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APPLICATION FOR PARTICIPATION IN UGANDA HEALTH  

PROFESSIONS ASSESMENT ACTIVITIES 

 

Note: Please study the form carefully before completing it. 

 

 

This form must be completed in triplicate (original in own handwriting) and submitted through your 

Immediate Supervisor who must append his/her signature 

 

1. Post applied for and reference Number 

……………………………………………………………………………….……………………………………………………………………… 

…………………………………………………………………………………………….………………………..…………….………………… 

 

2. Bio data 

Full names (surname first in capital letters)  

……………………………………………………………………………………..………....………  

Date of birth ……………………………Telephone number (s) ………………..………………….  

Email address ………………………………………………………………….……………………. 

Nationality …………………,,,…………………. NIN …………………….…………....………… 

 

3. Present post and date of appointment 

………………………………………………………………………………………….……………………….……………………….………… 

………………………………………………………………………………………………………………………………………….……..…… 

 

4. Terms of employment: (Tick as appropriate) Temporary/Probation/Contract/Permanent  

 

5. Name of your employing Health Training Institution or Health Facility  

……………………………………………………………………………………………………………………………..……………………. 

………………………………………………………………………………………………………………………………………………..…… 

 

6. Category of the employer: (Tick as appropriate) Government or Private for Profit or 

Private not for Profit 

 

 

 
Ministry of Education and Sports 

UGANDA HEALTH PROFESSIONS 

ASSESSMENT BOARD (UHPAB) 

 
Plot 157, Ssebowa Rd; Kiwatule 

0393000638, 0772589433, 

hemka2007@yahoo.com, 

uhpab2025@gmail.com 

 

Attach 

colored 

passport size 

photograph here 

 

mailto:hemka2007@yahoo.com
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7. Education background 

Year/Period Institution Award/qualification 

   

   

   

   

   

   

   

   

   

   

   

 

8. Employment record 

Year/Period Post held/designation Name of employer & 

physical address 

   

   

   

   

   

   

   

   

   

   

   

 

9. Have you ever been convicted of an offence or examination malpractice? YES/NO (Tick 

as appropriate). If so give details of the offense and the penalty that was 

administered………………………. 

Giving false information in this context is an offence. 
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10. Declaration 

 

I hereby certify that the information given above is true to the best of my knowledge and 

belief, that the particulars stated in this form are true and complete in all respects. 

 

Signature of applicant ………………………………………………… Date ……………. 

 

11. Recommendation by the Head of Allied Health Training Institution (Principals and 

Supervisors) or Head of Health Facility (Assistant Commissioner Pharmacy, Head of 

Department, Principal Allied Health Personnel, Senior Allied Health personnel and In-

charges) 

.……………………………………………………………………………………………................................................. 

…………………………………………………………………………………………………………………………………………… 

…………………………………………………………………………………………………………………………………………… 

…………………………………………………………………………………………………………………………………………… 

…………………………………………………………………………………………………………………………………………... 

 

 

Title/Designation …………………………………………………………………………… 

Signature ……………………………………………………. Date ……………………… 

Stamp ……………………………………………………………………………………… 
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