
Membership application form


        I wish to receive updates on new activities organized by the Association

Associate Membership is open to all:

· individuals with COPD

· individuals who are interested in COPD management and support the objectives of the society

· members of the care-giving community (including medical and paramedical professionals)
	Name:

	NRIC: 
	Date of birth:
	Sex: M / F

	Address:

	
	Postal code:

	Tel (O):
	Tel (H):
	H/P:

	E-mail:
	
	

	Nationality:
	Occupation:

	Language spoken:
	

	
	
	
	
	
	

	COPD
	
	
	Non-COPD
	
	


Membership fees: Free for all Associate Members
Please email the completed form to contactus@copdas.com
Signature: ________________




Date: _____________


For official use

Membership number: ________________

Date received: ______________________

