APPLICATION FOR NEW MEMBERSHIP: Annual Fee $20.00 Retain this section for your records

Title: Full Name:

Postal Address:

Postcode:
Home: Work:

Email:

Membership Type (Please tick)

Individual
Professional (Specify Profession):

Organisational (Name and Type):

Name of Patient Male
Patient Condition (Please Tick):  Transplant

Other Please Specify

| enclose $20 for new membership

| also enclose $

Family (Full Name of Partner):

Haemodialysis

as a tax deductible donation.

I’d like to receive newsletters via:

post email
Mobile:
Female DOB

Peritoneal (CAPD)

Patient attends (Hospital)

(Please make cheques and

) . Kidney S t Network
If paying by credit card: eV SipRerEietteity
Type: Expiry: Card No.
Name on Card: Signature: Date:

Membership Entitlements

e Patients and carers support groups

* Newsletters

e Dietary and medical tips

< Advice on new developments and events related to
kidney disease or transplantation

e Access to our library and equipment loan services

= Special events and gatherings

* Volunteer opportunities

e Hospital renal unit support

e Advocacy

KIDNEY

support @ network

PO BOX 16
THE GAP QLD 4061
Phone (07) 3300 0906
Fax: (07) 3300 0905
Email: office@ksn.org.au

www.ksn.org.au



