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Kingram House, Kingram Place, Dublin 2. 
Telephone:  +353-1-4983100 
Facsimile:  +353-1-4983102 
Email: registration@mcirl.ie 

Website:  www.medicalcouncil.ie 

 
NOTIFICATION OF A REGISTERED MEDICAL PRACTITIONER’S PRACTICE IN 

INDIVIDUALLY NUMBERED IDENTIFIABLE INTERN TRAINING POST(S) 
 

TO BE COMPLETED IF YOU ARE UNDERTAKING YOUR INTERNSHIP TRAINING IN THE REPUBLIC OF IRELAND 
ALL PARTS OF THIS FORM SHOULD BE COMPLETED. 

 

 

 

SECTION A – TO BE COMPLETED BY THE DOCTOR 
 
+° SURNAME: 

                    
 

+°FORENAME(S): 
                     

 

+°ADDRESS (TO BE USED AS YOUR REGISTERED ADDRESS): 
 
 

                    

 
 

                    

 
 

                    

NOTE: INTERNSHIP REGISTRATION YEAR IS GRANTED FOR ONE CALENDAR YEAR.  IF A DOCTOR REQUIRES AN EXTENSION OF THEIR 
INTERNSHIP REGISTRATION IN ORDER TO COMPLETE THEIR TRAINING, A RETENTION FEE IS PAYABLE ON THE EXPIRY OF THEIR FIRST YEAR’S 
TRAINING, NORMALLY ON  1ST JULY OR 1ST JANUARY.  IF REGISTRATION IS GRANTED, ITEMS MARKED + WILL APPEAR ON THE REGISTER OF 
MEDICAL PRACTITIONERS.   IF REGISTRATION IS GRANTED, ITEMS MARKED ˚ MAY BE SHARED WITH RELEVANT THIRD PARTIES, EG TRAINING 
BODIES, MEDICAL SCHOOLS AND HSE.   
 

˚CONTACT DETAILS: (PLEASE INCLUDE INTERNATIONAL CODES IF OUTSIDE THE REPUBLIC OF IRELAND) 
Phone:  

 
                   

Fax:  
 

                   

Mobile:  
 

                   

E-mail address: 
 

 
Contacting applicants about their application by email is often quicker than by post. 

  

 

 
˚DATE OF BIRTH:     MOTHER’S MAIDEN (BIRTH) SURNAME: 
D D M M Y Y Y Y               
NOTE: IN ORDER TO VERIFY YOUR IDENTITY, YOU MAY BE ASKED FOR THE ABOVE INFORMATION WHEN YOU CONTACT THE MEDICAL COUNCIL. 
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HOSPITAL IN WHICH DOCTOR WILL BE PRACTISING 

SECTION B - TO BE COMPLETED BY HOSPITAL ADMINISTRATION ONLY 
 

 

+˚SPECIALTY IN WHICH DOCTOR WILL BE 
PRACTISING: 

 

+˚DATE APPOINTMENT WILL COMMENCE:  

+˚DATE APPOINTMENT WILL TERMINATE:  

˚APPROVED TRAINING POST NUMBER:  

NAME(S) OF SUPERVISING CONSULTANT(S):  

  

  

 
HOSPITAL IN WHICH DOCTOR WILL BE PRACTISING  

+˚SPECIALTY IN WHICH DOCTOR WILL BE 

PRACTISING: 
 

+˚DATE (AND TIME IF APPLICABLE) 
APPOINTMENT WILL COMMENCE: 

 

+˚DATE (AND TIME IF APPLICABLE) 
APPOINTMENT WILL TERMINATE: 

 

˚APPROVED TRAINING POST NUMBER:  

NAME(S) OF SUPERVISING CONSULTANT(S):  

  

  

 
 
Signed:           Date:     

 
Name (in block capitals):  
______________________________________________ 
 
Liaison Telephone No:   
______________________________________________ 

______ 
   (on behalf of hospital administration) 
 

 
HOSPITAL STAMP 

 
 

 

 
 
 


