[image: image1.emf]

Application for Membership
Please print or type all information clearly; use extra sheets of paper if necessary
If possible, fill in form electronically at: www.icord.se 
	NAME 

	TITLE


	INSTITUTION


	DEPARTMENT


	MAILING ADDRESS


	CITY 

	STATE/PROVINCE


	COUNTRY 

	POSTAL CODE


	TELEPHONE (INCLUDING COUNTRY CODE) 

	FAX


	EMAIL ADDRESS


	DATE OF BIRTH 

	SEX (Please circle one)       M 
  F


	HOSPITAL/UNIVERSITY OR OTHER RELEVANT APPOINTMENTS


	

	

	

	

	

	

	

	

	

	
	


Application continues on other side
	EDUCATION AND TRAINING (name and location of institution)


	

	

	

	

	

	DESCRIBE YOUR SPECIAL AREAS OF INTEREST AND LIST RELEVANT PUBLICATIONS


	

	

	

	

	

	

	

	OTHER SOCIETY/PROFESSIONAL MEMBERSHIPS


	 

	

	

	

	

	

	

	APPLICANTS’s SIGNATURE 

	DATE


	Return Application and/or address questions to:

ICORD’s SECRETARIAT’s OFFICE

Childhood Cancer Research Unit Q6:05, Karolinska University Hospital, SE-171 76 Stockholm
PHONE: +46 8-517 728 70    FAX: +46 8-517 731 84   EMAIL: desiree.gavhed@ki.se   WEB SITE: www.icord.se
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