NORTH ZONE ONCOLOGY SOCIETY (NZOS)
Membership Application Form

1. Personal Details
Full Name: __________________________________________
Date of Birth: ___ / ___ / ______
Gender: ☐ Male ☐ Female ☐ Other
Contact Number: ____________________________________
Email ID: ___________________________________________
Postal Address:
____________________________________________________
____________________________________________________
City: ___________________   State: ________________   PIN: ___________
2. Professional Details
Designation: _________________________________________
Institution/Hospital Name: _______________________________
Department: _________________________________________
Years of Experience: __________
Specialty: ☐ Medical Oncology ☐ Surgical Oncology ☐ Radiation Oncology
           ☐ Pathology ☐ Pediatric Oncology ☐ Other: __________________________
3. Membership Type (Select One)
☐ Life Membership (One-Time Fee)
☐ Student (Free) 
Payment Details:
Amount Paid: ₹ ___________
Mode of Payment: ☐ UPI ☐ Bank Transfer ☐ Cheque ☐ Cash
Transaction/Reference No.: __________________________
Date of Payment: ___ / ___ / ______
4. Declaration
I, Dr. _______________________________________, hereby apply for membership of the North Zone Oncology Society. I agree to abide by the rules and regulations of the society and contribute to its mission in advancing cancer care, research, and education.
Signature: ______________________
Date: ___ / ___ / ______
For Office Use Only
Membership ID: _______________________
Approved By: _________________________
Date of Approval: ___ / ___ / ______
Remarks: _____________________________




