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Before completing this form, please read the newest Fellowship regulations
If you are uncertain about any aspect of this application, please contact RNZCGP on +64 4 496 5999 or alternatively email drhmnz@rnzcgp.org.nz
Send your completed application and supporting documents to:

The Royal New Zealand College of General Practitioners

Level 4, 50 Customhouse Quay, Wellington 6011, PO Box 10440, Wellington 6143, New Zealand
Attention: Division of Rural Hospital Medicine
T: +64-4-496 5999 | F: +64-4-496 5997

E: drhmnz@rnzcgp.org.nz | W: www.rnzcgp.org.nz

	1. Personal Details
Please provide name as registered with the Medical Council of New Zealand.  

	Title:      
	Surname:      
	First names:      

	Known as: 
     
	Gender:         FORMCHECKBOX 
 Male
    FORMCHECKBOX 
 Female

	Date of Birth: 
      /       /      

	Preferred email address (individual):      

	Home address:      

	City:      
	Postcode:      

	Home Phone: (    ) 
	
Mobile: 
     

	Practice name:      

	Practice address:      

	City:      
	
Postcode:      

	Work Phone: (    )      

	Preferred mailing address: 


 FORMCHECKBOX 
 Home
 FORMCHECKBOX 
 Practice

	Which ethnic group(s) do you belong to?
 FORMCHECKBOX 
 New Zealand European
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
 Māori
 FORMCHECKBOX 
 Other European
 FORMCHECKBOX 
 Samoan
 FORMCHECKBOX 
 Cook Island Māori
 FORMCHECKBOX 
 Tongan
 FORMCHECKBOX 
 Niuean
 FORMCHECKBOX 
 Tokelauan
 FORMCHECKBOX 
 Fijian
 FORMCHECKBOX 
 Other Pacific Peoples
 FORMCHECKBOX 
 Southeast Asian
 FORMCHECKBOX 
 Chinese
 FORMCHECKBOX 
 Indian
 FORMCHECKBOX 
 Other Asian
 FORMCHECKBOX 
 Middle Eastern
 FORMCHECKBOX 
 Latin American
 FORMCHECKBOX 
 African
 FORMCHECKBOX 
 Other – please specify:      



	2.
Medical Registration – New Zealand: 

	Date of registration in New Zealand:      
	MCNZ Reg. No.:      

	Type of registration:
 FORMCHECKBOX 
 Provisional
 FORMCHECKBOX 
 General
 FORMCHECKBOX 
 Vocational
 FORMCHECKBOX 
 Other - please specify      

	Date included on Vocational Register (in the scope of general practice):
     


	3.
Medical Registration – Australia: 

	Date of registration in Australia:      
	AHPRA Reg. No.:      

	Type of registration:
 FORMCHECKBOX 
 Specialist
 FORMCHECKBOX 
 Other – please specify      


Please provide certified copies of overseas qualifications with your application.

	4.
Academic Background 
	Date
	Qualification
	University / College / Country

	Primary medical qualification
	
	
	

	
	
	
	

	Other medical qualifications
	
	
	

	
	
	
	


	5.
Employment 

	State your present positions or appointments and indicate how your time is divided between each
(in tenths of a working week to a maximum of 10 tenths)
	     


	6.
Faculties and Chapters

	For support at local level, all new members of the College are allocated to a regional Faculty.

Chapters are optional groups revolving around areas of practice.

Do you wish to be part of the Rural General Practitioners Chapter?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

Please note you will automatically be part of the Division of Rural Hospital Medicine Chapter



Do you wish to be part of the Pacific Chapter?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
If you are of Māori descent, would you like to join, or learn more about

our Māori representative group Te Akoranga a Māui?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No



	6.
Declaration 

	· By becoming a member of the RNZCGP you agree to uphold and promote the objects of the College.

· As a member, you agree to abide by the RNZCGP Rules.  You will keep the RNZCGP informed of any changes of address and other contact information and of changes in your position or employment.

· Submitting this application means you accept liability for the subscription payment once invoiced.  RNZCGP membership is individual and membership remains with you, regardless of your employment or who funds your membership.

· Your RNZCGP membership commences on the date your application is accepted and your fees will cover the period until the 31st March following, at which time you will be invoiced for the next year’s fees at the rate then applying, unless you formally resign your membership.  Should you resign, all outstanding fees and levies must be paid in full.

	I accept the membership terms and conditions

 FORMCHECKBOX 



	Signature of Applicant:  
Date:       
(or signed electronically)



	CHECKLIST OF ENCLOSURES

	Please enclose the following:


Certified copy of FACRRM certificate

Letter from ACRRM stating: 

1. that you gained FACRRM via the assessment, independent pathway or prior specialist pathway in Australia and the date gained

2. your financial good standing with the ACRRM
3. that you are up to date with all the requirements of ACRRM’s QI & CPD Programme

Certificate of Professional Status from MCNZ or Certificate of Registration Status from AHPRA (copy obtained from MCNZ if within 6 months of NZ registration)

Copy of Triennium Credit Point Statement including up to date resuscitation

Evidence that you have at least 12 months experience during or after vocational training in a rural hospital health setting



Please return the completed application and supporting documents to:
Email: DRHMNZ@rnzcgp.org.nz


Address:

The Royal New Zealand College of General Practitioners

Level 4, 50 Customhouse Quay, Wellington 6011, PO Box 10440, Wellington 6143, New Zealand
Attention: Division of Rural Hospital Medicine 
Thank you for completing this application. 
You will receive membership information and an invoice for your subscription fees upon acceptance.
�
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