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REGISTRATION FORM

Last name First name)s)
Work address
Number and Street
City Province Postal Code
Telephone Fax
Date of Birth
Home address
Number and Street
City Province Postal Code
Telephone
Education: University
Chiropractic
Date of graduation
Y ears of practice in Québec Elsewhere Newly Graduated
I, undersigned, holder of license number of the Ordre des chiropraticiens
du Québec since apply to obtain a membership with the
Association des chiropraticiens du Québec, and agree to abide by its rules.
Signed in onthis day of 20
Signature
Pleasejoin:
Photo

Photocopy of diploma
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