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163 Wicksteed Street

Wanganui

Phone 06 3453030

e.mail: thedentists@xtra.co.nz
GST No:  97-377-316

APPLICATION FORM
Associate Membership
Name:
________________________________________

Practice Name:  ____________________________________

Address:
_________________________________________


___________________________________


___________________________________


___________________________________
Phone:
Work ________________ Cell _______________
e.mail:
_________________________________________

Cheque Attached:   $____________  NZDA No:__________
Bank account no:  02-0792-0004906-00  BNZ  Wanganui
I wish to become an Associate Member of the New Zealand Institute of Minimal Intervention Dentistry and I agree to pay the annual subscription including the joining fee of $250.00 which is payable on receipt to this form.  This gives me Associate membership until 31st March 2011.  
Signed:
__________________________          Date: __________________ 
The Nominator must be Full members of the NZIMID
Nominator:  Name _________________________________________________

               Signature ______________________________________________
