
Name :

Age :

Permanent Address :

Tel No. :   Mobile:  

E-mail :  

Specialty :  

I here by give my consent to be a member of Apollo Hospitals 

Doctors Welfare Society and will adhere to the terms and conditions 

and by - laws of the society

I agree to deduct the monthly subscription amount from my 
professional fees.

Signature

Name :

Age :

Permanent Address :

Tel No. :   Mobile:  

E-mail :  

Specialty :  

I here by give my consent to be a member of Apollo Hospitals 

Doctors Welfare Society and will adhere to the terms and conditions 

and by - laws of the society

I agree to deduct the monthly subscription amount from my 
professional fees.

Signature
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