NAME

Suite No. - Street Address, Ottawa, Ontario   Postal Code
(613) xxx-xxxx   yourname@email.ca 


EDUCATION

Postgraduate Degree or Specialist Certification
Year
Name of Institution
City, Country

Dissertation or Thesis (if applicable):

Medical Degree (official name of degree, e.g., MD – Doctor of Medicine)
Year
Name of Institution
City, Country

Undergraduate Degree (official name of degree)
Year
Name of Institution
City, Country

Canadian Medical Equivalency
Specialty Specific Clinical Examination (CE2)
Year
Specialty Specific Written Examination (SWE)
Year
National Assessment Collaboration OSCE (NAC OSCE)
Year
Medical Council of Canada Qualifying Exam Part 2 (MCCQE2)
Year
Medical Council of Canada Qualifying Exam Part 1 (MCCQE1)
Year
Medical Council of Canada Evaluating Exam (MCCEE)
Year 
Continuing Education
Name of Course or Certificate
Year
Name of Institution
City, Province or Country

Name of Course or Certificate
Year
Name of Institution
City, Province or Country

Name of Course or Certificate
Year
Name of Institution
City, Province or Country

Name of Course or Certificate
Year
Name of Institution
City, Province or Country



LICENSURE and CERTIFICATION
Name of Granting Institution – License No. ????


AWARDS AND DISTINCTIONS
Name and Purpose of Award
Year
Name of Granting Institution
City, Country

Name and Purpose of Award
Year
Name of Granting Institution
City, Country



CLINICAL EXPERIENCE

Title (e.g., Clinical Observership – Family Medicine)
Year - Year
Name of Institution
City, Province or Country
Under the supervision of Dr. xxx
· Details
· Details
· Details
· Details
· Details
Title (e.g., Physician – General Practice
Year - Year
Name of Institution
City, Province or Country

· Details
· Details
· Details
· Details
· Details
Title (e.g., Resident – Internal Medicine)
Year - Year
Name of Institution
City, Province or Country

· Details
· Details
· Details
· Details
· Details
Title (e.g., Intern)
Year - Year
Name of Institution
City, Province or Country

· Details
· Details
· Details
· Details


RESEARCH
Title of Research Project. Your title (e.g., Head of Team, Principal Investigator, Co-Investigator). Supported by [Name of Funder] OR Supervised by [Name of Doctor]. Name of Institution, City, Country, Year(s).

Title of Research Project. Your title (e.g., Head of Team, Principal Investigator, Co-Investigator). Supported by [Name of Funder] or Supervised by [Name of Doctor].  Name of Institution, City, Country, Year(s).

Title of Research Project. Your title (e.g., Head of Team, Principal Investigator, Co-Investigator). Supported by [Name of Funder] or Supervised by [Name of Doctor].   Name of Institution, City, Country, Year(s).



PROFESSIONAL ACTIVITIES 
Name of Conference
Year – Year
City, Country

Name of Conference
Year – Year

City, Country



COMMUNITY INVOLVEMENT
Your Role
Year - Year
Name of Organization
City, Province or Country

· Details of what you did…
Your Role
Year - Year
Name of Organization
City, Province or Country

· Details of what you did…


LANGUAGES

List all languages you speak 


INTERESTS
List the things you enjoy doing – other than medicine – that help make you a well-rounded person.  
