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 Membership Form
 

THE   ASSOCIATION    OF   OTOLARYNGOLOGISTS   OF   INDIA
 MUMBAI (WEST)   BRANCH


(Please fill the form in capital letters)


Name: ________________________________________________________________
(Beginning  with  Surname)


Age :_______ Birth Date :___________ Sex :________ Blood group :_______ 


Qualification :___________________  Year of Passing :__________________


MMC Reg.No :______________


Residential Address :  _________________________________________

                                    _________________________________________

                                    _________________________________________ 
Tel. No. (1)_________________________(2)_______________________


Clinic Address: ________________________________________________
                             

                          ________________________________________________  
                          ________________________________________________

Tel. No.(1)        ____________________(2)_________________________

Pager No./ Mobile No.______________________


E-mail Address:____________________________
Attachment:
               (1)______________________________Tel No. _________________
               (2) ______________________________Tel No. ________________
               (3) ______________________________ Tel No. _______________
 

Membership  Fee Rs 1000/-

Payment to be made in favor of  "AOI- Mumbai(West) Branch"  By Cheque only.

Please attach xerox Copies of Degree Certificate and M M C Registration.
Note: Duly filled form along with Documents & Cheque is to be send by Post to the Secretary.
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