
 

 

10.16 Have you ever resigned from a hospital or other health facility while           Yes ___  No ___    

 disciplinary action was pending? 

 

10.17 Have you ever had your privileges suspended, reduced or changed by        Yes ___  No ___ 

 a hospital or other health facility for cause other than medical records? 

 

10.18 Has your name ever been placed on a list restricting your purchasing          Yes ___  No ___     

 or prescribing of narcotic or controlled substances? 

 

10.19 Have you ever withdrawn, been suspended or been expelled from a            Yes ___  No ___ 

 medical school? 

 

10.20 Have you ever withdrawn from a postgraduate training program or been     Yes ___  No ___ 

 suspended or removed from practice during a postgraduate training 

 program? 

 

10.21 Have you ever been or are you being investigated by a billing agency?        Yes ___  No ___ 

 

10.22 Is there any event, circumstance, condition or matter not disclosed in         Yes ___  No ___ 

 your answers to the preceding questions in respect of your character, 

 conduct, competence or capacity that might be an impediment to your 

 application for registration/licensure to practice medicine in the province 

 of Nova Scotia? 

 

10.23 If you have answered “Yes” to any of the questions in this section, please explain with an 

attached letter. 

 

Section 11:  Applicant Authorization and Declaration 
 

I hereby authorize the College of Physicians and Surgeons of Nova Scotia to make such inquiries 

about me as it considers appropriate in connection with this application for registration/licensure. 

 

I further authorize the College of Physicians and Surgeons of Nova Scotia to disclose information 

about me, including, for example, copies of this form and results of the Medical Council of Canada 

examinations, to other regulatory authorities, federations of regulatory authorities, hospitals and 

other institutions to which I apply for appointment, privileges or training. 

 

I understand that I am deemed not to have satisfied the requirements and qualifications for 

registration/licensure if, in connection with this application or past application, I have made a false 

or misleading representation, either because of what was stated or left unstated and that on that 

basis my license may be revoked. 

 

DECLARATION 
(please print) 

 
I, ______________________________________________________________________ 

                 Full Name 

 

of the ________________________________ of ________________________________ 

       Town, City, County or District                   Name of Town, City, County or District  

 

in the ________________________________ of ________________________________ 

                      Province or State           Name of Province or State   

 

in the ________________________________  of _______________________________ 

                    Country or Republic           Name of Country or Republic 

 



 

 

 

hereby declare the following: 

 

1. I am the person making application for registration/licensure to practice medicine 

in the Province of Nova Scotia. 

 

2. The photograph attached to the first page of the application is an unaltered 

photograph of me taken within the last six (6) months before the application was 

made. 

 

3. I have read, understood and signed the application to which this declaration is 

attached. 

 

4. The answers I have given to the questions in the application to which this 

declaration is attached are true, complete and without intent to mislead. 

 

5. I make this declaration conscientiously believing it to be true, and knowing that it is 

of the same force and effect as if made under oath and virtue of the Canada 

Evidence Act. 
 

 

Your application package must contain the following: 

 

- Completed application form (signed and witnessed) 

- One passport-size photograph (please sign your name on the front of the photograph) 

- Cheque, money order or credit card authorization (See Fee Payment Information) for the 

appropriate documentation fee (where applicable) 

- Proper documentation (please refer to the documentation list pertaining to the type of license 

for which you are applying) 

 

 

 

________________________________  _______________________ 

SIGNATURE OF APPLICANT    DATE 

 

 

 

________________________________  ____________________ 

SIGNATURE OF WITNESS     DATE 
 
 

Print Name, Address, Phone/Fax, E-mail of witness:  
 
___________________________________________________________ 
 
___________________________________________________________ 
 
___________________________________________________________ 

 

___________________________________________________________ 



 

 

 
 

 
 
 

 
 

 
OBSERVER NAME:  ________________________________________________________     
     PLEASE PRINT NAME IN FULL, SURNAME FIRST  

 
I hereby confirm that I have read the policy (see attached) regarding Clinical Observerships for 

International Medical Graduates.  

 

________________________________   __________________________ 

Signature of OBSERVER      Date 

 

 
 
SPONSOR NAME: _________________________________________________________   
     PLEASE PRINT NAME IN FULL, SURNAME FIRST 
 

MAILING _____________________________________________________________ 

ADDRESS:    STREET ADDRESS, APT/STE # 

           
______________________________________________________________________________________

 CITY/TOWN                                    PROVINCE                     POSTAL CODE 

 
CONTACT PHONE #:__________________    EMAIL ADDRESS: ______________________ 
 

 

SCOPE OF MEDICINE FOR OBSERVERSHIP:  _________________________________ 
 
LOCATION OF OBSERVERSHIP:  __________________________________________ 
      

ADDRESS:  ________________________________________________________ 
(if different than above)    STREET ADDRESS, APT/STE # 

 
          ______________________________________________________________________________________ 
   CITY/TOWN                                    PROVINCE                     POSTAL CODE 
 

TIME FRAME FOR OBSERVERSHIP: __________________ TO  __________________ 
      START DATE    STOP DATE 

 

 

I hereby confirm that I have read the policy (see attached) regarding Clinical 

Observerships for International Medical Graduates.  

 

_____________________________    _________________________ 

Signature of SPONSOR      Date 

 

Clinical Observership for International Medical Graduates  

Sponsorship Agreement 
TO BE COMPLETED BY SPONSORING PHYSICIAN 
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Clinical observers are not allowed to do the following: 

 
 make entries on the patient’s medical record unless cosigned 
 give medical advice to a patient or make a medical diagnosis 

 prescribe treatment 
 take a telephone call regarding clinical matters on behalf of their supervisor or other physicians 
 perform medical procedures 
 discharge a patient from care. 

 

Please refer to the guidelines for supervisors regarding confidentiality and consent. 

 

 
 

Approved by Council:  May 28, 2010 
 

 



 

 
Verification of Credentials 

 
 

 
The College of Physicians and Surgeons of Nova Scotia requires that physicians 
seeking registration/licensure in Nova Scotia who have completed medical 

education outside Canada submit copies of certain documents to the Physician 
Credentials Registry of Canada (PCRC) for source verification.  PCRC is responsible 

for obtaining primary source verification of the authenticity of these documents 
from the institution that issued these documents to you. 
 

 Once your application package is received in the College your application and 
accompanying documentation will be reviewed.  The College will let you 

know which documents you may need to have source verified. 
 
 After you receive notification from the College indicating the documents you 

need to have source verified you will need to register with PCRC at 
http://www.pcrc.org and carefully read the PCRC Online User Guide at: 

http://www.pcrc.org/en/documents/PCRC_Online_User_Guide.pdf. 
 

PLEASE DO NOT REGISTER WITH PCRC UNTIL YOU ARE ADVISED BY THE 
COLLEGE. 
 

 You will need to contact the College’s Registration Department at 
registration@cpsns.ns.ca to confirm that you have begun the verification of 

credentials process with PCRC. 
 
Please Note: 

The source verification process can take several months so the College 
recommends that you commence this process as soon as possible, once you have 

been notified by our office of the documents you need to have verified.  Before 
being granted a license in Nova Scotia, the College of Physicians and Surgeons of 
Nova Scotia will need to confirm with PCRC that you have begun the source 

verification process. (Refer to “Document Sharing” in the PCRC Online User Guide.) 
 

http://www.pcrc.org/
http://www.pcrc.org/en/documents/PCRC_Online_User_Guide.pdf
mailto:registration@cpsns.ns.ca


 

 
 

 

 

 

Fee Payment Information 
 
College of Physicians and Surgeons of Nova Scotia fees can be paid in the following ways: 
 

- Certified cheque or money order 
- Cash (if paying in person) 
- Credit Card (VISA, American Express and MasterCard only) 

 
* A $55.00 administration fee will be charged for all cheque or credit card payments 
returned by the bank for non-processing.  Replacement payments must be made by money 

order, certified cheque or cash and include the $55.00 administration fee 
 
IF YOU ARE PAYING BY CREDIT CARD PLEASE PRINT, COMPLETE AND SUBMIT THE 

FOLLOWING FORM: 

 

 
Type of card: 
 

 VISA        Amount of Payment:  _________________________ 

 AMERICAN EXPRESS 

 MASTERCARD       

  
      

Credit Card Number: _____________________________________________   Expiry: ___________  
 

 
Cardholder’s name as it appears on the card:_____________________________________________ 
        (please print) 

 
Signature of Cardholder: _____________________________________________________________ 
 

 

 

FOR OFFICE USE ONLY:              Physician       Other 

 
 
Received by:  _____________    Date: _______________   For:  _____________________ 
 
Processed by: _____________   Date: _______________ 
 

Receipt issued by: _________    Date: _______________  Receipt # __________________ 
 
Breakdown of fees: Code  Amount    Code  Amount  
 

________ __________   ________ __________ 
 

   ________ __________   ________ __________ 

 
   ________ __________   ________ __________ 

 


