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	MEMBERSHIP APPLICATION FORM 2007

	


	New
	
	
	Renewal
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	NAME:
	


	ADDRESS:
	

	
	

	
	



	Address for correspondence if different:
	

	
	

	
	



DISCIPLINE:

	Cardiac:
	
	GI Function:
	
	Neurophysiology:
	
	Respiratory:
	
	Vascular:
	


	Professional Grade:
	
	E-mail:
	


	Phone No: (Daytime)
	
	Mobile:
	


	Full Membership:
	
	Student Membership:
	


	Are you a member of a Professional Group/ Society, if yes, please give details:
	

	
	



Please enclose payment of €25 Euro for full membership, or €10 Euro for student.  Please make cheque payable to IICMS - DO NOT ENCLOSE CASH   

OFFICE USE ONLY: 
	Payment Method:
	
	Membership Number:
	


PLEASE RETURN THIS FORM TOGETHER WITH YOUR FEE TO:

Patricia Lawlor MSc

GI Function Unit

Main Hospital

St James Hospital

James St

Dublin 8

www.iicms.org
� EMBED PBrush  ���
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