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THE PERINATAL SOCIETY OF AUSTRALIA & NEW ZEALAND

A.B.N. 74 123 659 110 www.psanz.com.au 
Annual Subscription Form – FOR 2011 SUBSCRIPTION


NAME:       ___________            __________________________                 ________________________
ORGANISATION: ________________________________________________________________________
PREFERRED MAILING ADDRESS: __________________________________________________________
______________________________________________  STATE: _________________ POSTCODE: _____________
Telephone: (W) (____)_______________  (H)  (____)______________Mobile _______________________
Email: ___________________________________

(for electronic Newsletter and other communications from the Secretariat to membership)
· 

Please tick this box if you do not wish to receive the newsletter via email
DISCIPLINE:
(Please tick most appropriate)
	· Basic Sciences
	
	· Medical Practitioner – NEONATOLOGY

	· Medical Practitioner  - OBSTETRICS
	
	· Neonatal Nurse

	· Midwife
	
	· Other Perinatal areas, e.g. Pathology, Epidemiology, Anaesthesia

PLEASE STATE YOUR AREA OF PRACTICE: ___________


PSANZ: SUB-COMMITTEES, SPECIAL INTEREST GROUPS:

Please tick the following groups you are interested in:

· 
IMPACT: Interdisciplinary Maternal Perinatal Australasian Clinical Trials Network

· 
PSU: Perinatal Substance Use

· 
PMG: Perinatal Mortality Group

· 
P-PAIN: Perinatal Pain Awareness Interest Network

· 
Resus: Resuscitation Special Interest Group

· 
Early Research Career
ANNUAL SUBSCRIPTION
Full membership: 


$99.00 GST inclusive
Concession (full time students): 
$66.00 GST inclusive
A TAX INVOICE/RECEIPT WILL BE ISSUED AFTER PAYMENT HAS BEEN RECEIVED

*Full time students wishing to claim the concession rate are asked to provide a statement signed by their supervisor or Head of Department indicating that they are currently enrolled in a full time degree or diploma.

METHOD OF PAYMENT - Please tick method of payment


 FORMCHECKBOX 

Cheque or Money Order - made payable to “PSANZ”


 FORMCHECKBOX 

Credit card - Please debit my:




 FORMCHECKBOX 
 Bankcard
 FORMCHECKBOX 
 Visa 

 FORMCHECKBOX 
 MasterCard

Cardholder number:
 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
    FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
    FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 
     FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

3-Digit Card Verification Number (Printed on the back of your card)   FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Cardholder’s name:
______________________________________ Amount $:_________________

Expiry date: ___________________________ Signature: _____________________________________
	Please forward completed subscription form 

WITH payment to:-

PSANZ, 
c/- Women’s Hospitals Australasia,

PO Box 50, Deakin West  ACT 2600
	You may also FAX us your renewal form at

02 6230 6699
TELE: +61 02 6175 1900   FAX: +61 02 62306699 

Email:  psanz@wcha.asn.au


Surname





Other names





Title











Women’s Hospitals Australasia incorporated (WHA) is collecting this information on behalf of the Perinatal Society of Australia and New Zealand.  This information will only be used to maintain your membership records and for other purposes associated with the objectives of the society.  This information will not be used by WHA for any other purposes.

