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REGISTRATION FORM

To: Secretariat
Hong Kong College of Community Medicine
Room 908, 9/F, HKAMJC Building
99 Wong Chuk Hang Road
Aberdeen, Hong Kong
Tel: 2871 8745 Fax: 2580 7071

Conjoint Intensive Course on Part | Fellowship
Examination in Public Health Medicine and
Administrative Medicine

Name: Prof/Dr/Mr/Mrs/ Ms

Institution:

Position:

Office Telephone / Mobile Phone:

E-mail Address:

Fax:

Car License No.:

Please enclose a cheque of HK$6000 payable to “Hong Kong College of Community Medicine”

Signature: Date:




