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MEMBERSHIP FORM

Name of the Applicant: _________________________  _________________  ____________________  _____________________________



(Surname)

(First Name)
      (Middle Name)

(Prefix: Prof / Dr / Mr / Ms)
Age: _______________________ 
Date of Birth: ______________________________________
Sex: _____________________
Present position: __________________________________________________
Specialty: _________________________________
Postal Address:
  ______________________________________________________________________________________________________
  ______________________________________________________________________________________________________
  __________________________________________________________________  PIN code ___________________________
State: _______________________________________ 

Nationality: _______________________________________________
Telephones (STD code): _______________ 
Residence: ________________________________________________________________
Mobile: ___________________________________________
Email ID: _________________________________________________
Address (Office/Clinic): ______________________________________________________________________________________________
_________________________________________________________________________________________________________________
Telephones (STD code): ______________
Office: _______________________________
Fax: _____________________________
	Medical Qualification
	University
	Qualifying Year

	
	
	

	
	
	

	
	
	

	
	
	


Note: Membership is open to Clinical Microbiologists / Administrators / Clinicians / Nurses and CSSD managers.
Application should be recommended by a Life Member

Membership Fee
Life Member: Rs. 3,000/-
Asia Pacific & African Country: US$ 200

Rest of the world: US$ 500
Patron Member: Rs. 50,000/-

The Membership Fee should be paid by a Demand Draft / Local Cheque drawn in favour of “Hospital Infection Society - India” payable at New Delhi. Out-station cheques should include Rs. 75/- as bank collection charge.
Degree’s Registration number & registering authority (e.g. MCI or State Medical Council): ________________________________________
Recommended by: ________________________________
      Membership No: __________      Signature: __________________________
Rs ________ by DD / local cheque No ______________ Dated _____________ Bank __________________ Branch ____________________
Place: ________________________






          ______________________








         


        (Signature of the Applicant)

	For office use only

Received Rs ______________________________ (Rupees _________________________________________________________) 

by cash / DD / local cheque no _________________ Dated ______________ Bank ______________________________________
Receipt No __________________ Dated __________________                                 Secretary / Treasurer _____________________



Address for Correspondence:

Dr Raman Sardana, Secretary, Hospital Infection Society – India, Indraprastha Apollo Hospital, Sarita Vihar, New Delhi 110 044 
Ph. (O)+ 91-11-26925858, 26925801   Mobile: 9811057511   E-mail: ramansardana@hotmail.com; ramansardana@apollohospitals.com  
Website: www.hisindia.org
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