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	Professional Regulation Commission

	
	COMPLETION REPORT  FORM

TRAINING PROGRAM FOR MEDICAL REPRESENTATIVES 






    Date : __________________
                                                                                                                                                     Reference No.: __________
	Part I .  General Information


	Name of Provider:

	Address:

	Tel. No.:
	Fax No.:

	Accreditation No.:                                                                                 Validity:

	Part II.  Program Accreditation

	Title of the Training Program:



	Accreditation No.:                                                                                 Validity:

	Date Started:
	Date Completed:

	Place/Venue:

	Total Number of Participants:

	I HEREBY CERTIFY that the above information given are true and correct to the best of my knowledge and belief.  I further authorize PRC and other agencies to investigate the authenticity of all the documents presented.

____________________________      ____________________

Printed Name and Signature                                     Date
of President/ Head / Director 

	SUBSCRIBED AND SWORN to before this ______________ day of ___________ 20____ at _______________, Affiant Applicant exhibited to me his/her valid government issued ID _____________ issued at ______________ on _____________.

                                               ___________________________

                                                             (Notary Public)   

	Documents Submitted:

· List of Participants

· List of speakers/training facilitators (Name, PRC ID No., Expiry Date) 

· Result of Evaluation of Training Program and Trainees

· Copy of Actual Program Conducted   


	Reminder:  Completion Report must be submitted within thirty (30) days after the training program.




