
RETINA AUSTRALIA (NSW) Inc. 
MEMBERSHIP FORM 

 
 
(Please note: This form is to gain more information about our members, to 

assist the management committee of the association. All information is 
confidential.  

All the questions are optional). 

Title_______First Name________________________________________ 
(Mr/Mrs/Miss/Ms/Dr) 

                     Surname __________________________________________  

Address _____________________________________________________  

____________________________________________________________ 

Suburb ____________________State _________ Post Code __________ 

Country __________________________________(for overseas members) 

Nearest Major Town _______________________ (for country members) 

Phone - Home (___)______________ Work (___)____________________ 

Fax - Home (___)___________________ Work (___)_________________ 

Mobile Phone ________________ Email Address ____________________ 

Date of Birth ___ / ___ / _____ Occupation _________________________ 

Existing or previous skills _______________________________________ 

Are you a Health Care Professional? Yes / No 

Are you a parent or spouse of an affected person? Yes / No 

Are you affected by any type of Retinal Dystrophy? Yes / No 

e.g. Retinitis Pigmentosa, Usher Syndrome,Macular Degeneration 

__________________________________ 

Any further details you would like to tell us about____________________ 

Referred by: i.e. (RD Clinic, other member) _________________________ 
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What are your Sports and recreational interests? 

____________________________________________________________ 

Are you interested in joining a recreation group? Yes / No 

Would you be interested in a peer support group? Yes / No 

Would you be interested in : 

* Giving some time to the Society Yes / No 

* Fundraising Yes / No  

* Joining the management committee Yes / No 

�RODS� Newsletter is produced in large print or tape. 

Format required: Large Print or Tape (Please circle one) 

 
 
Signature: ________________________ Date ___/___/_____ 
  

Membership / Subscription Renewal Information 

Membership Joining Fee: $25 or $35 Health Care Professionals 
Subscription Renewal:      $25 per year; $35 Health Care Professionals 

Payment:  By Cheque or Postal Order to: 

 

 

 

Signature: _____________________  Date  ___/___/______ 

Privacy Statement of Retina Australia (NSW) Inc. 

The information you provide or that we currently hold is used to support 
your relationship with this organisation and to keep you up to date with 
information, events, and other activities you may be interested to know 
about.  Personal information collected may be used for statistical purposes 
only, which in turn assists in areas such as research and submissions for 
funding.  General figures only are used and no personal information 
divulged without written consent.  This organisation will also take steps to 
ensure that your personal information is kept secure. 

Retina Australia (NSW) Inc 
PO Box 397 
STRATHFIELD  NSW  2135 



  


