Membership
Application

Please read and complete all sections of this form and return to: IHM 18-21 Morley Street London SE1 7QZ

Personal Details

va

Institute of

Healthcare

~

d Management

@ 0207620 1030 @@ 020 7620 1040 @ membership@ihm.org.uk @ www.ihm.org.uk

Surname Title Dr/Mr/Mrs/Miss/Ms/Other
Forenames Date of Birth
Home Address Home Telephone
Home e-mail
Postcode Preferred mailing address: Home D
Work D
Employment Details
Job Title Employer
Work Address Work Telephone
Work Fax
Work e-mail
Postcode Date Appointed
Preferred e-mail address: Home D
Work D
Membership Options
(Please refer to the last page for membership eligibility and subscriptions.)
| wish to apply for:
Select one Only select one if appropriate
Full Member Corporate Member Reduced Rate Member Retired Member

Associate Member Overseas Member Career Break Member EFM

Work History and Qualifications
Recent Work History

Dates Post Held Organisation




Please state your management or professional qualifications

Year Qualification College/Professional Body

(Please complete on a separate sheet of paper if necessary)

If applying for Full Membership, please state how your experience and qualifications satisfy the IHM entry criteria (please attach

a brief CV)

(Please complete on a separate sheet of paper if necessary)

IHM Divisional and Regional Structure

IHM members whose work addresses are within Scotland, Northern Ireland and Wales will be allocated to those Divisions.

In England the IHM Regional structure will reflect the English SHAs. Members will be allocated to the Division/Region in which their

preferred mailing address is located.

A member may request to be informed of activities in neighbouring Divisions/Regions, or alter their Divisional/Regional allocation, by

notifying membership@ihm.org.uk or by telephoning 0207 593 0461.

Personal Data

Occasionally the IHM permits selected organisations access to our mailing list. Please tick this box if you do want to be

included in these mailings.

The IHM uses electronic communications as the preferred method of contact with members and a valid e-mail address may

be required to access some benefits. As part of this policy the IHM will send information, news items and notifications of

upcoming events by electronic means. Please tick this box if you do wish to receive these messages.

The IHM works with a number of partner organisations to deliver services to members. Please

tick the relevant box if you are happy for IHM to share your details with these organisations. Mail E-mail

| apply for election to membership of the IHM. If elected, | promise to abide by the Memorandum and Articles of Association

and by-laws, rules and regulations and the Healthcare Management Code of the IHM.

Signed Date

Please note that mid-year changes in membership status will take effect from next renewal date. Subscriptions are non-refundable.






Payment Options For office use only: Name

Membership No.

Cheque Total
Please make your cheque payable to ‘IHM’ and write your name and address on reverse.  payable:
Credit/Debit
Card Amex Mastercard Trustcard (iease specity) Start Date
Switch Visa Switch Issue | | || |
Number .
Expiry Date
Card
nmoer: || [ L[] [[] L) L
Name (as it appears on card)
3-Digit
Billing Address ease priny Security Code
Postcode
Signature Date Total
payable:
BACS
The IHM Account details are as follows Payee Account Name
Name: Institute of Healthcare Management
Sort Code: 56-00-27
Account Number: 25707795 Total
payable:
Direct Debit
hly P
Annual Payment Monthly Payment Total
Please complete the mandate below and return to IHM with your application form. payable:
l/ i . - .
% Instruction to your bank or building society
¥, Management to pay Direct Debits

Direct Debit Payment(s)
linstruct my bank or building society to pay Direct Debit from my account at the request of IHM. The amounts are variable and may be debited on various dates.

| understand that the IHM may change the amounts and dates only after giving me prior notice. | will inform the bank or building society and IHM if | wish to cancel this
instruction. | understand that if any Direct Debit is paid which breaks the terms of this instruction, the bank or building society will make a refund.

1. Name(s) of Account

Holder(s): 3. Branch sort code - -

2. Name and full postal address of your bank or building society Branch 4. Bank or building society
Account Number

The Manager

5. IHM Reference Number
(For Office Use Only)

6. IHM Criginator’s
Reference Number 9 9 8 6 4 1

7. Instruction to your bank or building society
Please pay the Institute of Healthcare Management from the account detailed
on this instruction, subject to the safeguards assured by the Direct Debit
Guarantee. | understand that this instruction will remain with the IHM and if so
details will be passed electronically to my bank/building society.

Address

Postcode

Signature(s) Date

The Institute of Healthcare Management, 18-21 Morley Street, London, SE1 7QT

The Direct Debit Guarantee

This Guarantee is offered by all banks and building societies that take part in the Direct Debit Scheme. The efficiency and security of the Scheme is monitored and
protected by your own bank or building society. If the amounts to be paid or the payment date changes, you will be told at least 14 days in advance. If an error is
made by IHM or your bank or building society, you are guaranteed full and immediate refund from your branch of the amount paid.

You can cancel a Direct Debit at any time in writing to your bank or building society. Please also send a copy to IHM.
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