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CONTACT DATA FORM 

To be included in the CPDME database and receive announcements of upcoming events, 
complete this form and email to CPDME.Accreditation@dal.ca 

Please print clearly. 

DECLARATIONS 

☐ Yes ☐ No I am willing to speak at CPDME programs  

☐ Yes ☐ No I agree to receive email announcements for upcoming CPDME events 

PERSONAL INFORMATION 
Title Last Name*  First Name* Middle Name  

    
Former Name(s) (if applicable) Preferred Name (if applicable) Birthdate* (yyyy-mm-dd) Gender 
    

EDUCATION & PROFESSIONAL INFORMATION 
MD School Name Year of MD Grad Professional Association 

  ☐ CFPC  ☐ RCPSC ☐ Other: 
Profession* (choose from dropdown or type) Banner # (if applicable) Reg/Lic # 
 B00  

CONTACT INFORMATION 
Primary Email Address* Secondary Email Address 

  
Primary Phone # Secondary Phone # 
  
Primary Mailing Address* (Type: ☐ Home   ☐ Office) 

 
City Province Postal Code 
   
Practice Address (if different than above) 
 

City Province Postal Code 

   
Admin Name (Primary Contact: ☐ Yes   ☐ No) Admin Phone # Admin Email Address 

   

FIELDS OF PRACTICE 

Use the drop-down menus or type to enter your primary and secondary fields of practice.  
(A complete list of options is on page 2.) 

Primary Field Secondary Field (if applicable) 

  
 
 
 
  

mailto:CPDME.Accreditation@dal.ca
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1. Anesthesia, Pain Management & Perioperative 
Medicine 

2. Biochemistry & Molecular Biology 
3. Bioethics 
4. Biomedical Engineering School 
5. Community Health & Epidemiology 
6. Critical Care 

a. Hyperbaric and Diving Medicine 
7. Diagnostic Radiology 

a. Nuclear Medicine 
8. Emergency Medicine 
9. Environmental Medicine 
10. Family Medicine 
11. Medical Neuroscience 
12. Medicine 

a. Cardiology Division 
b. Clinical Dermatology & Cutaneous Science 

Division 
c. Digestive Care & Endoscopy Division 
d. Endocrinology & Metabolism Division 
e. General Internal Medicine Division 
f. Geriatric Medicine Division 
g. Hematology Division 
h. Infectious Diseases Division 
i. Medical Oncology Division 
j. Nephrology Division 
k. Neurology Division 
l. Palliative Medicine Division 
m. Physical Medicine & Rehabilitation Division 
n. Respirology Division 
o. Rheumatology Division 

13. Microbiology and Immunology 
a. Clinical Immunology and Allergy 

14. Obstetrics & Gynaecology 
a. Gynaecology Division 
b. Gynaecology-Oncology Division 
c. Maternal Fetal Medicine Division 
d. Obstetrics Division 
e. Perinatal Epidemiology Research Unit 
f. Reproductive Endocrinology and Infertility 

Division 
g. Uro-Gynaecology Division 

 

15. Ophthalmology & Visual Sciences 
16. Pathology 

a. Anatomical Pathology 
b. General Pathology 
c. Hematological Pathology 
d. Medical Microbiology 
e. Neuropathology 

17. Pediatrics 
a. Allergy Division 
b. Atlantic Research Centre 
c. Cardiology Division 
d. Child Protection Team 
e. Development Pediatrics Division 
f. Endocrinology Division 
g. Gastroenterology and Nutrition Division 
h. General Pediatric Medicine Division 
i. Hematology/Oncology Division 
j. Immunology Division 
k. Infectious Diseases Division 
l. IWK Community Pediatrics Division 
m. Medical Genetics Division 
n. Neonatal-Perinatal Medicine Division 
o. Nephrology Division 
p. Neurology Division 
q. Pediatric Palliative Care 
r. Perinatal Epidemiology Research Unit 
s. Respirology Division 
t. Rheumatology Division 

18. Pharmacology 
19. Physiology & Biophysics 
20. Psychiatry 
21. Radiation Oncology 
22. Surgery 

a. Cardiatric Surgery Division 
b. General Surgery Division 
c. Neurosurgery Division 
d. Orthopaedic Surgery Division 
e. Otolaryngology Division 
f. Pediatric General & Thoracic Surgery 

Division 
g. Plastic Surgery Division 
h. Thoracic Surgery Division 
i. Vascular Surgery Division 

23. Urology 
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