MEMBERSHIP APPLICATION

PHARMACEUTICAL SOCIETY

of New Zealand Incorporated

PLEASE COMPLETE BOTH SIDES OF THIS APPLICATION FORM AND RETURN VIA:
Post: PSNZ Inc, PO Box 11640, Manners Street, Wellington 6142
or Fax: 04 382 9297 | Enquiries: 04 802 0030

01. YOUR DETAILS

Title (Mr, Mrs, Dr etc)

Surname

First Names

Preferred Name

Pharmacy Council No.

PSNZ number (if known)

Mailing Address Details

Work Phone ( )

e | ..( ...... ) ...................................................................................................................
N | ..( ...... ) ..................................................................................................................
" | ..( ...... ) ...................................................................................................................
B
R
e | M / . F ....................................................................................................................

Place of Employment

Pharmacy Qualifications

Ethnicity*

* This question provides statistics for research and development. You do not have to answer if you do not want to. Please use one of the following descriptions: African, Australian, Chinese, Cook Island Maori,
Fijian, Indian, Latin American/Hispanic, Middle Eastern, Niuean, NZ European, NZ Pakeha, NZ Maori, Pacific Island, Samoan, Tokelauan, Tongan, other - please specify (e.g. European, Asian, Pacific Island).

Please turn over to complete final sections
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CONTINUED

02. MEMBERSHIP PARTICULARS

MEMBERSHIP TYPE

[ ] Full Member
$440.00 (GST incl.)

[ ] Limited Member
$104.00 (GSTincl.)
for overseas, non practising & retired pharmacists only.

|:| Technician Member
$90.00 (GSTincl.)

PAYMENT METHOD

|:| FULL MEMBERS ONLY
NEW easysub - monthly payments of $38.91 -
just complete the enclosed form.
(Note monthly amount includes a 6.1% service fee)

|:| Paid by enclosed cheque
(payable to PSNZ Inc)

[ ] Paid by direct credit
Pay to PSNZ: ANZ acc. no. 01-0509-0001989-000
Include your membership no. as the reference.
Please send your remittance back so we can update

your deftails.
Date credited: / /
[ ] Paid by credit card Visa Mastercard
Card Number: Expiry: /

Name on card:

Signature:

03. NEW ZEALAND COLLEGE OF PHARMACISTS MEMBERSHIP

(to be completed by Full Members of the Society only)

Complimentary membership of the New Zealand
College of Pharmacists is granted fo full Members
of the Society. Membership is normailly $155.

Do you wish to join the New Zealand College
of Pharmacists?

[ ]vYes [ ] NnO

| understand that the personal information | have provided
allows the New Zealand College of Pharmacists (NZCP)

to carry out its purpose as a provider of education and
fraining. | am aware that this information is collected and
used for the purposes of granting membership to the

NZCP and in the administration of my enrolment in courses
and that it will be not be used or disclosed except in
accordance with the Privacy Act 1993.

|:| (Tick to confirm)

04. PRIVACY STATEMENT

The Pharmaceutical Society of New Zealand Inc (“the
Society”) is collecting this information from you for

the purposes of granting you membership and for the
administration of contact information for the Membership
of the Society. This information will be held by the Society at
our offices at 124 Dixon Street, Wellington. We will not use or
disclose your personal information except in accordance
with the Privacy Act 1993.
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Under the Privacy Act 1993, you have the right to access

or correct any personal information we hold about you. By
signing this application form you acknowledge that you have
read and understood this privacy statement and your rights
contained within it.

Signed: Date: / /

|:| TICK IF RECEIPT REQUIRED
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