
                             HEALTH PROFESSIONS COUNCILS OF NAMIBIA 

                                                                                                                                                  
FORM CPD 4 

                                                                                              
 
             NAME OF ACCREDITED SERVICE PROVIDER:……………………………………………………………………….. 

 
            ACCREDITATION NUMBER OF SERVICE PROVIDER OR:…………………………………………………………… 
 
            ACCREDITATION NUMBER OF ACTIVITY OR:…………………………………………………………………………. 
 
            TOPIC AND LEVEL OF THE ACTIVITY:…………………………………………………………………………………. 

 
 
             NAME OF PRACTITIONER: ………………………………… REGISTRATION NUMBER:…………………………. 

 
NUMBER OF CEU’S IN LEVEL(S)  

 

Level 1 Level 2 Level 3 Ethics, Human Rights 
and Medical Law 

    

    

 
 

Signature of Provider           Date     

 
Name in block letters      


