
 

 

 
I wish to apply to become a Student Affiliate of the Liverpool Medical Institution. 
(FULL NAME IN BLOCK LETTERS - Please state title: Mr, Miss, Mrs etc.) 
  
Signature of Applicant   

Date      
 

 

 

 

Year of study (please tick appropriate box)   
1st 2nd 3rd 4th 5th PRHO 
 

 

 

 

 Term Time address   
  
Post Code   Tel No   
 

 Permanent address   
  
Post Code   Tel No   
 

 

 

 

All mailings will be sent via E-mail (please notify the Institution if your address changes) 
E-mail address ..........................................................................................................................................  
Alternative E-mail address .....................................................................................................................  
 

 

 

 

The Member named below has agreed to support my application: 
Name of Proposer (IN BLOCK LETTERS): 
 

    
 

Signature of Proposer: 
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