The Federation of
Private Healthcare Centers of Hong Kong
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"'ONG KO‘\\O

MEMBERSHIP APPLICATION FORM

This paper form is provided to those who are not able to do the online registration at https://fphc.hk/register/. The
applicant is required to sign the completed form and send it to our office together with the payment and the copy of
the Clinic’s business registration and the applicant's MCHK.

PART1 ABOUT THE CLINIC

Name of clinic

Clinic Phone Clinic email address

Business registration number

Holding company ( )

Number of full-time doctors

Clinic address

Clinic Fax Clinic Website

Service(s) at clinic

O General Surgery O Paediatrics

O Obstetrics and Gynaecology O Paediatric Surgery

0O Dermatology O Ophthalmology

O ENT 0O Chemotherapy

0O Orthopaedics and Traumatology O Endoscopy Center

O Neurosurgery O Day Procedure Center

0O Cardiology 0O Medical Imaging & Diagnostic Center
0O Plastic Surgery O Others (please specify)
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PART Il ABOUT THE APPLICANT

Applicant's title

Applicant's surname

Applicant's given name(s)

Medical Council of Hong Kong registration number

Correspondence address

Email

Office phone

Mobile

Degree / Qualification

Name of Degree / Qualification

Name of Institution

Degree / Qualification

Year obtained

Name of Degree / Qualification

Name of Institution

Degree / Qualification

Year obtained

Name of Degree / Qualification

/

Name of Institution
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PART Il ABOUT THE OFFICIAL REPRESENTATIVE

Is the applicant in Part 2 the official representative of your Clinic in the Federation if your membership is
approved?

O Yes (Please skip the rest of Part IlI )

O No
Information of the official representative of your Clinic in the Federation:

Representative's Title

Representative's Surname Representative's Given Name(s)

Medical Council of Hong Kong Registration Number

Correspondence Address

Office Phone Mobile Email

Degree / Qualification / #1

Name of Degree / Qualification /

Name of Institution Year obtained

Degree / Qualification / #2

Name of Degree / Qualification /

Name of Institution Year obtained

Degree / Qualification / #3

Name of Degree / Qualification /

Name of Institution Year obtained
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PART IV DECLARATION

| declare that, the above information provided on this form in support of my application is accurate and complete.

O Yes O No

Applicant's signature

Date

SUPPORTING DOCUMENTS REQUIRED

The applicant is required to provide the copy of (1) the Clinic’s business registration and (2) the applicant's MCHK
registration when submitting the application. 1

PAYMENT

Please make an ATM transfer or write out a cheque with the following information.

» Account holder / Cheque Payable / : The Federation of Private Healthcare Centres of Hong
Kong Ltd

+ Bank name Bank of Communications

« Bank account number 382 537 102354702

» The name of your clinic should be marked at the back of your cheque / ATM transfer receipt and sent to our
Office, together with your application form and supporting document /

OUR OFFICE

The Federation of Private Healthcare Centres of Hong Kong
6/F, Virtus Medical Tower, 122 Queen's Road Central, Hong Kong

NOTES

1. Applicants may be asked to provide further information/details for the consideration of the Federation Council.

2. Membership fees include
one-time registration fee of HK$3000 per member (incl. a non-refundable application processing fee of HK$500)
and annual dues, first year HK$2000.

3. Secretariat will notify shortlisted applicants individually by email after the approval of the Federation Council.

4. For further inquiries, please contact the Secretariat at info@fphc.hk or +852 3893 9371.
info@fphc.hk +852 3893 9371
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