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Membership form
The following information is collected to allow the Division to gain a deeper understanding of General Practice and Community. This helps us to develop tailored 
products and services to infl uence key decision makers in government and business. It may also help the formation of special interest groups. Could you please 
help us to make sure we are off ering you the services you need by fi lling out all the details included on this form.

Only fi ll in the membership details that apply to you

Payment Options (please tick)

  Cheque     Mastercard     Visa        Amount: $                + Donation: $                = Total: $               

Credit Card number                         

Name on Credit Card _______  Expiry Date _/ _

Signature _____     Date _ / _ / _

Member referred by:     

ORDINARY MEMBER - GP Member details: 

 Principal   Employed  Locum 

 Contractor  

Title:  Surname:   

First Name:  

Preferred Address:  

  Postcode:  

Professional Development Number:  

Affi  liated Body:  

Provider Number:  

Vocationally Registered:     Yes      No 

Prescriber Number:  

Gender:      Male      Female 

Year of Birth:                           

Practice Name:  

ASSOCIATE MEMBER - Practice staff , Allied health, Students & others: 

 Allied Health - Specialty Area:  

 Receptionist  Practice Manager  Registered Nurse

 Dentist  Community Health  Specialist/Consultant

 Student/Registrar  Indigenous Health 

 GP - Retired or outside Division Boundary 

 Other - Please specify:   

Title:  Surname:   

First Name:  

Preferred Address:  

  Postcode:  

Student - Area of study:  

Professional Development Number:  

Affi  liated Body:  

ABN:  

Gender:     Male      Female 

Year of Birth:                            

Workplace address:  

PRACTICE INSTITUTIONAL: 

Name of Practice:  

Physical Address:  

  Postcode:  

Postal Address:  

  Postcode:  

Number of Staff :    Greater than 2 FTE Doctors?   

Practice Name:  

Please provide a separate list of names and position titles

ASSOCIATE INSTITUTIONAL: 

Name of Organisation:  

Nature of Organisation:  

Physical Address:  

  Postcode:  

Postal Address:  

  Postcode:  

Number of Employees:  

Membership Contact Person:  

Brisbane South Division Limited PO Box 211, Salisbury Q 4107  ABN 21 510 905 907   ACN 135 683 064

 GP Member*– Investment: $149 (GST Inclusive)

 Associate Member*– Investment: $110 (Allied Health 
 Professionals, Practice Employees and others. GST Inclusive)

 Practice Institutional**– Investment: $270 

 Associate Institutional Members 
 – Investment: $249 (GST Inclusive)

 Healthcare Student – FREE

 Please forward a tax receipt.

* Eligible to nominate for Board 

Membership.

** General Practice Institutional 

membership covers all practice staff  

within that Practice under this fee.

NOTE: Credit card will be debited 

annual membership each year in July 

unless you advise otherwise.

MEMBERSHIP FEES 2010/2011 TAX INVOICE

This document will be a tax invoice 

for GST purposes when fully 

completed and payment made. 

Please retain a copy for your records.


DONATIONS OF $2 OR MORE ARE TAX DEDUCTIBLE



Excellence in Innovation for
General Practice & Community

DIVISION
Brisbanesouth 

address  Unit 1B, 172 Evans Road, Salisbury, Qld 4107
postal   PO Box 211, Salisbury, Qld 4107  phone  07 3274 1886   fax  07 3274 1930
email  info@brisbanesouth.com.au   web www.brisbanesouth.com.au

    INTEREST AREA: DETAILS:

  Mental Health:

  Child and Youth Health:

  Aged Care:

  Emergency Medicine:

  Indigenous Health:

  Ante-natal Care:

  Mens / Womens Health:

  Musculo Skeletal:

  Refugee Health:

  Research:

  Community Health:

  Oral Health:

  Other:

CONTACT DETAILS

Postal Address:  

        Postcode:  

Telephone: (         )  Fax: (         )                Mobile:  

Email:  

Would you like to receive our E-Newsletters?       Yes      No

PREFERRED METHOD OF CONTACT

How would you like to receive written communication in 2010?

 Post   Email  Fax  Via Website   E-Newsletters  Mobile 

MEMBERSHIP POLICIES, BENEFITS AND CONDITIONS

  I have read, understood and agree to the Brisbane South Division Limited membership policies, benefi ts and conditions 

        at www.brisbanesouth.com.au

  I have read, understood and agree to the Brisbane South Division Limited Privacy Statement at www.brisbanesouth.com.au

Name:                     (please print)

Signature:     Date:             /               /                   

Completing the section below allows us to identify particular GP interests and specialties to better assist enquiries to the division.

For any enquiries regarding membership please call the Division

PLEASE FAX, EMAIL OR POST THIS FORM OR COMPLETE FORM ONLINE AT www.brisbanesouth.com.au


