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NAME AGE AND QUALIFICATION(S)
OF THE MEDICALPRACTITIONER(S)
SUPERVISING THE NURSING HOME
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THE MEDICAL PRACTITIONER OR
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NAME, AGE, QUALIFICATION (S) OF
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NAME, AGE & QUALIFICATIONS OF
MEMBERS OF THE NURSING
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PROPORTION OF THE QUALIFIED
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THE NAMES OF QUALIFIED
MEDICAL PRACTITIONERS &
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WHETHER ANY UNREGISTERED/
MEDICAL PRACTITIONER(S)
UNQUALIFIED NURSE/ MIDWIFE IS
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WHETHER ANY PERSON OF
FOREIGN NATIONALITY IS
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WHETHER THE APPLICANT IS
INTERESTED IN ANY OTHER
NURSING HOME OR BUSINESS.
AND IF SO, THE PLACE WHERE
SUCH NURSING HOME IS
SITUATED OR WHERE SUCH
BUSINESS IS CONDUCTED &
PARTICULARS THEREOF
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If the space is insufficient, please use the separate sheet for each column.
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