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NOMINATION FORM 

 

Name of Candidate: 
*FIRST: __________________*SURNAME:__________________*MIDDLE:____________  
Date of Birth: ______________________Religion:______________Sex: ______ 
Local Chapter (write N/A if none): __________________________________________  
Discipline/Specialty: _________________________PRC Lic#:_______________  
Cell Phones : _____________________E-mail:___________________________ 
Current Residence: ________________________________________________ 
______________________________________Tel#:_______________________ 
Clinic/Office Address:______________________________________________  
______________________________________Tel#:_______________________ 
 
PAMS Position/s Held (local or national):  
___________________________________________Year:________to________ 
___________________________________________Year:________to________  
___________________________________________Year:________to________ 
___________________________________________Year:________to________ 
___________________________________________Year:________to________ 
 
Special Awards & Recognitions given by PAMS (except Diplomate/Fellow 
Certification and hierarchy positions) 
 
Name of Award        Place Received                 Date 
____________________  __________________________ ________ 
____________________  __________________________ ________ 
____________________  __________________________ ________ 
____________________  __________________________ ________ 
____________________  __________________________ ________ 
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Academic Background: 
     Year 

    Degree   Institution  Graduated 
1. Elementary ________________ __________________ _________ 
2. High School ________________ __________________ _________ 
3. College   ________________ __________________ _________ 
4. Medicine  ________________ __________________ _________ 
 
Residency or In Service Training Program: 

      Inclusive 
  Specialty   Institution                Date 
1.____________________ _____________________      ______to_______ 
2.____________________ _____________________      ______to_______ 
3.____________________ _____________________      ______to_______ 
 
Post Graduate Courses/Fellowships: 

      Inclusive 
  Course   Institution                Date 
1.____________________ _____________________      ______to_______ 
2.____________________ _____________________      ______to_______ 
3.____________________ _____________________      ______to_______ 
 
Work Experience: 

      Inclusive 
     Position             Institution                Date 
1.____________________ _____________________      ______to_______ 
2.____________________ _____________________      ______to_______ 
3.____________________ _____________________      ______to_______ 
 
 

NOMINEE'S CONSENT AND DECLARATION 

I, the undersigned, accept the nomination as a candidate for the position of _______________. 

I hereby certify that the information contained in my biographical sketch is true and correct and 

knowledge that, if proven otherwise, it could result in the disqualification of my candidacy. 

 

FULL NAME: __________________________________________________________________ 

SIGNATURE: _____________________________________ DATE: ________________________ 


