WA PHARMACY GOLF CLUB Inc
APPLICATION FOR MEMBERSHIP/
RENEWAL OF MEMBERSHIP
2015
I being a Pharmacist or a Pharmacy Industry Representative and eligible for Membership in accordance with the Rules of the Association, hereby apply for membership of the WA Pharmacy Golf Club and upon election and while a member of the Club, agree to be bound by the rules and to pay the Club all membership fees, levies or other money payable from time to time.
NAME IN FULL……………………………………………………………………………………………………
PHARMACY/COMPANY NAME ………………………………………………………………………………

ADDRESS …………………………………………………………………………………………………………

………………………………………………………………………POSTCODE ………………………………

TELEPHONE………………………………………… MOBILE ……………………………………………….
EMAIL …………………………………………………………………………………………………………….. 

MEMBER OF GOLF CLUB           YES/NO
                     AGU HANDICAP…………………………...

NAME OF GOLF CLUB ………………………………………………………………………………………….

SIGNATURE…………………………………………………… DATE ………………………………………...

Annual Membership Fees 01/01/15 – 31/12/15
$50.00

Club’s bank account 

BSB 016-498 
Account No 4979-07731








Paid                         Yes/No            
