
 

 

 

Membership Form 
 

Name: ___________________________ S/O, D/O: ________________________ 

CNIC No. _____________________________ PMDC Reg. No. ______________ 

Qualifications: _________________________ Designation: _________________ 

Name of Institution: _________________________________________________ 

Contact No. ________________________________________________________ 

Email/ Fax No. _____________________________________________________ 

Residential Address: _________________________________________________ 

__________________________________________________________________ 

Membership Fee: ____________________________________________________ 

 

 

____________________ 

Signature of Applicant 


