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                          Tel: 0141 554 5808                                           4 Craigpark
                          Fax: 0141 554 9036                                                  Dennistoun  
                                                                                                 Glasgow G31 2NA

Membership Application Form

I wish to be admitted to the society as (please tick) [  ]   An Insured Full Member  £35.00
                                                                                   [  ]   An Associate Member     £25.00
                                                                                   [  ]   An Student Member        £20.00

I enclose the fee of £_______ payable to the Society of Holistic Practitioners.

I would like to apply for membership with the Society of Holistic Practitioners.

Title: ..............      Surname: .................................    Forenames: ...............................................

Please list your qualifications from the College of Holistic Medicine or the Natural Therapeutics Research Trust and any additional medical qualifications;


Date Received            Qualification                                               College
.......................             ..............................................................       ........................................

.......................             ...............................................................      ........................................

The Address to which Society correspondence should be sent is as follows:

Address: ......................................................................................................................................
               .......................................................................................................................................
Postcode: ..............................................                         Telephone: ...........................................  

Prospective Insured Full Members should complete/delete and sign:

Either:     I am a member of the following insurance scheme: ....................................................

Or:   I intend to be insured under the following scheme immediately on receiving confirmation of my membership: ................................................................................................

Or: I enclose an application form and cheque for membership of the LCSP.

Signed: .................................................................   Date: ..............................................
All prospective full members should write below all addresses at which they intend to practise and which may be sent to prospective patients, please fill in every address, including the one you have just written above if you also practice from that address. The address above will not be sent to patients unless you write it below.

Address: ..................................................              ....................................................................
                .................................................              ....................................................................
                ....................................................           ...................................................................
Telephone: ............................................     Email: ....................................................................


  
