
POLICY /I _ S/REP. /I MAJ/I _

BY THE MEDICAL ASSOCIATION OF JAMAICA INSURANCE FUND (MAJIF)
PHARMACISTS

a) An answer must be given to all questions.
b) If insufficient space is provided to answer a question insert 'see attached' and show question number and

answer on a separate sheet of paper.
c) Please tick the appropriate box, 'YES/NO' as applicable
d) This application will be consi~ered incomplete unless all questions are answered and the form signed in ink by

the applicant. Signing the form does not bind the applicant or the Medical Association of Jamaica Insurance
Fund (MAJIF) to complete the insurance.

II

SURNAME FIRST MIDDLE

II

1. ADDRESS OF PRACTICE: _

MAILING ADDRESS (If different from above): _

TELEPHONE NOS.: (W) _ (H) (C ) _ FAX:

SEX:ij MALE I) ij FEMALE I) E-MAILADDRESS: DATEOFBIRTH: _

NAME & ADDRESS OF PHARMACY SCHOOL: _

2 YEAR OF GRADUA TlON: _ NUMBER OF YEARS IN PRACTlCE: _

INTERNSHIP DATES: _ PLACE: _

3.

POST II\TEJ{I\SJIIPTI~AINING' DATES PLACE' _ J

QUALIFICATlONS: _




