HEALTH FACILITY MEMBERSHIP FORM   
                                                                                                 
Name of Health Facility/Hospital: __________________________________ 

Name of Authorized Representative: _______________________________

Mobile # ____________ Phone #:_______________ Fax: ______________

Email: ________________________________________________________

Head Office Address____________________________________________ 

Phone # _______________________________Fax:___________________

Email: ____________________ Website/URL: _______________________

Area of Special Interest: _________________________________________

Type of Industry: _______________________________________________            

In patient: No of beds		____	Day surgery 		   Out Patient
                    (Attach Brochures/List of services, Names of doctors/specialists)
		
Please enclose hospital/facility/company letter

Eligibility: Hospitals, Laboratories, Clinics, Health Centers
Fee: Voluntary Donations: 1000		US$ 100
Health Facility Member Benefits: 
	Training on Corporate Social Responsibility
30% Discount on advertisements
Banners on website
Opportunity to attend academic activities
Complimentary copies of publications
Networking opportunities

FOR OFFICE USE ONLY
Proposed by: ___________________________      I.C.S.P. No.____________________
Seconded by: ___________________________       I.C.S.P. No.___________________
Approved on ___________________________      Signature: _____________________



