
 

 

Hong Kong Stereotactic Radiosurgery (HKSRS) Chapter 

Affiliate Membership Registration Form 

 

Name : ___Dr./Mr./Mrs./Ms._______________________________________ (                           ) 

Office Address : ________________________________________________________________ 

______________________________________________________________________________ 

Office Tel. No. : _____________________ Fax. No. : ______________________________ 

Mobile Phone No. : __________________ E-mail Address : ________________________ 

Present Post : __________________________________________________________________ 

Professional Qualifications (with year) : ____________________________________________  

_______________________________________________________________________________ 

Other Academic Societies : _______________________________________________________ 

_______________________________________________________________________________ 

 

I *do/do not object to disclosing my personal data to other parties for the purpose to facilitate 

scociety activites, scientific exchange and relevant scoial activites with Federation of Medical 

Societies and the like. 

 

Date of application: _______________  Applicant’s Signature: ______________________  

 

Seconded by: (a member / affiliated member) 

Names: __________________________   Signature: __________________________  

For Official Use: 

Approved by:___________________________   Date: ______________________________ 

Inform applicant on: ____________________ 


