APPLICATION FORM FOR RENEWAL LCP RENEWAL (CHAPTER 2)
Full Name : _______________________________________________________________ 
NRIC / Passport No. : ________________________________________________ 
Malaysian Medical Council Reg. No. : _________________________________________
NSR No: ______________________________________ 
Current Annual Practicing Certificate No. /Year : ___________________________________ 
Clinic/Hospital Name : _______________________________________________________________ 
_______________________________________________________________ ________________________________________________________________ 
Home Address : ______________________________________________________________ ______________________________________________________________ 
Telephone No. Office : _______________ Mobile: ______________
Email address: ____________________________
DECLARATION 
I declare that the information provided in this application form is true and authentic and herein remains unchanged to-date. To the best of my knowledge and belief, I have not withheld any material fact. I understand that my practice may be audited. I also note that I may be required to submit additional details for further assessment / review. 

____________________________________
Signature
Name of Medical Practitioner:
Date:

Please submit your application form and supporting documents (Current APC & latest LCP certificate and receipt of payment)  to: 
Cosmetic Dermatology and Laser Medicine Board (PDM), 
Unit 3.8, Medical Academies Building
No 5. Jalan Kepimpinan P8H, 
Presint 8, 62250, Putrajaya,
Malaysia. Email: admin@dermatology.org.my  
Tel : 03-88000779
 
(Renewal fees RM100 to members,  RM200 for non- members. Please make payment to Persatuan Dermatologi Malaysia; Public Bank acc no 3077451626)
