Please complete this form in BLOCK CAPITALS using BLACK INK

This form should be returned to:

Orla Doran, The College of Anaesthetists, 22 Merrion Square North, Dublin 2

Telephone:     353 1 6614412
Fax:     353 1 2650699
Email:     odoran@coa.ie
	MSc in Medical Professionalism (Anaesthesia)  Module Application


	Registration Fee: 
	€1000 per module


Module Title:
Professionalism in Practice           

Medical Education                             

Biostatistics 
Health Systems Development

Leadership 

(Please note that if you choose Biostatistics this year you must do Clinical Research next year also if you choose Health Systems Development this year you must do Strategic Health Management next year)
Surname:______________________________________________
Forename 1: ________________________

Forename 2: ___________________________________________
College ID No. _______________________

Address line 1:___________________________________________________________________________
Address line 2:___________________________________________________________________________
Address line 3:___________________________________________________________________________
Address line 4:___________________________________________________________________________
Email address: ______________________________________
   Telephone number: ____________________
Present appointment & hospital __________________________________________________________________
--------------------------------------------------------------------------------------------------------------------------------------------------------

FINANCE DEPARTMENT, The College of Anaesthetists of Ireland, 22 Merrion Square North, Dublin 2 

Payment can be made by Euro cheque, made payable to The College of Anaesthetists of Ireland, or by credit card below: 

Please charge my credit card: Visa 
 
Mastercard               Total remittance: €_______________

	Card number:
	
	
	
	
	-
	
	
	
	
	-
	
	
	
	
	-
	
	
	
	
	
	
	Expiry Date
	
	
	
	


	
	
	


Security Code: (last three numbers at the back of the card)      

Date: ______________________
Cardholders Name: ______________________________________________ 

Cardholder’s signature: ___________________________________________
