FRIENDS OF ST ANDREW'S HOSPITAL
MEMBERSHIP APPLICATION FORM

Title: Mr Mrs Miss Ms Dr Prof (please circle)

Surname: Given Name:

Mailing Address:

Telephone:

Email: Occupation:

Skills / Interests:

Annual Membership Subscription (in Australian Dollars)

Individual Friend ..............cooeiiiiiiiinenn, $30.00

Joint Friend (2 adults at same address)........ $50.00

| wish to make a donation of ..................... $

D | enclose my cheque (made payable to St Andrew’s Hospital Foundation Inc)

|:| Please charge my credit card:

O visa ] Mastercard [J Bankcard

¢cardNO: Expiry Date: [/

Card Holder Name: Signature:

D | authorise the membership fee to be automatically deducted from my credit card
annually.
(I understand that | may alter this contribution should circumstances warrant such
action)

Post to: Phone: 08 8408 2005

Foundation Director Fax: 08 8408 2015

St Andrew’s Hospital Foundation Inc. Email: gcespi@stand.org.au

GPO Box 1299
Adelaide SA 5001

OFFICE USE ONLY
Application Received: Payment Receipted: Processed By:
Card Number: Benefits Posted: Annual Renewal: Yes / No




