
 

 

 

FPSA LOCAL MEDICAL CONSULTANCY SCHEME 

APPLICATION FORM – FPSA MEDICAL CARD 

RENEWAL 

 

ID CARD HOLDER SECTION 

 

Full Name :( Mr./Mrs./Ms):………………………………………………………..…………   

 

EDP/FNPF/Emp.No.:……………………………….… DOB:……………..…………….. 

Ministry / Department:……………………………………………………………………….  

Station:…..……………………………… Occupation:………………………………………… 

 

Phone No: (Work):…………………………………… (Home):………………………… 

 

Spouse Full Name (Mr/Mrs.):………………………………………………………….…….. 

 

 

  

 

 

 

 

 

 

 

Note: 

 Attach old ID Card. 

 

I certify that the particulars and information given above are true and correct in every respect. 

 

Signature of Member:………………………. Date: …………………………………… 

 

OFFICE USE ONLY:  

 

 Medical ID Number:………………………. Last Expiry Date:……………………….... 

 

New ID No…………………….…. ……….. Expiry Date:………………………… 

 

Date………………………………. ……….. Received By:……….…………………..…   

Children’s Name (under 18yrs) DOB 

  

Attach 1 

Passport 

Photo 

2.5cm * 2.5cm 


