
 

 
 

 

 

 

 

 

 

 

 

Please complete and send to: 

 

Chapter of Public Health and Occupational Physicians 

Academy of Medicine, Singapore 

81 Kim Keat Road, #11-00 NKF Centre 

Singapore 328836 

Tel: (65) 6593 7804/ 6593 7800      Fax: (65) 6593 7860      Email: phom@ams.edu.sg 

 
REGISTRATION DETAILS 

 

Salutation  Family Name  

Given Name  

Institution  

Mailing Address  

  

City/Country  Postal Code  

MCR No  

 

 Email  

(local doctors)    

Telephone  Fax  

Preferred Name on Certificate    

Abstract  Submission Yes (        )            No (        ) 

 
 
REGISTRATION FEES 
 

All fees are inclusive of 7% GST. 

 

A) Main Conference (25 & 26  August 2011) 

 

Category On or Before 30 June 2011 After 30 June 2011 

Fellows, Academy of Medicine, Singapore 

(FAMS) 
SGD 380 (       ) SGD 480 (       ) 

Non-FAMS  SGD 480 (       ) SGD 580 (       ) 

Students SGD 200 (       ) 

      

I certify that I am a student at _______________________________________________ (Institution) 

Please enclose a note from your department or your student pass for verification. 

 
 

 

 

6
th 

Singapore Public Health & Occupational Medicine Conference 
 

24 – 26 August 2011 

Furama Riverfront, Singapore 

 

REGISTRATION FORM 



 

REGISTRATION FEES 
 

B) Pre-conference Workshop (24 August 2011) 

 

Workshop Title: Fatigue Risk Management System 

 

Time:  9.00 am – 5.00 pm 

 

There are limited seats for the workshop and registration will be on a first-come-first-serve basis. 

 

Category Amount (SGD) 

Fellows, Academy of Medicine, Singapore (FAMS) 300 (       ) 

Non-FAMS  350 (       ) 

 

 

PAYMENT 
 

Total Payment Due (A+B): SGD ______________________ 

 

 

PAYMENT OPTIONS: 

 

 

I) Payment by Cheque  (local cheques only) 

 

Cheque is to be made payable to “Academy of Medicine, Singapore”. 

 

Cheque no: ___________________      Bank: ______________________        Amount: _________________  

 

 

II) Payment by Credit Card   

 

 Visa  Mastercard 

 

Name of Cardholder  

Signature 

 

 

 

Card No.     -     -     -     

CVV    (3 digit code at back of card) 

 

Expiry Date (MM/YY) ________________________ 

 

 I hereby authorise Academy of Medicine, Singapore to charge my credit card for the 

registration fee(s) as indicated on this form 

 

 

III) For payment by telegraphic transfer, please contact Ms Joyce Lee at phom@ams.edu.sg or  

(65) 6593 7804.  Bank charges incurred are payable by the registrant. 

NOTE: Cancellations must be submitted to phom@ams.edu.sg no later than 30 June 2011 in 

order to receive a full refund. No refunds will be given after 30 June 2011. However, 

substitution of participant is allowed. 

 


