
PROFESSIONAL STATUS FORM

E C F S  D I S C O U N T E D  M E M B E R S H I P  -  P R O O F  O F  P R O F E S S I O N A L  S T A T U S

Name of Joining Member:

D D M M Y Y Y Y

Professional Group:

Dietitian/ Nutritionist

Laboratory Technician

Nurse

Occupational Therapist

PhD Student

Physician < 35 years old, please put DOB in box below: 

Pharmacist Research Coordinator

Social Worker

Post Doc

Physiotherapist

Physiologist

Psychologist

Other, please state in box below:

Place of Work (Department and Institution/Hospital):

Professional Register Details

European Cystic Fibrosis Society
Kastanieparken 7
7470 Karup
Denmark

2 0 2 5

Name, Department and Signature of Head of Department

Signature:

Name:

Department: 

PIN/Registration Number:

Name of Register:

Link to Register:

Please complete one of the following proofs of professional status:

Please return completed forms to
membership@ecfs.eu

Email of Joining Member:

Signature of Joining Member

Date:

mailto:membership@ecfs.eu

	member_name: 
	member_email: 
	member_pow: 
	member_signature: 
	cb_dn: Off
	cb_lt: Off
	cb_n: Off
	cb_oct: Off
	cb_ph: Off
	cb_phd: Off
	cb_p_35: Off
	cb_pht: Off
	cb_other: Off
	cb_phys: Off
	cb_pd: Off
	cb_psy: Off
	cb_rc: Off
	cb_sw: Off
	cb_other_text: 
	reg_name: 
	reg_link: 
	reg_pin: 
	hod_name: 
	hod_dept: 
	hod_sign: 
	date_d1: 
	date_d2: 
	date_m1: 
	date_m2: 
	date_y1: 
	date_y2: 
	date_y3: 
	date_y4: 


