INVITED MEMBERSHIP FORM                                                                                                    

Name: _________________________________

S/o, D/o, W/o: _________________________________________

Mobile # ____________ Phone #:_______________ Fax: ______________

Email:________________________________________________________

Qualifications: _________________________________________________

Experience- No of Years after graduation/Post graduation: ______________ 

Designation:___________________________________________________

Institution:____________________________________________________

Present Address________________________________________________ 

Phone # _______________Mobile:________________Fax:_____________

Email: ___________________________

Permanent Address:_____________________________________________

Area of Special Interest: _________________________________________            

Publications: __________________________________________________

(Use additional sheets if required)

Please enclose photocopies of N.I.C, Degree/Certificates & Two passport size photographs.

Eligibility: Health Care Professional: Doctor, Nurse, Medical Technologist, Medical representative, Health Administrator, Qualified Practitioners of alternate medicine

Fee: waived to  Invited Members and Volunteers willing to provide services for 2 hours/week

FOR OFFICE USE ONLY

Proposed by: ___________________________ I.C.S.P. No._____________

Seconded by:___________________________ I.C.S.P. No._____________

Approved on ___________________________ Signature:______________

Two Photographs   Size: 1.5” X 1.5”








