
 
 
 
                        
           
 

AADA Registration Form 
 
Please tick one:         _____    Existing member (Fill in part A of form and sign  

below) 
      or 
 
   _____   New member (Fill in part A and B and sign below) 
 
PART A 
 
Name: 
 
Work Address : 
 
Postal Address : 
 
Work Telephone Number : 
 
Email Address : 
 
PART B 
 
Medical Qualifications: 
 
Type of Medical Practice: 
 
Special Medical Interests: 
 
Name of Existing AADA Member Nominating you as a Member: 
 
________________________________________________________________________ 
 
Signature:     Date: 
 
Please return form and payment of $80 (cheque addressed to “AADA Inc.”)  to: 
Dr Michael Marfan 
PO Box 8062, Sunnybank Q4109 
 
Please note that the membership year is from 1 July to 30 June. Regardless of when a member joins 
during this period, the full membership fee will apply. Please note also that you must be a member of 
AADA for at least 6 months before attending an AADA conference. 

http://us.f326.mail.yahoo.com/ym/ShowLetter?box=Inbox&MsgId=8245_18708980_878468_1841_180871_0_70302_334687_3666819444&bodyPart=3&tnef=&YY=61171&y5beta=yes&y5beta=yes&order=down&sort=date&pos=0&view=a&head=b&VScan=1&Idx=12�
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