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Professional Membership

Application Form

This Form should be completed by all those who wish to become a Professional Member of OTHM. 

Section 1: Personal details


	Title
	 FORMDROPDOWN 


	Surname
	     

	Forename(s)
	     


	First Name, Middle Name Initials and Surname will be used on all certificates.

	Date of Birth 
	     DD/MM/YYYY
	Nationality 
	     

	Address
	     

	City
	     
	Postcode 
	     

	Country
	     
	Telephone
	     

	Email
	     
	Mobile
	     


Section 2: Membership level

For membership level, requirements and fees visit www.othm.org.uk/page/membership. Depending on the evidence and CV provided, you may be awarded a higher or lower level membership from the one you originally applied for. 

Membership level you are applying for:  FORMDROPDOWN 

Section 3: Employment details 

	Date(s)
	Job title
	Job responsibilities
	Employer details

	      to      
	     
	     
	     

	      to      
	     
	     
	     

	      to      
	     
	     
	     

	      to      
	     
	     
	     

	      to      
	     
	     
	     

	      to      
	     
	     
	     


Use separate sheet if you require

Section 4: Qualifications held

	Study period
	Qualification title
	University/Awarding Organisation
	Country

	      to      
	     
	     
	     

	      to      
	     
	     
	     

	      to      
	     
	     
	     

	      to      
	     
	     
	     

	      to      
	     
	     
	     

	      to      
	     
	     
	     


 Use separate sheet if you require
Section 5: Supporting documents

Please double click on the box to indicate the list of documents you have submitted with this Form. 

	 FORMCHECKBOX 

	Updated CV

	 FORMCHECKBOX 

	Job reference letter(s)

	 FORMCHECKBOX 

	Educational certificate(s)

	 FORMCHECKBOX 

	Professional membership certificate(s) – if any

	 FORMCHECKBOX 

	Any awards – if any

	 FORMCHECKBOX 

	Others 

	If others, please give details

	     


Section 6: References

Reference 1

	Title
	 FORMDROPDOWN 


	Surname
	     

	Forename(s)
	     

	In what capacity, do you know each other? 
	 FORMDROPDOWN 


	If other, give details
	     

	Address
	     

	City
	     
	Postcode 
	     

	Country
	     
	Telephone
	     

	Email
	     
	Mobile
	     


Reference 2

	Title
	 FORMDROPDOWN 


	Surname
	     

	Forename(s)
	     

	In what capacity, do you know each other? 
	 FORMDROPDOWN 


	If other, give details
	     

	Address
	     

	City
	     
	Postcode 
	     

	Country
	     
	Telephone
	     

	Email
	     
	Mobile
	     


Section 7: Declaration
By submitting this Form, I hereby declare that I shall abide by the Member Code of Practice. I confirm that the information supplied in this Form is accurate and complete. If any inaccuracy found OTHM reserves right to withdraw my membership at any time.

Insert Signature

     



Date
     
          

Once completed please save this Form as PDF and email to:  info@othm.org.uk 
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