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SLEEP DISORDERS AUSTRALIA 
ABN 98 075 427 459 

PO Box 303 Roseville NSW 2069 
 

APPLICATION FOR MEMBERSHIP 
 

 

I, _________________________________________________________________________ ,   called ___________________________ 
        (Title,       Initials,            SURNAME)                                                                                                                                                      (First or preferred name) 

of  ___________________________________________________________________________________________________________ 

        (Address) 

______________________________________________________________________________________  Postcode ______________ 

 

Phone:  (H) ________________________  (W) _________________________  (Mob) ________________________________________ 

 

Occupation: _________________________________________________________________________   Year of Birth: _____________ 

 

Email_________________________________________________________________________________________________________ 

hereby apply to become a member of Sleep Disorders Australia.  In the event of my admission as a member, I 
agree to be bound by the rules of Sleep Disorders Australia for the time being in force. 

 

Signature ___________________________________________________________________  Date _____________________________ 
 

Membership Fees  (GST included)                                                               (Subscription period – 1 July to 30 June) 

Joining Fee  $11 $       11.00 

Annual Subscription  $29 $ 

Annual Subscription  Concession* $19 $ 

Three Year Subscription  $80 $ 

Three Year Subscription Concession* $55 $ 

*Concession Card Number: 

Donation – I would like to make a donation to assist the work of Sleep Disorders Australia 

 Donation to the work of SDA - National $ 

 Donation to the work of SDA - My Branch $ 

 Donation to the work of SDA - RLS $ 

            Donations of $2.00 and over are tax deductible  

                                                                                     TOTAL PAYMENT $ 
 

Payment Details 

I enclose my Cheque/Money Order OR debit my credit card for the amount shown. 

Details of my credit card are:      -         MasterCard          Visa     
                                                                  Card Number.                                                                                                                               Expiry Date 

                         

 
Signature _________________________________________________  Cardholder's Name: ______________________________ 
 

 

Member Elections   Please CIRCLE your preferences 

1.  Register my membership with the  NSW,  QLD,  SA,  TAS,  VIC  or  WA  Branch of SDA. 

2.  I prefer to receive my copy of the SDA News in  PRINTED  or  ELECTRONIC  format. 

3.  So that SDA is better able to focus their delivery of services, please indicate your areas of interest.(You may 
circle more than one.)  SLEEP APNEA (Adult),  SLEEP APNEA (Child),  RESTLESS LEGS SYNDROME,  INSOMNIA,  
NARCOLEPSY,  OTHER (specify): 

4.  I am willing to offer my support in the areas of:  COMMITTEE WORK,  SEMINARS/WORKSHOPS,  FUND RAISING,  
EDUCATION,  PUBLICITY,  SUPPORT,  ADMINISTRATION. 

 

Please complete all of the above details and forward to:- 

Sleep Disorders Australia, PO Box 303, Roseville, NSW 2069 
 


