Amended June 2007


BSHNI Membership Application Form                                                                                            Confidential

To be completed in blocked capitals

Type of Membership applied for:  
FULL  □  
ASSOCIATE   (trainees prior to specialist registration and non medical) □   
ASSOCIATE MEMBER APPLYING FOR FULL MEMBERSHIP  (no further fee required) □
For full membership , please state date of  specialist registration _________________________ 

Title: (Professor/Dr/Mr/Mrs/Miss/Ms)

Surname:




Forenames:

Current Grade:


  


Medical Qualifications:

Preferred e mail address: 

Please avoid yahoo or hotmail e mail addresses
Hospital Details

Tel:



Fax:

           Address:

Home Details (Optional)

Tel:



Mobile:

Address:
Payment should be by cheque (£10) payable to BSHNI, accompanied by the membership application

form. Please send the form and cheque (in the name of BSHNI ) to:

Dr Jagrit Shah, Consultant Neuroradiologist, Imaging Centre, ‘B’ Floor, West Wing, Queen’s Medical Centre, Nottingham NG7 2UH
Signature:





Date: 










