
 

Allied Health Professional Registration Application Form 

 

First Name/Given Name: 

 

Last Name/Family Name: 

 

Affiliation/Institution: 

 

Degree and Position: 

 

Mailing Address (including country and area): 

 

Telephone (including country and area): 

 

Fax (including country and area): 

 

E-mail: 

 

Name and e-mail of one of the pediatric nephrologists in your affiliation: 

 

 

 

Why do you wish to attend this congress:  

 

 

 

 

Signature by Pediatric Nephrologist             Signature by Applicant 

 

 

Date                                        Date 

 


