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Application for Membership of
The Hong Kong Multiple Sclerosis Society
	Name: 
____________________________ 
in Chinese: ____________________ 
Sex/ Age: ____________
Office Address: 

________________________________________________________________________

________________________________________________________________________
Home Address:

________________________________________________________________________
________________________________________________________________________
Mobile No.: 

_________________________
Fax: ____​​______________________________________
Office Tel. No.: 

_________________________ 
Email Address: _________________________________



*As required by HKMSS constitution, applicant has to be nominated by at least 2 full members.
Qualification 


Institution
 




Date

1. _____________________

______________________________________

____________

2. _____________________

______________________________________

____________

3. _____________________

______________________________________

____________

4. _____________________

______________________________________

____________

5. _____________________

______________________________________

____________

	Present Practice 




Type of Work

1. 
Private Practice 



1. 
Mainly General Medicine

2. 
Hospital Authority 



2. 
General Medicine + Neurology

3.
University 




3. 
Mainly Neurology

4.
Others, specify _____________ 

4. 
Neurology Nursing

__________________________ 

5. 
Others, specify __________________


	Experience
Unit
 


Post

 




Date

1. _____________________

_____________________________________

____________

2. _____________________

_____________________________________

____________

3. _____________________

_____________________________________

____________

4. _____________________

_____________________________________

____________

5. _____________________

_____________________________________

____________




	Publications
1. _____________________

_____________________________________

____________

2. _____________________

_____________________________________

____________

3. _____________________

_____________________________________

____________

4. _____________________

_____________________________________

____________




Date of Application: _______________________ 

Signature: ______________________________
	Nomination

Name of 1st Nominator: ___________________ 

Name of 2nd Nominator: ___________________
Signature: ______________________________


Signature: ______________________________



	


Office Use

Category elected: ___________________________________________________________________________
Date of election: ____________________________
Date of notification: ____________________________

























































Membership fee for the year 2017-2018 is waived. Membership fee is subjected to adjustment in the future
Please send the application form back to Dr. Stephen Cheng (Department of Medicine, PYNEH) or email to webmaster@hkmss.org

_1543863837.psd

