Name

(AS YOU WOULD WISH IT
TO APPEAR ON YOUR
CERTIFICATE)

Title

Full Postal
Address (inc.
country)

Telephone

Fax/Email

Professional
discipline

All relevant
medical
Qualifications
Date and place
of initial
professional
training

FACULTY OF HOMEOPATHY

LFHOM VET EXAMINATION 2008

UK
MONTH 2008
Deadline for applications
PLEASE WRITE LEGIBLY
SURNAME
FIRST NAMES
Work Home
Fax Email *

*t is recommended that overseas students provide an email address so that
correspondence will reach them to ensure adequate time to make travel
arrangements.




UniversityColleg
e/Medical
school attended
with dates

Overseas applicants wishing to be awarded the LFHom qualification should provide registration
details below. Please note that you must have a qualification that is statutorily registerable in the
UK or in the EU country in which you practice. Please refer to your examination guidelines
booklet for further details.

Overseas

Registration Registration Number:
Body:

Date of Registration: Date of Birth:

PAYMENT DETAILS

Examination fee £100. (£35 if re-sit) Please make payment by credit card or
make direct deposit to the Faculty of Homeopathy account. Results are not
released until payment has been processed.

| wish to pay by Visa / Mastercard []

Card no. L ‘

HiE|N|N

Signature

000

Expiry date
Name on card

Address
(if different from overleaf)

OR

Direct deposit £100/£35* (delete as appropriate) [_|

Bank details: Barclays Bank Contact details:
Pall Mall Corporate Banking Faculty of Homeopathy
PO Box 15165 Hahnemann House
London SW1A 1QF 29 Park Street West
United Kingdom Luton LU1 3BE
Account no: 70157090 Tel: +44 870 4443955
Sort code: 2067 59 Fax: +44 870 4443960

>>>> ALL APPLICANTS MUST SIGN & DATE APPLICATION <<<<

Signature: Date:
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