
 
 

 
 

 

APPLICATION FOR MEMBERSHIP 
 

 
 
 
 
 

Type of membership (Full / Clinical Trainee / Sustaining / Overseas / Corporate) Please circle which type 

 
. 

 
TITLE (Mr/Mrs /Miss/Ms /Dr.) 

 
Surname……………………………………………..First names(s)………………………………………….. 

Preferred Mailing Address (Include Postcode)………………………………………………………………. 

………………………………………………………………………………………………………………….. 

 
………………………………………………………………………………………………………………….. 

 
………………………………………………………………………………………………………………….. 

 
 
 
 

Email Address………………………………………………………………………………………………… 

Correspondence: unless stated email address will be used for all correspondence other than the gazette 

 
Other referred option for correspondence ………………………………………………………………… 

Telephone number………………………………..Fax Number………………………………………….. 

 
Occupation………………………………………………………………………………………………… 

Qualifications……………………………………………………………………………………………… 

Nominated by ……………………………………………………………………………………………… 

I hereby agree, if my application is approved, to be bound by the provisions of the rules of the above college. 
 

 
 

Applications signature………………………………………………….Date………………………………… 

This form, once completed should be returned to: 

 
The Secretary, ANZCP P.O 

Box 921, Parkville Victoria, 

3052 AUSTRALIA or: 

secretary@anzcp.org 

mailto:secretary@anzcp.org

