MADRAS CITY OPHTHALMOLOGICAL ASSOCIATION
MEMBERSHIP FORM

--------------------------------------------------------------------------------------------------------------
(USE BLOCK LETTERS)

Name in Full

:    -----------------------------------------------------------------------------------------------

Age

:    -------------------------------------------------------Sex : -------------------------------

Address (Off)
:    -----------------------------------------------------------------------------------------------

                                          City :----------------------------------------------------Pin : ----------------------------

Address (Res) 
:    -----------------------------------------------------------------------------------------------



    City :----------------------------------------------------Pin : -----------------------------

Address for Communication : (Off/Res)

Telephone No.
:    Off ------------------------------------------------Res -----------------------------------

Mobile No.

:    -----------------------------------------------------------------------------------------------

Fax No.

:    Off ------------------------------------------------Res -----------------------------------

E-mail Address
:    -----------------------------------------------------------------------------------------------

Qualification

:    -----------------------------------------------------------------------------------------------

Speciality of 

:    Anterior Segment        (    )
interest

:    Posterior Segment      (    )

Kindly fill up this form and send a D.D/Cheque for Rs.1000/- in favour of Madras City Ophthalmological Association with a passport size Photograph to any of the below address.

-----------------------------------------
Signature

Dr.K.Premraj
Secretary
Madras City Ophthalmological Association
Prem's Eye Clinic
120, Bazaar Road,
Saidapet, Chennai - 600 015
Tel : 044-24327736   Fax : 044-24321615
Dr.Mohan Rajan
Treasurer
Madras City Ophthalmological Association
Rajan Eye Care Hospital
5, Vidyodaya, 2nd Street
T.Nagar, Chennai - 600 017
Tel : 044-28259635   Fax : 044-28278768

