A Corporate Training for HKAON

Basic Course in Orthopaedics & Traumatology for Nurses
Co-organizer:
School of Continuing and Professional Studies
The Chinese University of Hong Kong
(20 AUG 2020 - 27 NOV 2020)
Application Form

*Please tick as appropriate
Name of Applicant: *Mi_l/ M Miss[] (in BLOCK LETTER)

Chinese Name:

HKAON Member: *Yes[_]/ No[_]

Present Working Place:

Hospital: Department/Ward:

Rank:

Correspondence Address:

Contact no. (1) (2)

E-mail Address:

Payment Declaration:

| enclose a cheque of HK$ 3,000 payable to “Hong Kong Association of Orthopaedic Nurses Limited”
Cheque No.: Bank:

Signature: Only ill for - Hyate:

hard copv)

Important Notes:

J Please E-mail the softcopy of
» i) the completed course application form and

»  ii) HKAON membership application form (for new member or renew member) to Mr. LIN, Sai-kit (e-mail:
Isk041@ha.org.hk)
J Please mail the hardcopy of
» i) the completed course application form (with signature) and

»  ii) HKAON membership application form, if any, together with the crossed cheque to Ward 5&6, 1/F, Block B, The
Duchess of Kent Children’s Hospital at Sandy Bay, 12 Sandy Bay Road, Pokfulum, Hong Kong (Attn: Mr.
LIN, Sai-kit)
e Individual chegue is required for EACH course application.
e Separate cheque is required for HKAON membership fee.
J Please write down your “Name and Contact Number” at the back of the cheque
*  Application is first-come-first-served (applicant must be current valid HKAON member, new join member is acceptable)

o  Application deadlineis 10 AUG 2020.
. Result will be notified individually via email on or before 15 AUG 2020.

e Application form received without payment will NOT be processed.
. For enquiry, please contact Mr. LIN, Sai-kit at e-mail: Isk041@ha.org.hk or pager: 74729382 in office
hour (Mon-Fri 0900-1700 except SH/PH)




Hong Kong Association of Orthopaedic Nurses Ltd.
HEERELTHEARAET

Membership Application Form

= = S5 ==£ 4
AE | BEEHFEERE
Notes
1. In compliance to the Personal Data Ordinance, the use of your personal particulars will be restricted to the Association only for registration
and communication purposes
2. Please mail the completed form and a crossed cheque payable to “Hong Kong Association of Orthopaedic Nurses Limited”

*For “Corporate Training Course - Basic Course in Orthopaedics & Traumatology for Nurses” applicant: please sent to Mr. LIN, Sai-kit,
Ward 5&6, 1/F, Block B, The Duchess of Kent Children’s Hospital at Sandy Bay, 12 Sandy Bay Road, Pokfulum, Hong Kong.

3. Receipt will be issued to you when the subscription is accepted, processed, and settled.
4. Membership card will be issued. Please keep it for your own reference.
5. Bi-annual membership starts from 1st January and ends on 31st December of the second year.
6. Categories of membership are:
Category Qualification Membership Fee Please ‘v’
SEHA ZEER 28E ALV
Life Member Any Qualified nurses with Orthopaedic and/or HK $ 2,000 CINew
Full Member Traumatological (O&T) working experience HK $ 300 for 2 Years  [CJNew/[JRenew*
Any other nurses without O&T working experience
Associate Member . . HK $ 200 for 2 Years [“INew/[JRenew?*
or any non-nursing healthcare professionals
Membership No. = E3EHE: (For renewal only &= &)

SUBSCRIBER’S PERSONAL INFORMATION EF:5

BAER

Name :

it = (Surname ) (Other names ) (Chinese P H)

HKID No. &BS1IE T Sex : I:|M |:|F Education: *RNCY/BSNO/Masterl/PhDO/Othersd
X | X | X | (X) il 5 T |BBEER

Organization AR7EHEHE

: Department EEFT:

Rank B81I:

Hong Kong Nursing Board

BEELEREEgM/E TR

*Registered] /EnroIIedD No. :

*Service Type: Acute[l/Rehabll/Ambulatoryl]/UniversityCd/others]
R ER: SEO/FEEO /BB 0 /K80 /240

Corresponding Address
GE AL L

Telephone: Office
HNEE

E-mail EEE:
Fax Telephone: Home Mobile Phone
BE B % FIRESR

Past Orthopaedic-Related Training Z1%& <A S RIA 4k

Institution 1418

Period %[

DETAILS OF PAYMENT (BY CHEQUE ONLY) TR ER (RINEZE)

Name of Bank $R{T Cheque No. T ZETRHE Amount £ &8

Subscriber’s signature : (Only fill for hard copy [Pate :

BRERE FIENEA T FHHR) HH# dd H/mm B/yy F
FOR OFFICAL USE ONLY LA ABER

Membership Approved Yes O No 0O Payment for: NewMembership L1 Receiptsent [1
Membership Payment Yes [ No [ Renew Membership [1 |Date:

*(Please tick as appropriate 5 e HY 3 F &) App-form O&T 06
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