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APPLICATION
	Application for individual membership

	Name:

Function:

Address:

- street ...............................………. number......

- city
.......................................……….................                                       

- postal code
..........................……….................

- country
................................…………..............

- telephone
............................……….................

- fax
.......................................……….................

- e-mail
..................................……….................

The undersigned requests registration as individual member of MAMH and will remit the yearly contribution immediately upon receipt of the request hereto.

................................,
...............................

(place)
(date)

................................

(signature)

	PLEASE RETURN THE COMPLETED FORM TO :

MAMH Administartion office

Erasmus MC Faculty

Department of General Practice

Educational Training ID physician

Attn. Mrs. F. de Meij

P.O. Box 2040

3000 CA  ROTTERDAM

THE NETHERLANDS

E-mail: administration@mahm.net


