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CS & H ITB
Membership Application Form
(Membership is available to organisations only, not individuals)

Organisation name: 


Postal address: 



Phone: 


Website: 


Primary contact name: 


Position: 


Email: 


Fax: 


Mobile: 


Please circle the type of membership you are applying for: 
Full membership is limited to corporate bodies or organisations that are separately constituted, only available to providers whose core business is the provision and/or representation of Health or Community services.
Full membership carries voting rights. 

Associate membership refers to organizations who are sub-components or services of a corporate body or organisation and who are not separately constituted. Associate membership includes Registered Training Organizations. Associate members do not have voting rights. 

Upon completion please return to:
Community Services & Health Industry Training Board

Email: cshitbv@vcoss.org.au         Fax: 03 9654 5749
All membership applications will be considered at the next Board meeting following receipt of the application.

Office use only:

Submitted to Board for consideration:
(date)

Approval granted
                              FORMCHECKBOX 

Further Information required                            FORMCHECKBOX 

Chair signature:


Membership Questions 
Please circle your Primary Industry Focus?   Community Services              Health Services  
Primary Sector/Area of Business: 
Children’s Services 
   FORMCHECKBOX 

Family & Youth Services
   FORMCHECKBOX 

Disability Services 
                        FORMCHECKBOX 

Social/Community Welfare Services    FORMCHECKBOX 

Residential/Home Care 
 FORMCHECKBOX 

Community-based Health 
   FORMCHECKBOX 

Hospital-based Health 
 FORMCHECKBOX 



Complimentary & Alternative Therapies 
 FORMCHECKBOX 

Other (If other please provide details):

Membership Category (choose 1 only): 
Employer organisation 
 FORMCHECKBOX 

Union 
 FORMCHECKBOX 

Peak organisation 
 FORMCHECKBOX 

Indigenous organisation 
 FORMCHECKBOX 

RTOs
 FORMCHECKBOX 

Are you a state wide organisation?                              FORMCHECKBOX 
 Yes                       FORMCHECKBOX 
  No
Organisation Type:   
Government  
 FORMCHECKBOX 


Private                         
 FORMCHECKBOX 
  For Profit 

Not For Profit
  FORMCHECKBOX 

Please outline the purpose of your organisation: 
I confirm that I have the required level of authority to apply for this membership on behalf of my organisation (employer). I agree to supply further information regarding my organisation if deemed necessary pending my endorsement from the Board. I agree to abide by the Constitution of the Community Services & Health Industry Training Board relevant to my membership. 
Name: 


Position: 


Signature:
  
            Date:___________


