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SECTION 1

PERSONAL DETAILS
Surname As registered with the Medical Council            ________________________________________
Forename/s     As registered with the Medical Council   ________________________________________
__________________________________________________________________________________________
Date of Birth (DD/MM/YYYY) ________________          Country of Birth _______________​​​​​​_________​​_
​​​​​
Male / Female *(Delete As Appropriate)  
Medical Council Registration No ________________    Position      ____________________________
Are you on the specialist register / general register / trainee specialist register?       ______________
What Category? Gen Adult____Child & Adolescent____Learning Disability__Psychiatry of Old Age____
What Is your Psychiatry qualification recognised for practice in Ireland? ________________________
What year did you obtain this qualification?
______________________
Medically Qualified (Year)
______
____
Medical School ________________________________
Please list all qualifications and year obtained        ________________________________________
If not registered in Ireland, please state below 
e.g.   Registered In UK with GMC
Country__________________
Type Of Registration ______________
Date  ______________
SECTION 2

CONTACT DETAILS 
Home Address
  
Work Address   
  
Which address should we use for correspondence?    Home (    Work (
Telephone         Home_____________________   Work ________________   Mobile   _________________
Email Address  ______________________________  Twitter @_________________________ 
SECTION 3

CATEGORY OF MEMBERSHIP 
PLEASE APPLY FOR ONE CATEGORY OF MEMBERSHIP   
	Membership
	2017/2018       subscription fee  
	Please tick

	FULL SPECIALIST MEMBERSHIP
	€435.00
	

	GENERAL MEMBERSHIP 
	€435.00
	

	POST-EXAM MEMBERSHIP
NON-CONSULTANT

	€265.00
	

	PRE-EXAM AFFILIATE MEMBERSHIP 
	€165.00
	

	ASSOCIATE/ OVERSEAS MEMBER
	€150.00
	

	RETIRED MEMBER
	€120.00
	


Please note that membership is with effect from 1st November and is renewable annually thereafter.  Renewal notice will be circulated each year.

	FACULTY MEMBERSHIP please select which Faculties you wish to join: 
(max 3 faculties)


	FACULTY OF ADULT PSYCHIATRY
	

	FACULTY OF ACADEMIC PSYCHIATRY 
	

	FACULTY OF CHILD AND ADOLESCENT PSYCHIATRY
	

	FACULTY OF LEARNING DISABILITY PSYCHIATRY
	

	FACULTY OF PSYCHIATRY OF OLD AGE
	

	FACULTY OF FORENSIC PSYCHIATRY
	

	FACULTY OF MEDICAL PSYCHOTHERAPY
	

	FACULTY OF ADDICTION PSYCHIATRY
	

	FACULTY OF LIAISON PSYCHIATRY
	

	FACULTY OF SOCIAL & REHABILITATION PSYCHIATRY
	


	SPECIAL INTEREST GROUPS 
	

	EATING DISORDERS SPECIAL INTEREST GROUP 
	

	NEUROPSYCHIATRY SPECIAL INTEREST GROUP
	

	ADHD SPECIAL INTEREST GROUP 
	

	PRIVATE & INDEPENDENT PRACTICE SPECIAL INTEREST GROUP
	

	STUDENT MENTAL HEALTH SPECIAL INTEREST GROUP
	


SECTION 4

PAYMENT DETAILS
A. CHEQUE PAYMENTS

I enclose a cheque for  €_________________

Please make € cheques payable to the ‘College of Psychiatrists of Ireland’
B. DIRECT DEBIT MANDATE 

I attach a completed Direct Debit Mandate authorizing you to deduct the membership fee
   ……….

By completing this direct debit mandate, I can avail of the €10.00 discount on my annual subscription 
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Your details are protected under the Data Protection Act                           

Please note that any false declaration of details will deem your application null and void and will be forwarded to the relevant authorities
Charity No. CHY 18077
5 Herbert Street, Dublin 2   |   Tel: (01) 661 8450   |   Fax: (01) 685 4291   |   Email:  info@irishpsychiatry.ie   |   www.irishpsychiatry.ie     






	C. CREDIT / DEBIT CARD PAYMENTS





Please complete the following:  VISA               MASTERCARD   � EMBED Word.Picture.8  ���    DEBIT CARD   �





Please debit the following amount from my account: 








Card Number   ………………………………………………………………








Expiry Date………………………………   			CVV No   last 3 digits on reverse of card:  …………….








*  Please note that all card payments will be processed in Euros.
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