………………………………………… 
 
Certify that (Full name of applicant)  : …..………………………………………………………………………… 
 
…………………………………………………..……………………………………………………………………………………… 
 
is known to me personally and I am aware that he/she is seeking Full Registration as 
Medical/Dental Practitioner with the Sri Lanka Medical Council.   
 
I certify that he / she is of Good Character.  
 
 
Date : …………………                                                                        ……....………………………………………… 
                                                                                                                                   Signature  
 
 
 
(Rubber Stamp / Seal)                          Designation : ……………………………………………………………. 
 
                                                                                       ……………………………………………………………. 
 

 

 

 

 

 

 

 

 

 

 



APPLICATION FOR A SLMC ID CARD 

DOCTOR 
PLEASE FILL IN BLOCK CAPITALS (use 01 cage for comma or dot.) 

SECTION:  

INITITIALS AND LAST NAME: 

SLMC NO: 

QUALIFICATIONS: MBBS(COLOMBO) 

ADDRESS: 

NIC NO: 

SIGNATURE: 

DATE: 

CONTACT NO: 

PHOTO 

(PASSPORT SIZE) 

29 



 

APPLICATION FOR A SLMC ID CARD 

DOCTOR 
PLEASE FILL IN BLOCK CAPITALS (use 01 cage for comma or dot.) 

SECTION:  

 

INITITIALS AND LAST NAME: 

                           

SLMC NO: 

 

 

QUALIFICATIONS: MBBS(COLOMBO) 

                        

                        

                        

ADDRESS: 

                        

                        

                        

NIC NO:  

            

 

SIGNATURE:  

 

 

 

 

DATE: 

 

 

CONTACT NO: 

PHOTO 

(PASSPORT SIZE) 

29 
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