
  
 
 

MEDICAL PROFESSION ACT 
PHYSICIAN IN TRAINING  

PRESCRIPTION PRIVILEGE UNDERTAKING 

Yukon Medical Council       Phone: 867.667.3774 
Located: 307 Black Street, Whitehorse, Yukon Y1A 2N1      Fax: 867.393. 6483     
Mailing: PO Box 2703, C-18, Whitehorse, Yukon Y1A 2C6     Email: ymc@gov.yk.ca 

 

I, Dr. _________________________________  of ___________________________________ 
   (name in full)      (city and province) 

 
Hereby give the following formal undertaking to the Yukon Medical Council: 
 

 I agree that I will prescribe medications, including narcotics only to patients 

seen under the auspices of my training program. 

 
 I agree to abide by the prescription writing policy. 

 
 I agree that all prescriptions I write will include my name, my supervisor, and 

my level of training. 

 
 

Dated at:______________________, this _______ day of ____________, 20____. 
   (location)        (day)  (month)  (year) 

 
 

Resident’s Signature: ________________________________________ 

 

Print Name: _________________________________________________ 

 
The Provincial Program Director for the postgraduate physician listed 
above will notify the Council in writing of any concerns with respect to 

the competency of the Resident/Fellow to prescribe medications 
including narcotics. 

 
 
Signature of Program Director: _________________________________________ 

 

Print Name: ___________________________________________________________ 

Date:  ___________________________  

 

Contact #:    __________________________ 

Contact Email:  __________________________  
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