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                                  (This section  is for CMLTM  internal use only) 

Student  Registration Form 
 
 
Date Received: _______________________________________  

 
Date Fees Processed: _________________________________ 

 
CMLTM Registration Number: ____________________ 

Please print clearly in blue or black ink when completing the form. 
General Information 

 
First Name:  __________________________________   
                                                                                                (Canadian Society for Medical Laboratory Science)                                                 

   CSMLS Registration Number: __________________  

Middle Name/Initial: _    ___________________________  Last Name: 
 

_______      ________________________     

Previous last name(s):                                         __              Maiden Name: 
 

                                        _       ______     

Mailing Address: ________________________________   Temporary Address:

City/Province/Country: ____________________________  City/Province/Country: 

___________________________ 

Postal Code: 

_________________________ 

________________                                          Postal Code: ______________    

Home Tel: (          ) ________________________                Temporary Tel:    (           ) ______________________  

  

Work Tel:  (          ) ________________________                 Temp. Work Tel: (           ) ______________________    

Date of Birth:           /            /      _      
                         dd  /    mm  /     yyyy                                                      

       Gender :  □ Male    □ Female        

                                                                                                 
                                                                   E-mail address: _____________________________________________ 

Educational Information 
 
Type of CSMLS Certification I Am Studying For:  □  Cytology     □  Clinical Genetics    □ General 

Expected Month & Year of Graduation: ___________________ 
 
Name of Educational Institution:  □  Red River College   □  Other _______________________________________ 

Mailing Address:  □  2055 Notre Dame Avenue                    ___________________________________________ 
                                              Winnipeg, Manitoba   R3H 0J9                     Number & Street                  City/Province               Postal Code 
 

Annual Fee Payment:  $10.00    (payable to CMLTM)           NO POST-DATED PAYMENTS ARE ACCEPTED 
 
The NSF fee is $25.00 per occurrence. 
 
Payment amount: $_______________

Credit Card:  □ Visa   □ MasterCard   Card #: 

    □  Cheque #: ______     □  Interac    □  Cash 

_______ _____  ___________________ Expiry: _____MM_____

Authorization  Signature: ______________________________ Name on card: ____________________________ 

YY 

 
Money Order #: _____________________________________ 

COLLEGE OF MEDICAL 
LABORATORY TECHNOLOGISTS  
OF MANITOBA 

Adam Chrobak, Registrar 
 
 

146-2025 Corydon Ave. 
Winnipeg, MB, R3P 0N5 
Phone:    204-231-0311 
Fax: 204-489-7300 
Toll free: 866-331-0311 
Email: cmltm@cmltm.ca 
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Criminal Record Declaration: 
 
Do you have a Criminal Record?     □ No        □ Yes       If yes, please attach details on a separate sheet. 

Note:  This is a declaration only.  You are not required to obtain a criminal record check unless requested to do so by the    
       College of Medical Laboratory Technologists of Manitoba. 
 

 
 

General Declaration 
 
I certify the information given on this form and on all documents sent in support of my application is correct and 
complete.   
 
 
In signing this declaration, I acknowledge and understand that: 
 
1. Providing false information to the CMLTM constitutes professional misconduct. 

2. I agree to notify the College in writing of any change(s) to the information on this form. 

3. This form will not be processed if I fail to complete and sign this declaration. 
 
 
 
 
 
Sign here: ____________________________ Print Name: _______________________ Date: ______________ 
                      dd /  mm  /  yyyy 
 
 
 
Submit the ORIGINAL Form to CMLTM - Email/ Faxes will not be accepted. 
 
Please mail or deliver completed forms to: 
 
  CMLTM 
  146-2025 Corydon Ave. 
  Winnipeg, MB   R3P 0N5 
 
 
In the course of carrying out its regulatory activities, the CMLTM collects, uses, and discloses personal information in 
accordance with the Medical Laboratory Technologists Act, 2002; the Regulations, and By-Laws.  The College promotes the 
privacy of personal information in a manner consistent with its regulatory role. 
 


