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Membership Application 
 
 
 

Date:   ________________________________ 

 
     

Personal Details: 
 

 

Salutation:  Dr  

  
*Please note: Whenever the title ‘Dr’ is used, osteopaths must include a reference to their health profession e.g. Dr David Smythe (Osteopath) 
 
If you do not wish to use the title ‘Dr’, please indicate the title you prefer:       
 
 
 
Given name:   ____________________________ ___       Family Name: ____________________________ _________ 
 
 

Osteopathic Qualifications:               NEW GRADUATE.....To be advised___________________________________________ _________                        

 
 
D.O.B:   _______________________________ 
 
 

Registration Details: 
 

AHPRA Registration No:               NEW GRADUATE.....To be advised_______________ 

 
 

Registration Date:                 NEW GRADUATE.....To be advised_______________                 

                                      
  

University:  ________________________________________ __________              Year Graduated:        2011                                           

 
Preferred Contact:   Email:  Home Phone:  Mobile: 
 
 
Street:   ______________________________________________________________________________________ 
 
     

______________________________________________________________________________________ 
 
 
Suburb:   __________________________________________________ State:         __________________________     
   
 
Post Code:   _______________________________  E-mail: ______________________________________      
 
 
Mobile No:   ______________________________________________________________________________________ 
  
 
Fax:    ____________________________ _____              Home Phone: ____________________________              _    
 

***SSSpppeeeccciiiaaalll   OOOffffffeeerrr*** 

Application Form 

for SOMA members 

graduating in 2011 

 

Student membership of 
the AOA expires in 
December 2011  
and does not have 
entitlement to Guild 

Insurance at the AOA rate 
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Areas of Interest: 
 

Children   Pregnancy  

     

Cranial   Rehabilitation  

     

Elderly   Sports  

     

Generalist   Structural  

     

Paediatrics   Women's Health  

   
 
 
 
 
Types of Information you want to receive:       
 
                
 
            
        
 
 
     

 
 
 
 
 
Membership Fees  

 
1st Year in Practice - current SOMA members pay no joining fee (save $165) 

Join in:  December 2011  January 2012 February   2012  March 2012 

Fee ($)  338.33  290.00  241.67  193.33  
 
Please note: For 2011 graduating AOA-SOMA students who have not joined the AOA by 31 March 2012, a $165 joining fee will apply. 
 
 
 
 
 
Are you a SOMA member?   Yes      No  
 
 
 
 
 
 
 
 

Advertising (Osteopathy related)  

  

Member Updates  

  

Newsletters  

  

Seminars  

***SSSpppeeeccciiiaaalll   OOOffffffeeerrr***for current 

SOMA members graduating in 

2011 

 

Join before 19 December 2011 

Pay only the February 2012 rate, 

saving over $95! 

 

Membership valid until  

30 June 2012 
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Clinic Details (to be included on website and directory) 
 
 
Clinic Name (1):  __________________________________________________________________                                                     __     
              
Street:   __________________________________________________________________                                                    __   
    

__________________________________________________________________                                                    _  _ 
 

Suburb:   ___________________________________________ State:                                Post Code:     _________________ _    
 
Country:    ________________________________                Email: ________________________________                                  
 
Clinic Mobile No:  ____________________________ _                                  Phone:  ____________________________ ___ 
 
Fax:     ____________________________ ___             Website:                  _____________________________________ 
 
 
 
 
Clinic Name (2):  __________________________________________________________________                                                     __     
              
Street:   __________________________________________________________________                                                    __   
    

__________________________________________________________________                                                    _  _ 
 

Suburb:   ___________________________________________ State:                                Post Code:     _________________ _    
 
Country:    ________________________________                Email: ________________________________                                  
 
Clinic Mobile No:  ____________________________ _                                  Phone:  ____________________________ ___ 
 
Fax:     ____________________________ ___             Website:                  _____________________________________ 
 
 
 
 
Clinic Name (3):  __________________________________________________________________                                                     __     
              
Street:   __________________________________________________________________                                                    __   
    

__________________________________________________________________                                                    _  _ 
 

Suburb:   ___________________________________________ State:                                Post Code:     _________________ _    
 
 
Country:    ________________________________                Email: ________________________________                                  
 
 
 Clinic Mobile No:  ____________________________ _                                  Phone:  ____________________________ ___ 
 
 
Fax:     ____________________________ ___             Website:                  _____________________________________ 
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Buddy System (Currently in development) 
 
I would like to participate in the System. Yes    No   If yes, number of buddies:     1 2 3 
 

 
Payment details 
 
 

MasterCard Visa 
 

                        

      

                                                                                                                      Card Number                                         Expiry 
 

 
Amount:   $_______________________ 
 
 
Name on card:   _______________________________________________        Signed:     ______________________________________ 
 

 
 
You must enclose a copy of: (please tick) 
 
       Educational Qualifications  
 
       Certificate of registration  
 
        I am applying to the AOA Group scheme [Guild Insurance] (no documentation need be enclosed) 
 
       Copy of Malpractice Insurance/Professional Indemnity details (if not with Guild Insurance) 
 
 
Privacy Information: The AOA acknowledges respects and protects the privacy of its members. All information provided on this form is subject to the 
AOA Privacy Policy, which is available on our website. You have the right of access to and alteration of personal information concerning yourself in 
accordance with the Privacy Act. The information is being collected by the AOA and will be held by the AOA. Please contact our office if you have any 
enquiries.  The AOA will use data to assist its Benefits Partners, use data for ‘Find and Osteopath’ and/or confirming details with Guild Group. 
 
Declaration  
In applying for membership I am declaring that I am an osteopath registered with the Australian Health Practitioner Regulation Agency (AHPRA).   
I agree to abide by the AOA Constitution and Code of Conduct and I am of good fame and character and a fit and proper person to be a member of the 
Association. All information provided in this application is correct. I am committed to complying with the Codes and Guidelines as set out by the 
Osteopathy Board of Australia (OBA) and understand my obligations in regards to CPD. 
 

 
Signed:    ______________________  Date:    ______________________   
 
 
For more information on membership conditions and categories please visit   http://www.osteopathic.com.au/index.php/membership  
 

Please forward application by either: Fax:   (02) 9410 1699 
Post:   PO Box 5044, Chatswood West, NSW 1515, AUSTRALIA 
Scan/email: aoa@osteopathic.com.au 

 
Enquiries:    Free call: 1800 467 836       
         

2011 SOMA members who join before the 19 December 2011 

can submit this information as it becomes available 

 

http://www.osteopathic.com.au/index.php/membership
mailto:aoa@osteopathic.com.au

