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APPLICANT INFORMATION

Name: 														

Address: 													

	   													

	   													
Telephone: 		   Fax Number: 		 	 E-mail: 				
CPSA Registration Number or Tracking Number (if applicable):  _____________________________________
I am a:   Family Practitioner   
                Specialist (Please specify) 						
                Resident (Please specify discipline) 						 

                                    (Year of Post-Graduate Training) 					

Training in ECG Interpretation: 										

														

														

Number of ECGs interpreted per month over past year: 							

ECG EXAMINATION FEE 

 I have enclosed a signed cheque 

 I have provided my Credit Card information on the attached form and approve the College to charge me 


Signature: 							Date:						
									                    (dd/mm/yyyy)


Please complete, print and fax to 780-428-2712


[image: ]
Credit Card Payment Form




Full Name: _____________________________________________________

CPSA Registration or CPSA tracking number: _________________________

Complaint/Facility/File # (if applicable): _________________________________


To pay by VISA, MasterCard or American Express complete and forward the following information to the College of Physicians & Surgeons of Alberta:

[bookmark: Check1]|_| 	VISA
[bookmark: Check2]|_| 	MasterCard
[bookmark: Check3]|_| 	American Express

Card Number: ____________________________________

Expiry Date (MM/YY): ____________________________

Cardholder Name (Please Print):

________________________________________________
			

Cardholder Signature:

________________________________________________


	
Please note that this form and information will be destroyed 60 days following receipt.
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