“PAKISTAN SUPERCOURSE”

Telepreventive Medicine

MEMBERSHIP FORM

Name: 









(surname) 


(first)

Sex: 
     M      F 
   
Date of  Birth:










  day 
         month           year

City:



   

Organization:


Job Title:



Job Responsibilities:


Work Address:


Email Address:


Mailing Address (if different from above):
 
Phone/s: 





Fax:


Other phone:

Please send this form to Dr. Sunita Dodani  -  drdodani@msn.com
