
 

            
 

MEMBERSHIP #: _______ 

 

IHPBA SUBSCRIPTION PAYMENT FORM 

(Please Complete, Sign & Print legibly) 

 

Preferred Title: Prof. � Dr. � Mr. � Mrs. � Ms. � 

Family/Last Name: ______________________________ First Name: __________________________________ 

Business Address (Hospital, Clinic etc.) _____________________________________________________________ 

Department/Floor/Room/Suite: _________________________________________________________________ 

Street Address: _____________________________________________________________________________ 

City: ___________________________ Postal Code: __________ Country: ______________________________ 

Telephone (Country Code, City Code etc.) __________________________ Fax: ______________________________ 

 

**Email Addresses: Business: _____________________________ Home:______________________________ 

 

Home Street Address:_______________________________________________________________________ 

City: ___________________________ Postal Code: __________ Country: ______________________________ 

Telephone (Country Code, City Code etc.) __________________________ Fax: ______________________________ 

Preferred mailing address: Business � Home � 

Completing this form is not a confirmation of payment! 

I herewith make payment for the ___________ year(s) Annual Subscription in the amount of USD135 $_____________. 

1. Credit Card: VISA, MASTERCARD: 

����   ����   ����   ���� 

Valid from: _________________________________ Expiration Date: ________________________________ 

 

Signature: __________________________________ Date: _________________________________________ 

 

2. CHECK:  Please make check out to “IHPBA-MEDCONNECT”. 

IHPBA Executive Secretariat: Medconnect GmbH 

Bruennsteinstr. 10, 81541 Munich, Germany 
Tel: +49 89 4141 9249    Fax: +49 89 4141 9245 Email: 
heather.wynn@medc.de Website: www.medconnect.biz 

 


