
 
 

Medical Board of Trinidad & Tobago 
 

Postgraduate Assessment Form For 
Independent Specialist Practice 

 
 

Name:             ___________________________________________________________ 
 
 
Date of Birth: ___________________________________________________________ 
 
 
Registration Class: ___________________  Registration Number: __________ 
 
 
Current Place of Employment _____________________________________________ 
 
 
Registered Qualifications & Year of Graduation 
 
 1. ____________________________________________________________ 
 
 2. ____________________________________________________________ 
 
 3. ____________________________________________________________ 
 
 4. ____________________________________________________________ 
 
 5. ____________________________________________________________ 
 
Additional Qualification for which assessment is being sought: 
 
 
 
 
 
 
 



Year One 
 
 
Assessment  - to be typed or written  in block letters 
 
(Supervisors are asked to give a comprehensive evaluation of the doctor’s performance 
including professional skills and clinical competence in order to practice independently 
as a Specialist) 
 
 
 
 

 
 
 
 
 
 
 
 

 
 
Supervising Consultant(s) 
 
.....................................................   ..................................................... 
Name in Print      Name in Print 
 
 
………………………………….   ………………………………… 
Signature      Signature 
 
 
………………………………………   ……………………………………… 
Name of Institution & Stamp    Name of Institution & Stamp 
 
 
Overall Assessment   
 
Excellent _____                   Good _____                  Average _____       Poor _____ 
 
Excellent _____                   Good _____                  Average _____       Poor _____ 
 
 



Year Two 
 
 
Assessment  - to be typed or written  in block letters 
 
(Supervisors are asked to give a comprehensive evaluation of the doctor’s performance 
including professional skills and clinical competence in order to practice independently 
as a Specialist) 
 
 
 
 

 
 
 
 
 
 
 
 

 
 
Supervising Consultant(s) 
 
.....................................................   ..................................................... 
Name in Print      Name in Print 
 
 
………………………………….   ………………………………… 
Signature      Signature 
 
 
………………………………………   ……………………………………… 
Name of Institution & Stamp    Name of Institution & Stamp 
 
 
Overall Assessment   
 
Excellent _____                   Good _____                  Average _____       Poor _____ 
 
Excellent _____                   Good _____                  Average _____       Poor _____ 
 

 



Year Three 
 
 

Assessment  - to be typed or written  in block letters 
 
(Supervisors are asked to give a comprehensive evaluation of the doctor’s performance 
including professional skills and clinical competence in order to practice independently 
as a Specialist) 
 
 
 
 

 
 
 
 
 
 
 
 

 
 
Supervising Consultant(s) 
 
.....................................................   ..................................................... 
Name in Print      Name in Print 
 
 
………………………………….   ………………………………… 
Signature      Signature 
 
 
………………………………………   ……………………………………… 
Name of Institution & Stamp    Name of Institution & Stamp 
 
 
Overall Assessment   
 
Excellent _____                   Good _____                  Average _____       Poor _____ 
 
Excellent _____                   Good _____                  Average _____       Poor _____ 
 
 
 


