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NURSES AND MIDWIVES COUNCIL OF MALAWI

TRANSCRIPTS FROM NURSING TRAINING SCHOOLS

INSTRUCTIONS TO THE APPLICANT

1. This form must be filled in and signed by the head of the training institution where the applicant pursued his/her professional course. 

2. When completed the form must be sent directly to the Nurses and Midwives Council of Malawi. 

This is to certify that:

SURNAME: 
 ________________________________________________

FIRST NAME:
 ________________________________________________

MIDDLE NAME: _______________________________________________

MAIDEN NAME (if married): ______________________________________

Was admitted at: 
_______________________________________________





(Name of School of Nursing) 




_______________________________________________





(Address)

PERIOD OF TRAINING

Date training commenced:
____________________________________
Date training completed:

____________________________________
Language of instruction:

____________________________________

RECORD OF LEAVE

Holiday: 
___________________________________________________

Sick Leave: ___________________________________________________

RECORD OF THEORETICAL INSTRUCTION AND GRADES OBTAINED

Subject




Hours

Grades obtained
Anatomy and Physiology


_______

______________

Microbiology



_______

______________

Trends and issues in Nursing

_______

______________

Health Education



_______

______________

Nursing Principles and Practice
_______

______________

Fundamentals



_______

______________

Pharmacology



_______

______________

Ethico-legal aspects of nursing

_______

______________

Nutrition




_______

______________

Medical Nursing



_______

______________

Surgical Nursing



_______

______________

Paediatric Nursing



_______

______________

Ear, Nose and Throat


_______

______________

Ophthalmic Nursing


_______

______________

First Aid




_______

______________


Emergency Nursing


_______

______________

Community Health Nursing

_______

______________

Communicable diseases


_______

______________

Psychology




_______

______________

Psychiatric Nursing


_______

______________

Gynaecology



_______

______________

Other Specialties (please specify) 


_________________________
_______

______________

_________________________
_______

______________

RECORD OF CLINICAL PRACTICE AND GRADES OBTAINED 
Department



No.of weeks

Grades Obtained
Medical Nursing


__________
______________

Surgical Nursing


__________
______________

Paediatric Nursing


__________
______________

Operating Theatre Nursing

__________
______________

Outpatients



__________
______________

Community Health Nursing 

__________
______________

Gynaecological Nursing

__________
______________

Psychiatric Nursing


__________
______________

Other (please specify)


_____________

__________
______________

____________________

__________
______________

FACILITIES USED DURING CLINICAL PLACEMENT BY THE APPLICANT
Total number of Hospital beds
_____________________________

Surgical beds 
_______________________________________


Medical beds
_______________________________________


Paediatric beds
_______________________________________


Gynaecology beds_______________________________________


Psychiatric beds
_______________________________________


Other specialties (please specify)


____________
_______________________________________


____________
_______________________________________


____________
_______________________________________

Average number of qualified tutors/clinical instructors during the entire period of training 
_______________________________________
Signature of Head of Institution
_____________________________

Date: ___________

______________

______________



(day)



(month)

           (year) 
Stamp or Seal of Institution




Please return this form to:

The Registrar

Nurses and Midwives Council of Malawi

PO Box 30361

Lilongwe 3

MALAWI
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