MEDICAL PROTECTION SOCIETY

MEDICAL STUDENT MEMBERSHIP APPLICATION

(Must be a member of the MMA)

1. I wish to apply for membership to become a STUDENT MEMBER of the MEDICAL PROTECTION SOCIETY.  I understand that my membership is subject to the terms and conditions of the MPS Memorandum and Articles of Association from time to time in future.

2. Membership generally starts the day after receipt of your completed application form.  Please let us know if you would prefer it to commence from a later date instead.

3. I undertake to keep the Society informed of any change in professional circumstances which have a bearing on my category of membership and subscription status.

4. I undertake to keep the Society informed of my current address.  As a condition of my election as a member of the Medical Protection Society, I also undertake to inform the Society of my future permanent address or a reliable forwarding address.

PLEASE USE CAPITAL LETTERS

Identity Card No.
:
..................................................................... (New)





.................................................................... (Old)

Surname
:
.....................................................................................................................

Forename
:
.....................................................................................................................

Title

:
.....................................................................................................................

Sex

:

Male





Female


Date of Birth
:
Day


Month


Year

Medical School
:
........................................................................................................

Please indicate your current year of study
:

1

2

3

4

5
     Final
 BSc


Expected date of qualification
:
........................................................


Do you intend to study for BSc ?
Yes


No

If YES, when will it start ? (Date/Month/Year)
:
.............................................................

When will it end? (Date/Month/Year)
:
.........................................................................

Please complete both addresses to ensure you receive your FREE educational material.

Term Address

:
........................................................................................................





........................................................................................................

Post Code

:
..........................................

Tel No

:
..................................
Fax No. 
:
................................................

Email

:
................................................................

Preferred Correspondence Address?




Permanent Home/Parent's Address
:
..............................................................................







..............................................................................







..............................................................................


Preferred Correspondence Address?




Postcode
:
......................................

Tel. No.
:
.....................................
Fax No.
:
................................................

Mobile No.
:
.............................................................

Email Address
:
........................................................

I consent to the Medical Protection Society processing information about me.  (Please see Data Protection Act information as below).

We will hold the information you provide on our systems for administration of your membership and policy claims, marketing, provision of educational materials, risk assessment and advisory purposes.  We may disclose your information to legal advisers or other medical protection organisations as part of our advisory and claims handling process.  In order to provide you with the best possible service, we would like to inform you of other products and services offered by us that we believe may be of interest to you.

If you do not wish to receive such information, please tick this box.

You have the right to apply for a copy of your file (for which we may impose a small charge).

Signature
:
...................................................

Date

:
...................................................

MPS is pledged to maintain its position as the leading specialist in comprehensive doctors for doctors protection and representation.  Feedback from new members is important - you can help by answering the following questions.

How did you learn about MPS?

Recruited at school


Personal recommendation

Others (please specify)
:
....................................................................................................






....................................................................................................

Why did you choose MPS?

......................................................................................................................................................................

___________________________________________________________________________________

For MPS office use only

ICE
JP
QRC2
CM
CS
QFS
TM
Other


For MPS office use only

Membership Number
:
.................................................................

Codes


:
.................................................................

Approved By

:
.................................................................

1
2
3
4
5
6
Y
PYR
RYD
RYJ
BSC 
PHD

SY

S

PS

SU






MPS office use only
MPS office use only

Please return to :
Malaysian Medical Association




4th Floor, MMA House




124, Jalan Pahang




53000 Kuala Lumpur




Tel No : 03-4041 1375




Fax No : 03-4041 9929




Email : insurance@mma.org.my
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