[image: ]SHOALHAVEN PHOTOGRAPHIC CLUB INC.
MEMBERSHIP APPLICATION FORM FY25

NAME:  ____________________________________________________________________
ADDRESS:  __________________________________________________________________
                    _________________________________________________________________
HOME PHONE: __________________      MOBILE: __________________________
EMAIL: _____________________________________________________________
SPOUSE/PARTNER’S NAME:  (if applicable) _____________________________________

MEMBERSHIP FEES:  


      12 months:  $25 /6 months or less:  $15  	
AMOUNT PAID: $_________________________	
I consent to receive emails and newsletters from the committee.  Yes / No 

  




Cash   	Cheque                               Direct Deposit*

Signed: ______________________________________        Date:  ____________________
Receipt Number (Office Use):  ________________________
*Preferred payment of fees is by direct deposit:
BANK ACCOUNT DETAILS
Account Name: Shoalhaven Photographic Club Inc.
BSB:  062 585
Account Number:  00910649 
NOTE: Please use your family name & first initial as a reference when paying fees by direct deposit
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