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CERTIFICATE OF EXPERIENCE
INTERNSHIP CERTIFICATE (DENTAL)

The Director of the Hospital in which the first period of the Internship has been served should complete
Part A, before the second part of the internship is to be served. If the second /third part of the internship
is done in the same Institution, the form should be retained by the Medical Director /MS/DMO concerned
and forwarded to the Registrar, Sri Lanka Medical Council on the day following the completion of the full
internship together with the Application specified by the Medical Ordinance (Chapter 105}, Medical
(Amendment) Act No 16 of 1965 and Medical (Amendment) Act No. 1 of 2017,

PART A
[ ST=T 8 1 VR 17 ) OO O OO PP
{Full Name in Block Capitals)
OF (HOSPItAl AQUIESS) 1vevviivieiit i ee s e st s s nn b et s ar s s rm R et nn e s nbeas s
(PErMANENT AQAIESS) ovuvviesveersiieries e seers e e r s et em bbb i st bbb s s et ebn st s b o e snr R e e sEreras

.....................................................................................................................................................................

.....................................................................................................................................................................

(Name of Speciality: Oral & Maxillofacial Surgery / Restorative Dentistry / Orthodontics)

For the period of six / three months from: ... e

in terms Section 43 A (3){(a) of Medical Ordinance (Chapter 105) and Medical (Amendment)
Act No. 1 of 2017.

Name of the Consultant with Signature of Consuitant & Date
Qualifications

Rubber Stamp of the Consultant (Seal)

Name of the Director of the Hospital Institution Signature of Medical Director
& Date
Rubber Stamp of the Director {Seal)



..................................................................................................................................................................................

OF {HOSPITAI AQUIESS) ouviieriirieieeciee e es e s et ceeare st st ee s e e et e et eeaen et eseeeseee s 1o ssenesereses sresessensessnerans

(PErmManent AQAIESS) .....c.oviiiiiiieiii e e et ettt ene e et see e vm et st ot st et e e net et sre b e nes e ees

..................................................................................................................................................................................

...................................................................................................................................................................................

(Name of Speciality: Oral & Maxiliofacial Surgery / Restorative Dentistry / Orthodontics)

For the period of SiX / thre MONTNS frOM: ... sns ettt s sttt e et eeee e ees e e enesee s e

in terms Section 43 of Medical Ordinance (Chapter 105) and Medical (Amendment) Act No. 1 of 2017.

---------------------------------------------------------------------------------------------------------------------------

Name of the Consultant with Signature of Consultant & Date
Qualifications

Rubber Stamp of the Consultant (Seal)

-------------------------------------------------------------------------------------------------------------------------------------------------------

Name of the Director of the Hospital Institution Signature of Medical Director
& Date
Rubber Stamp of the Director (Seal)

On completion of the third part of the internship (Part C), this certificate should be duly perfected
and handed over to the Registrar, Sri Lanka Medical Council with the application for Full
Registration.



..........................................................................................................................................................

..................................................................................................................................................................................

of {Hospital Address)

{Permanent Address)

........................................................................................................................................

...................................................................................................................................................................................

...................................................................................................................................................................................

{Name of Speciality: Oral & Maxillofacial Surgery / Restorative Dentistry / Orthodontics)

For the period of six / three Months from: ...

........................................................................................................

Name of the Consultant with Signature of Consultant & Date
Qualifications

Rubber Stamp of the Consultant (Seal)

-------------------------------------------------------------------------------------------------------------------------------------------------------

Name of the Director of the Hospital Institution Signature of Medical Director

& Date
Rubber Stamp of the Director {Seal)

PART D
| AN SALISTIE TRAE D 1evve st cr e e et e bbb R b E s hb s d b bbb bbb e an b o b e has
fulfilled the conditions required by in terms Section 43 A (3)(a) of Medical Ordinance (Chapter 105)
and Medical (Amendment) Act No. 1 of 2017.

------------------------------------------------------------

REGISTRAR
SRI LANKA MEDICAL COUNCIL



