
Pembroke Regional Hospital  
Medical Trainees Application 
Required	fields	are	marked	with	an	asterisk	(*).	

Last	Name:	*	 	 First	Name:	*	 	

Address:	*	 	

City:	*	 	 Province:	 														

Country:	
			

	
Postal:	*	 	

Phone:	 	 Fax:	 	

Pager:	 	 Cell:	 	

Email:	*	 	

Mother's	
Maiden	Name:	
*	
(For	Security	
Reasons)	

	

University:	*	 	
University/Stud
ent	ID	No:	

	

Name	of	Program	
Director:	*	

	

Medical/Dental	
Degree	From:	*	

	

	
Level	of	Education:	*					
 

 

    

     

    

  



  

  

  

  

  

  

 

  

 

    

 

  

 

    

    

 
 
 

 
 
 
 
 

 

 
 
	


