
MMA MEMBERSHIP APPLICATION FORM
To :  The Honorary General Secretary

MALAYSIAN MEDICAL ASSOCIATION
4th Floor, MMA House, 124 Jalan Pahang, 53000 Kuala Lumpur

Tel No.03-40420617,40418972,40411375,40431743, Fax No.03-40418187/40434444/40419929
E-mail:memberships@mma.org.my       MMA Homepage:www.mma.org.my

PHOTO

1. 	 Name 

	 	 (AS IN IDENTITY CARD / PASSPORT - Please enclose a copy of I/C / Passport)
      

2. 	 Title (e.g.Tan Sri, Dato’, Prof, Dr)    

3. 	 NRIC New     	 	      Old   

4. 	 Colour Of I/C / Passport             	 Blue           Red            Green           Brown          Others

5. 	 Date Of Birth     	                                                           6.           Sex :              Male              Female
	                                    DAY  MONTH      YEAR

7. 	 Marital Status   	  Married            Single        Others……………………………….

8.  	 Nationality     :      Malaysian        Others (Please state)………………………....….

9. 	 Race :                    Malay      Chinese      Indian      Iban      Kadazan      Others (Please state)………….…...........……...

10. 	 Religion :     Islam      Buddhism      Hinduism      Sikhism      Christianity      Toasim      Others (Please state)…………

11. 	 MMC Registration No.                                                    12. Date Of Registration 
	 	 	 		 	    DAY   MONTH         YEAR

13. 	 Spouse’s Name      

14. 	 Spouse’s NRIC   New      	 	    Old   

 

			

FOR OFFICE USE ONLY                  

Date……………………   Receipt No …………………  Cash/Cheque/MO/PO ……………………..    RM…………………………….

Issued by………..…………………………………….     Approved by Council on  …………………………………………………………

June 2005

Comments if any: ………………………………………………………………………………………………………………….………..

	                 …………………………………………………………………………………………………………………….…….. 

With MMC



16. 	 Working Address
	 of Applicant

 
	 	 Post Code  	 City

17. 	 State                         

18. 	 Country 	 	 	 19.Tel No 

20. 	 E-mail……………………………………………………………………………  21.Fax No

22. 	 Home Address 
	 of Applicant

	 	 Post Code	 City

23. 	 State	 	 	 	  24.Tel No

25. 	 Country	 	 	    26.Fax No

27. 	 Mobile Phone No.

28. 	 E-mail……………………………………………………………………………

29.	 Please send my correspondence to  my             1 Working Address           1 House Address

30.        Employment Status (Please tick  4 )

1 	 (A) 	 Armed Forces	 - 	 *Medical Officer /*House Officer/*Registrar
1 	 (AS) 	 Armed Forces 	 - 	 *Specialist
1 	 (G) 	 Government 	 - 	 *Medical Officer/*House Officer/*Registrar
1 	 (GS) 	 Government 	 - 	 *Specialist/*Public Health Specialist
1 	 (P) 	 Private 	 - 	 *General Practitioner/*Private Medical Officer
1 	 (PS) 	 Private 	 - 	 *Specialist
1 	 (U) 	 University 	 - 	 *Medical Officer/*House Officer/*Registrar/*Lecturer
1 	 (US) 	 University 	 - 	 *Specialist
1 	 (MS) 	 Medical Student  

15.	 Professional Qualifications : (Basic Degree and One Postgraduate qualification)
	 (Please state the full date you obtained the Degree as our computer system does not accept ‘part’ date)
     QUALIFICATION         DEGREE            UNIVERSITY           COUNTRY            DATE OF QUALIFICATION

  1. BASIC DEGREE

    
  2. POSTGRADUATE

    




