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Membership Application Form

Personal Information

Name in English: ___________________________________    Name in Chinese: ___________________

Sex:     □ Male
□ Female


Date of Birth: _____/_____/_____ (dd/mm/yr)










        (Optional)

Correspondence Address:_________________________________________________________________

_______________________________________________________________________________________

Tel No: ________________   Fax No: ________________  Email: ________________________________

Year to obtain Postgraduate Diploma in Community Psychological Medicine _________________
Annual Membership Fee

Full Member (Diploma graduate)/ Associate Member:  $200 
Date: __________________________
Signature:
_______________________

Please fax the completed form to Dr. Eunice Wong at 28932300 or mail to “Eunice Wong, Hon Secretary HKCPMA, Room 1408, Lane Crawford House, 70 Queen’s Road Central.”
Membership fee (HK$200) of the association can be sent to the above address by cheque payable to “Hong Kong Community Psychological Medicine Association Limited”
Hon secretary
Dr Eunice Wong
11 November 2009
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