M’W
Application for Membership monashtink

Community Health Service

Title: (Eg: Mr, Mrs, Dr)

First Name
(Please state full name)

Surname

Postal Address

Home Address
(If different from postal)

Home Phone

Mobile Phone

Email Address

| would like to become a member of MonashLink Community Health Service and certify
that | am over 18 years of age and that | meet one of the following criteria (Please tick \ ):

| live / work / study in the City of Monash

| am a client of MonashLink

| am a carer of a client of MonashLink

Signed

Date

Please return this form to:

The Chief Executive Officer
MonashLink Community Health Service
219 High Street Road
Ashwood, 3147
Or Fax to: 98095953

If you wish to do so, you are also welcome to make a tax deductible donation and a tax receipt will be issued to the above address.

Please find enclosed my donation of $




