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Practitioner’s Conduct Statement 

 

Practitioner’s Name:   ____________________________________________ 

 

Registration Number:   CPAM/_______________________________________ 

 

Practitioner’s Profession:   ____________________________________________ 

 

Health Care Facility Registration number: HPC/HCF/___________________________________ 

 

Health Care Facility Name:   ____________________________________________ 

 

The Council for Professions Allied with Medicine (CPAM) request that the owner, manager, human 

resources representative or department supervisor complete this form biennially for all CPAM practitioners 

under section 30(6) (c) & (d) of the Health Practice Act (2021 Revision). 

Over the last twenty-four (24) months, has this practitioner been subject to any professional disciplinary 

action as it relates to their practice? (This includes revocation or suspension of privileges at a facility). 

 

� Yes, please comment on the date(s), incident(s) specifics and action(s) taken.  

                �  Attached on letterhead   

 

 

 

 

 

   � No 

 
Authorised signature: _______________________________ Date: ______________ 
 
Print name: ______________________________________ Title: ___________________ 
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