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Associate Membership Application Form 
	Name:
	

	Occupation:
	

	Position:
	

	Qualifications:
	

	Business name:
	

	ABN Number:
	

	Postal Address:
	

	Practice Address:
	

	Telephone (b/h):
	

	Facsimile (b/h): 
	

	Mobile:
	

	Email:
	

	Medicare Provider Number
	

	Brief description of your duties:
	

	How did you hear about Associate Membership?
	

	Personal Information will be collected in accordance with our Privacy Statement 
(copy available on request).


My preferred method of communication is:

( fax

( Mail

( E-mail

Please return to the Associate Membership Consultant along with a brief 1-2 page Curriculum Vitae.

OFFICE USE ONLY

· BOARD APPROVAL……………………………………

□  ENTERED IN DATABASE……………………
· TAX INVOICE SENT……………………………………

□ CERTIFICATE SENT………………………….
· PAYMENT RECEIVED……………………………..

□  N/L & REFERRAL LIST UPDATED………….

SEA-GP (Brisbane) Members Published Content

Individual/Personal Details
The South East Alliance of General Practice (Brisbane) Ltd is pleased to offer our valued members the option of publishing their details on our website and on our referral list as an Associate Member.  To ensure we publish the correct details which will be accessible by anyone with internet access, we ask that you complete your details in the form below.

To ensure SEA-GP (Brisbane) manages information in line with the Privacy Act requirements, we require this form to be completed prior to publishing your details. Please note that not all fields are required to be completed.  Only complete those areas that you are happy to be published in the public domain with the details you wish.

	Name:
	
	Qualifications:
	

	Profession:
	( Pharmacist
	( Podiatrist
	( Dietitian

	
	( Psychologist
	( Clinical Psychologist
	( Speech Pathologist

	
	( Physiotherapist
	( Social Worker
	( Exercise Physiologist

	
	( Counsellor
	( Other
	

	Business/Practice name:
	

	Business/Practice Address:
	

	Telephone:
	

	Facsimile: 
	

	Mobile:
	

	Email:
	

	Brief description of the services you offer:
	

	Medicare Provider:

Medicare Provider: 
	(   (For EPC referrals)

(   (For Better Access to Mental Health Care Initiative referrals)

	
	

	I _________________,  acknowledge I have provided the details on this form for the purpose of it being published on the SEA-GP (Brisbane) website.  I further acknowledge that it is my responsibility to inform SEA-GP (Brisbane), if and when, these details change.

	Signature:
	
	Date:
	


Please return the completed Members SEA-GP (Brisbane) Website Content – Individual/Person Details form to the Membership Consultant by:

Mail to:
SEA-GP (Brisbane) 


Fax to:
07 3823 1408

Membership Consultant

PO Box 235

Capalaba  Qld   4157

Referral Form: 

Associate Membership Referral

	Your name:
	

	Your Profession:
	

	Your contact telephone number:
	

	Your associate/

affiliate member number:
	

	REFERAL DETAILS

	Name:
	

	Position:
	

	Business:
	

	Telephone (b/h):
	

	Mobile:
	

	Associate or Affiliate membership?
	

	Personal Information will be collected in accordance with our Privacy Statement (copy available on request).


(
Yes, I have advised my colleague that I have recommended them to SEA-GP (Brisbane) for membership. Could you please forward them the Associate/Affiliate membership kit?

(No, I have not advised my colleague that I have recommended them to SEA-GP (Brisbane) for membership. Could you please let them know when you make contact?

Please return to the Associate Membership Consultant.



Capalaba Business Centre


39 Old Cleveland Road


Capalaba  Q  4157





Tel:  07 3390 2466 


Fax:  07 3823 1408





Capalaba Office
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