
	[image: image1.jpg]



	Professional Regulation Commission

	
	LIST OF PARTICIPANTS

MEDICAL REPRESENTATIVES/ DETAILMEN / PROFESSIONAL SALES REPRESENTATIVES  




	Name of Provider:



	Accreditation No.                                                                                Validity:



	Title of Program:


	Accreditation No.:

	Date Offered:
	Place / Venue:

	Total No. of Participants:

	LAST NAME
	FIRST NAME
	MIDDLE NAME

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	CERTIFIED CORRECT BY:
                                                  _____________________________

                                                       Signature Over Printed Name
                                                  _____________________________

                                                                        Position

                                                  _____________________________

                                                                            Date

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




