
 GENERAL NURSING COUNCIL OF SAINT LUCIA  
COUNCIL FOR PROFESSIONAL LICENSING SERVICES 

HOSPITAL ROAD, P.O BOX 1443  

CASTRIES LC 04 101, SAINT LUCIA, WEST INDIES 

EMAIL: nursingcouncilslu@gmail.com TELEPHONE: (758) 451 9268  

 

APPLICATION FORM FOR REGISTRATION AND, LICENSE OF NURSES, 

MIDWIVES, AND NURSING ASSISTANT 

 

TO APPLICANT. PLEASE FORWARD THE COMPLETED FORM WITH: 

1. Original Professional Certificate/Diploma/Degree (certified copy of original) 

2. National ID/Passport (notarized copy of original) 

3. Birth Certificate (notarized copy of original)  

4. Marriage Certificate (notarized copy of original, if applicable) 

5. Passport size photo (endorsed by a Notary Royal) 

6. Transcript from your School of Nursing, College, or University (to be sent 

directly from the Institution to the General Nursing Council)  

7. Reference forms (2) 

• One from recent employer/Learning institution 

• One from a health professional  

8. Police Record (From every country that you have lived in) 

9. Current License Card (Foreigners) (Certified copy of original) 

 

TO: Secretary, General Nursing Council of Saint Lucia, PO. BOX 1443, Castries, Saint 

Lucia   

 

PRINT ALL INFORMATION CLEARLY 

 

1._________________________________________________________________ 

Surname    First Name    Middle Name  

 

Hereby make application for registration as  

__________________________________________________________ 

Registered Nurse  Registered Midwife Nursing Assistant  

 

___________________________________________________________ 

 Advanced Nurse  Nurse Specialist   Other  

In accordance with the Laws of Saint Lucia Nurses and Midwives 

Ordinances No. 12 of 1966. Revised Edition showing the law as at 31 

December 2001. 

 

As on the original professional document  
 

_____________________________________________________________ 

Surname    First name                 Middle name/s 



Gender: Female ( )  Male ( ) 

 

Marital Status:   

 

Single ( ) Married ( )  Widow ( )   Divorced ( ) 

 

Maiden name __________________________________ 

 

Date of Birth  ____________________________________ 

       Day   Month   Year 

 

Place of Birth _____________________________________ 

      Country    state/city  

 

Permanent address ___________________________________________ 

 

Telephone  ___________________________________________________ 

  Home    mobile   work  

Email: _______________________________________________________ 

 

Present address 

____________________________________________________________ 

 Street   City   State   Country     Zip code 

 

2.  Name of School of Nursing/College/University from which you graduated 

  

       ______________________________________________________________ 

 

Address ____________________________________________________  

 

Types of Programme: General ( )   Midwifery ( )   Nursing Assistant ( ) 

 

Length of program ____________________________________________ 

 

Date of Commencement ______________  Completion _______________ 

       D   M  Y      D    M    Y 

 

 Language of Instruction ________________________________________ 

 

Certificates/Diplomas/Degree Obtained ___________________________ 

  



Authority which approved the programme 

__________________________________________________________________

__________________________________________________________________ 

 

Address __________________________________________________________ 

 

3. Have you ever had disciplinary action taken against you by any Licensing 

Authority in any State/Country?   YES____    NO ____ 

 

If yes please attach explanation. 

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________ 

 

4. Have you ever been registered by the General Nursing Council of Saint 

Lucia  

 

as a:  Registered Nurse ( )      Midwife ( )     Nursing Assistant ( ) 

 

If yes, by which name were you registered 

 

 _____________________________   _________________________ 

 Surname        First Name  

 

Registration/License No. ___________ Registration/ License Date _________ 

 

 

(None National Only) 

 

Immigrant Status: _______________ Date Obtained: ________________ 

         D          M          Y   

 

Signature of Applicant         Date  
 

__________________________     _____________ 

          D M Y 

 

Please check that you have answered all the questions on the form that apply, 

and all documents requested. 

 

 

 



FOR OFFICIAL USE ONLY 

 

 

Approved ( )     Not Approved ( ) 

 

Professional Title: __________________________________________________ 

 

Comments:________________________________________________________ 

__________________________________________________________________

__________________________________________________________________ 

 

Date Application Received: _____________________ 

     D M Y 

 

Initial Registration Date: __________________ 

     D M Y 

Registration Number: _________________ 

 

Approved by:  
 

Name______________________ Designation: _________________  

 

Signature _________________ Date ________________ 

        D M Y 

  

 
 

 

 

 

Registration Authority Stamp 
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