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REGISTRATION FORM – AFFILIATED MEMBERSHIP  2010 
 

Please use block letters 

ADDRESS DETAILS: 

Organisation  __________________________________________________________________ 

Address __________________________________________________________________ 

      __________________________________________________________________ 

Postal code and city ____________________________________________________________ 

Country  __________________________________________________________________ 

Telephone _________________________________ Telefax __________________________ 

E-mail  ___________________________________________________________________ 

Institution code ____ (Please refer to appendix I for the code) 
Other_____________________________ (If your kind of institution is not mentioned in appendix I) 
 
NOMINATED REPRESENTATIVE 
Family name _____________________________________________Mr./Ms/ Mrs. 

Initials _____________________Title(s)______________________________ 

First name____________________________________  
Position code:    ____ (Please refer to appendix II for the code) 
              other: _____________________________ (if your position is not mentioned in appendix I) 
 
 
OBJECTIVES OF THE ORGANISATION 
______________________________________________________________________________

______________________________________________________________________________ 

 
 
NUMBER OF DOCTORS/SCIENTISTS 
Medical doctors  _____________ 

Scientists            _____________ 

 
 
STATEMENT IN SUPPORT OF ISBT CODE OF ETHICS 
______________________________________________________________________________

______________________________________________________________________________ 

 
 
 
PLEASE DO NOT FORGET TO COMPLETE BOTH SIDES OF THE REGISTRATION FORM! 
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RELATIONS WITH OTHER SOCIETIES 
______________________________________________________________________________

______________________________________________________________________________ 

 
 
AFFILIATED MEMBERSHIP FEE 2008*      ❐ 450 EURO 
 

 
 
PAYMENT 
Undersigned declares to pay the total amount due in Euros with the following means of payment:  
 
❐❐❐❐  Bank transfer: 

Please transfer payment to ABN AMRO, 57.48.05.842 to Dr. P.F.W. Strengers (ISBT) 
Amsterdam, the Netherlands. The BIC code of the bank: ABNA NL 2A . 
IBAN code: NL45ABNA0574805842 
Please clearly state company name.   

 
❐❐❐❐ Credit card:  
 ❐  Euro / Master / Access  ❐  American Express  ❐  VISA 
 
 Charge my card no.: ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___ ___   
  
 CVC-code: __ __ __ __ __  
 (Last 3 digits on the reverse side of the card and for American Express the 4 digits on the  
 front side of the card) 
 
 Expiry date: ____ / _____ 
 
Please note: 
1. Only the forms of payment listed above are acceptable.  
 
2. When your name is NOT clearly stated on the bank transfer, your payment cannot be linked. Consequently, your payment will be 

unknown to the ISBT Central Office. 

 
 
Signature: __________________________________________Date:  _____ _____ _____ 

 day month year 
 
 

Please return this form to the 
ISBT Central Office, J. van Goyenkade 11, 1075 HP Amsterdam, the Netherlands, 

fax +31-20-6737306 
 
 

PLEASE SETTLE YOUR PAYMENT AS SOON AS POSSIBLE 
SEND BOTH SIDES OF THIS FORM. 


